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Background

Binge eating disorder (BED) is associated with several psychological and medical problems, such
as obesity. Approximately 30% of individuals seeking weight loss treatments present binge eating
symptomatology. Moreover, current treatments for BED lack efficacy at follow-up assessments.
Developing mindfulness and self-compassion seem to be beneficial in treating BED, although
there is still room for improvement, which may include integrating these different but complimen-
tary approaches. BEfree is the first program integrating psychoeducation-, mindfulness-, and
compassion-based components for treating women with binge eating and obesity.

Objective To test the acceptability and efficacy up to 6-month postintervention of a psycho-
logical program based on psychoeducation, mindfulness, and self-compassion for obese or over-

weight women with BED.

Design A controlled longitudinal design was followed in order to compare results between
BEfree (n = 19) and waiting list group (WL; n = 17) from preintervention to postintervention.
Results from BEfree were compared from preintervention to 3- and 6-month follow-up.

Results BEfree was effective in eliminating BED; in diminishing eating psychopathology,
depression, shame and self-criticism, body-image psychological inflexibility, and body-image cog-
nitive fusion; and in improving obesity-related quality of life and self-compassion when compared
to a WL control group. Results were maintained at 3- and 6-month follow-up. Finally, participants

rated BEfree helpful for dealing with impulses and negative internal experiences.

Conclusions These results seem to suggest the efficacy of BEfree and the benefit of integrat-
ing different components such as psychoeducation, mindfulness, and self-compassion when

treating BED in obese or overweight women.

Key Practitioner Message

e The current study provides evidence of the acceptability of a psychoeducation, mindfulness,

and compassion program for binge eating in obesity (BEfree);

e Developing mindfulness and self-compassionate skills is an effective way of diminishing binge

eating, eating psychopathology and depression, and increasing quality of life in women with

obesity;

o [ntegrating psychoeducation, mindfulness, and compassion seem to be effective in diminishing

binge eating, with results maintained up to 6-month postintervention.
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1 | INTRODUCTION

Binge eating disorder (BED) has an overall prevalence of 3-5% in com-
munity samples, is twice as common in females (Hudson, Hiripi, Pope, &
Kessler, 2007; Kessler et al., 2013), and is comorbid with psychological
distress, psychiatric (e.g., depression), overweight and obesity (Hudson
et al., 2007). Research shows that BED is associated with an early onset
of obesity (Mussell et al., 1996) and its maintenance and greater severity
(Bruce & Agras, 1992; Picot & Lilenfeld, 2003). Also, individuals with
eating disorders have high levels of shame and self-criticism (Gilbert,
2002; Goss & Allan, 2009; Goss & Gilbert, 2002), particularly binge
eaters (Duarte, Pinto-Gouveia, & Ferreira, 2014, 2015a, 2015b).

Although research suggests that Cognitive-Behavioural Therapy
(CBT) is a well-established treatment for BED (Grilo, Masheb, Wilson,
Gueorguieva, & White, 2011; Wilson, Wilfrey, Agras & Bryson,
2010), studies show that its remission rates are 40% to 60% (e.g.,
Wilson, Grilo, & Vitousek, 2007), with 26% still meeting criteria for
BED (e.g., Agras, Telch, Arnow, Eldredge, & Marnell, 1997).

In recent years, new and innovative approaches to BED have
emerged, such as mindfulness-based treatments. These approaches
promote the capacity to bring focused awareness to internal experi-
ences, with a nonjudgemental, self-accepting attitude, interrupting
conditioned patterns, and decreasing reactive automatic responses to
negative affect (Kabat-Zinn, 1993). In a recent meta-analysis, Godfrey,
Gallo, and Afari (2015) found nine mindfulness-based interventions for
BED, showing large or medium effects, even though with high statisti-
cal heterogeneity between these studies. One of these mindfulness-
based studies is mindfulness-based eating awareness training
(Kristeller & Wolever, 2010), which has been found to improve control
over eating and decrease anxiety and depressive symptoms in patients
with BED.

Additionally, compassion-focused therapy (Gilbert, 1998, 2005;
Gilbert, Price, & Allan, 1995; Gilbert & Procter, 2006) is a therapeutic
approach that was developed to help individuals with high levels of
shame and self-criticism. Helping patients develop self-compassion,
but promoting one's responsibility to adopt more adaptive ways of
coping with these complex emotional processes, seems specially
suitable to reduce binge eating (Kelly, Vimalakanthan, & Miller, 2014;
Kelly & Carter, 2015).

Moreover, there is growing evidence for acceptance and values-
based programmes for difficulties in managing weight and eating
(Juarascio, Forman, & Herbert, 2010; Lillis & Kendra, 2014) and
specifically BED (Masuda, Hill, Melcher, Morgan, & Twohig, 2014).
These approaches promote psychological flexibility, which seems to
be a key mechanism operating in eating psychopathology (Ferreira,
Palmeira, & Trindade, 2014; Hill, Masuda, & Latzman, 2013; Moore,
Hill, & Goodnight, 2014; Trindade & Ferreira, 2014; Wendell, Masuda,
& Le, 2012), namely, in binge eating (Duarte & Pinto-Gouveia, 2014;
Duarte, Pinto-Gouveia, & Ferreira, 2015a, 2015b).

Although the aforementioned approaches are different, some have
called for its integration. In fact, it is suggested the efficacy of integrat-
ing different approaches, such as Acceptance and Commitment
Therapy (ACT) and CBT (Heffner, Sperry, Eifert, & Detweiler, 2002)
and compassion-based components and ACT interventions in medical
conditions (Skinta, Lezama, Wells, & Dilley, 2015).

The current study aims to test the efficacy and acceptability of
BEfree in a sample of women with binge eating and obesity or
overweight. Our main hypothesis is that participants in BEfree group
present a decrease in binge eating severity and eating psychopathol-
ogy at the end of the intervention and at the same time develop adap-
tive psychological processes such as psychological flexibility,

mindfulness, and self-compassion.

2 | METHOD

2.1 | Participants

Inclusion criteria are (a) female, (b) age between 18 and 55 years old,
and (c) with binge eating disorder, assessed by eating disorders exam-
ination (EDE) interview (conducted by clinical psychologists from the
research team) and scores on Binge Eating Scale (assuming BES > 17
as the threshold for binge eating [Duarte et al., 2015a, 2015b; Marcus,
Wing & Lamparski, 1985]) and with overweight or obesity (body mass
index [BMI] = 25).

2.2 | Procedure

Participants were recruited directly from the endocrinology depart-
ment of Coimbra's University Hospital Centre and through flyers and
advertisements in national newspapers. Exclusion criteria are (a)
medical conditions that affect weight, (b) severe psychiatric problems
(severe depressive episode, bipolar, substance abuse, and borderline
personality disorder) assessed through Structured Clinical Interview
for DSM Disorders (SCID)-I and SCID-II, (c) cognitive impairment and
low level of education that significantly compromised the comprehen-
sion of the contents and questionnaires, (d) taking medication that can
cause significant weight or appetite changes, (e) unavailability to
attend weekly sessions (see Figure 1).

2.3 | Study design

Participants (N = 59) were distributed into two conditions: intervention
(BEfree) and waiting list group (WL), according to their availability to
readily attend the sessions. Figure 1 depicts participants' allocation

and drop outs.

2.4 | Measures

24.1 | EDE 16.0D

EDE 16.0D (Fairburn, Cooper, & O'Connor, 2008; Ferreira, 2012) is a
semistructured clinical interview that assesses the frequency and inten-
sity of disordered eating behaviours and attitudes and showed good
internal consistency in the Portuguese population (a = .98). EDE has con-
sistently demonstrated good psychometric properties (e.g., Fairburn,

2008). In this study, EDE presented an internal consistency of a = .79.

242 |

Binge Eating Scale (Gormally, Black, Daston, & Rardin, 1982; Duarte
et al., 2015a, 2015b) is a 16-item self-report questionnaire that mea-

Binge Eating Scale

sures binge eating symptomatology. Both the original and Portuguese
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[ Assessed for eligibility (n=167)

Group distribution (n=167)

[ Excluded (n=108):
Not meeting inclusion criteria (n=61)
+ Did not complete first assessment (n=47)

Allocated to intervention (n=34):
Received allocated intervention (n=29)
= Did not received allocated intervention (n=5)

[ Allocated to WL (n=25); ‘

Analyzed (n=17):

| Post-intervention assessment I

= Excluded from analyses (n=0)

Excluded from analyses (n=0)

Analyzed (n=19):
+ Lost to post-intervention: dropout (n=10)

Analyzcci (n=13):

* Lost to follow-up (n=6)
Analyzed (n=11):

» Lost to follow-up (n=2)

FIGURE 1 Summary of participants flow. WL = waiting list group

versions revealed good internal consistencies. Likewise, the current

study presented a good internal consistency (a = .88).

243 |

Beck Depression Inventory-l (Beck, Ward, Mendelson, Mock, &
Erbaugh, 1961; Portuguese version by Vaz Serra & Pio Abreu, 1973)
is a well-known 21-items questionnaire that measures current depres-

Beck Depression Inventory-I

sive symptoms. The Portuguese version shows similar psychometric
properties. In the current study, Beck Depression Inventory-I|

presented an internal consistency of a = .92.

244 |
Other as Shamer Scale (Goss, Gilbert, & Allan, 1994; Matos, Pinto-
Gouveia, Gilbert, Duarte, & Figueiredo, 2015) is an 18-item scale
designed to assess individual's perception of being negatively evalu-

Other as Shamer Scale

ated by others. Other as Shamer Scale has been consistently showing
high internal consistency, both in clinical and nonclinical samples
(a = .96 and .92, respectively; Goss et al., 1994). In the current study,

the scale's internal consistency was a = .94.

245 |

Obesity-Related Well-Being Questionnaire (Mannucci, et al., 1999;
Silva, Ribeiro, & Cardoso, 2008) is a self-report questionnaire that

Obesity-Related Well-Being Questionnaire

assesses obesity-related quality of life (QoL), in which higher scores
indicate diminished obesity-related QoL. Obesity-Related Well-Being
Questionnaire-97 presents good internal consistencies both the origi-
nal and the Portuguese versions (a = .83 and a = .85 respectively). This

study found an a = .86.

24.6 |

Body Image-Acceptance and Action Questionnaire (Sandoz, Wilson,

Body Image-Acceptance and Action Questionnaire

Merwin, & Kellum, 2013, Portuguese version by Ferreira, Pinto-

- Lost to post-intervention (n=8)

3-month follow-up

6-month follow-up

Gouveia, & Duarte, 2011) is a 12-item questionnaire that assesses
the ability to accept and experience body image-related internal expe-
riences without attempting to avoid or change them (Sandoz et al.,
2013). Both the original (a = .93) and the Portuguese version
(a = .95) revealed good psychometric properties. The current study

found an internal consistency of a = .95.

247 |

Cognitive Fusion Questionnaire-Body Image (Ferreira, Trindade,

Cognitive Fusion Questionnaire-Body Image

Duarte, & Pinto-Gouveia, 2015) is a 10-item self-reported question-
naire based on the original Cognitive Fusion Questionnaire (Gillanders
et al., 2014). The original study presented good internal consistency,
retest reliability, discriminant, and convergent and divergent validities
(Trindade, Ferreira, Pinto-Gouveia, & Nooren, 2015). The current study

found an internal consistency of a = .95.

248 |

Engaged Living Scale (Trompetter et al., 2013) is a self-report measure

The Engaged Living Scale

developed to assess engagement with values-driven behaviour.
Recently, a 9-item version of Engaged Living Scale has been used,
showing good internal consistency (a = .88; Trindade et al., 2015).

The current study found similar internal consistency (a = .82).

249 |
Self-Compassion Scale (Neff, 2003; Portuguese version by Castilho,

Self-Compassion Scale

Pinto-Gouveia, & Duarte, 2015) comprises 26 items instrument. Self-
Compassion Scale may be used as a two-factor structure: one factor
that assess self-compassion attitude and one factor of a self-criticism
attitude. Previous studies found adequate model fit and good internal
consistency (a = .91 for self-compassion and a = .89 for self-criticism;

Costa, Mardco, Pinto-Gouveia, Ferreira, & Castilho, 2015). The current
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study presented good internal consistencies for both the self-
compassion factor (a = .93) and the self-criticism factor (a = .91).

2410 | Five Facet Mindfulness Questionnaire-15

Five Facet Mindfulness Questionnaire-15 (Baer, Smith, Hopkins,
Krietemeyer, & Toney, 2006; Portuguese version by Gregorio, 2015)
is the shorter version of the original 39 items questionnaire that mea-
sures the dispositional and multifaceted mindfulness characteristics.
Five Facet Mindfulness Questionnaire-15 presents the same five-factor
structure as the original version, as well as good internal consistency
(ranging from .65 to .86). In the current study, the internal consistencies
of the subscales were observing (a = .51), describing (a = .79), act with
awareness (a = .50), nonjudgement (a = .68), nonreacting (a = .21). The
total scale presented an acceptable internal consistency (a = .70).

Finally, participants who attended BEfree completed an after-
intervention questionnaire designed to assess the practice between
sessions and acceptability of the program.

2.5 | BEfree intervention

BEfree has 12 sessions, 2 hr 30 min each, run in small groups (10-15
participants). Sessions were carried out by three cognitive-behavioural
clinical psychologists with previous training in contextual-behavioural
therapies (see Table 1).

2.6 | Analytic plan

Baseline differences between BEfree and WL were examined for
demographics and for variables in study. For the continuous variables,
nonparametric Mann-Whitney U tests were conducted and for the
categorical variables chi-square tests were performed.

A series of 2 (condition) x 2 (time) repeated measures analysis of

variance (ANOVA) were performed to test the hypothesis that

TABLE 1 BEfree sessions

differences between premeasurements and postmeasurements differ
between conditions. Additionally, in order to examine the differences
within each group, we conducted a series of nonparametric Wilcoxon
Signed Rank tests. A significant time-group interaction effect suggests
that the differences found between prescores and postscores vary
according to the condition to which the participants belong to.

To test whether the intervention effects were maintained at 3-
and 6-month follow-up, we carried out a repeated measures ANOVA.
Post hoc analyses using Fisher's least significant difference test was
further computed to explore pairwise differences (pre-to-3 months;
pre-to-6 months).

Effect sizes for the ANOVAs were calculated using partial eta
squares (n?) with .01 indicating a small effect size, .06 a medium effect
and .14 a large effect size (Tabachnick & Fidell, 2013). The effect sizes
for the Wilcoxon Signed Rank and Fisher's least significant difference
tests were calculated using Cohen's d, with 0.2 indicating a small
effect, 0.5 a medium effect and 0.8 a large effect (Cohen, 1988).

Descriptive statistics were calculated for the postintervention
feedback data, which included questions regarding amount of practice,
usefulness of sessions' components and benefits of participating in the
intervention.

The a level was set at .05 for all analyses conducted in this study.
All statistical procedures were computed with IBM SPSS (v.23).

3 | RESULTS

31 |

Participants in the intervention condition (n = 19) were 42.72 years old
(SD = 9.94) and had a mean of 14.50 (SD = 2.90) years of schooling.

Concerning marital status, 61.1% of participants were married and

Samples' characteristics

the majority had a medium socioeconomic status (36.8%). Participants
had a mean BMI (kg/h?) of 34.49 (SD = 5.73).

Session Theme Goals
1 Introduction To present the foundation of BEfree and the structure of the intervention;
Creative hopelessness To kindly confront the agenda of control and promote acknowledgement of the unworkability of the control
strategies
2,3,4 Psychoeducation To provide information on the evolutionary basis of emotions and discuss binge eating as a strategy to regulate
negative affect and unwanted internal experiences, such as body shame, self-critical thoughts, and overall
painful emotions.
5 Values clarification Introduction of values as life direction and how we want our lives to be;

Clarification of health-related values and reflection on obstacles that have prevented living in accordance to those

values.

6,7  Experiential distancing

Discuss language-related abilities as a source of psychological difficulties (the ubiquitous nature of suffering) and

the difference between “describing” and “evaluating.”

Acceptance and willingness To promote distancing from and acceptance of unwanted internal experiences.

To promote willingness to have difficult internal experiences.

8,9 Mindfulness
thoughts).

10, 11 Compassion
compassionate image)

12 Committed action
them.

To promote specific mindfulness skills (e.g., mindfulness breathing meditation, body-scan, mindfulness of

Cultivating self-compassion as an alternative to shame and self-criticism (e.g. loving kindness, safe-place, and

To promote commitment to action by establishing new goals; anticipate potential setbacks and how to deal with

Note. Each session followed the same structure: (a) an initial moment of sharing personal experience, (b) a 5-minute mindfulness exercise, (c) the session
theme, (d) an eating mindfulness exercise, and (e) summary of the session content and homework assignments.
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Participants in the control condition (n = 17) were 41 years old
(SD = 9.56) and had a mean of 15.92 (SD = .86) years of schooling.
Concerning marital status, 60% of participants were married and the

majority had a medium socioeconomic status (56.3%). Participants

had a mean BMI (kg/h?) of 35.06 (SD = 4.93).

There were no significant differences between the groups

regarding age (Z = -.525; p = .600), years of schooling (Z = -1.42;
p = .155), BMI (Z = -.397; p = .691), socioeconomic status (x> = 1.89;

p = .864), and marital status (x* = 1.38; p = .709).

3.2 | Differences between groups in changes from

preintervention to postintervention

Regarding outcome variables, there was a significant medium-to-

large effect of the intervention on eating psychopathology, binge

eating, external shame, depression, and QolL. Additionally, it
decreased body-image psychological inflexibility, body-image
cognitive fusion, and self-criticism. Unexpectedly, mindfulness did
not significantly change as a result of the intervention. Also, differ-
ences in self-compassion did not reach statistical significance at
postintervention. No significant change was found for BMI (see
Table 2).

3.3 | Differences within groups from preintervention
to postintervention

In line with the results from ANOVA, participants in BEfree showed
significant decreases in eating psychopathology, binge eating, depres-
sion, body-image psychological inflexibility, body-image cognitive

fusion, external shame, and self-criticism, and increases in QoL, with

TABLE 2 Means, SDs at time 1 (pretest) and time 2 (posttest), time main effect, and time-group interaction effect

Experimental Control Time Time X group

Variable Time M SD M SD F p Partial n® F p Partial n?

BMI 1 34.49 573 3510 4.65 60 444 .02 .92 .350 .03
2 33.89 601 35.16 5.70

Eating psychopathology 1 3.91 .94 3.60 71 29.90 .000 49 12.81 .001 .29
2 2.40 .84 3.29 1.10

Binge eating 1 2994 1098  28.65 7.85 40.61 .000 .55 23.68 .000 42
2 12.83 6.65  26.35 8.93

Depression 1 23.00 8.85 17.71 12.81 12.94 .001 .29 14.99 .001 .32
2 11.82 892 1812 13.04

External shame 1 34.67 796  30.59  16.09 12 730 .00 9.19 .005 22
2 2956 13.11 34.65 18.20

Quality of life 1 75.05 9.62 7018 1631 1621 .000 .32 741 .010 .18
2 61.05 13.71 67.47 17.98

Psychological inflexibility-body image 1 63.00 1296 5971 1611 21.03 .000 .38 6.64 .014 16
2 4600 1618 5494 19.03

Cognitive fusion-body image 1 4295 14.68 39.53  14.82 447 042 12 6.97 .012 17
2 3337 1159 4059 18.29

Engaged with valued-living 1 26.26 460  30.06 6.12 2.33 136 .06 3.59 .067 .10
2 29.00 550 29.76 6.00

Self-compassion (SCS) 1 7.60 1.63 8.46 245 215 152 .06 2.04 163 .06
2 8.47 248 8.47 2.24

Self-judgement (SCS) 1 10.64 191 9.77 247 1511  .000 31 18.31 .000 .36
2 8.56 2.03 9.87 2.73

Observing (FFMQ) 1 9.42 1.61 9.24 293 1.16  .288 .03 037  .849 .00
2 9.84 2.06 9.53 2.35

Describing (FFMQ) 1 8.05 2.07 9.71 3.62 .25 622 .01 .25 622 .01
2 8.47 2.82 9.71 3.04

Act with awareness (FFMQ) 1 8.63 2.03 9.53 212 .02 901 .00 40 .530 01
2 8.89 1.56 9.35 2.06

Non judging (FFMQ) 1 8.89 1.56 9.65 3.04 4.40 .044 11 1.25 272 .04
2 10.05 1.78  10.00 245

Non reacting (FFMQ) 1 8.26 1.19 8.41 2.03 11 743 .00 2.80 .103 .08
2 9.05 1.96 7.88 2.03

Total (FFMQ) 1 43.26 4.69  46.53 8.31 172 198 .05 1.86 182 .05
2 46.31 6.51  46.47 6.09

Note. Time 1 = Pretest; Time 2 = Posttest; SCS = Self-Compassion Scale; FFMQ = Five Facets of Mindfulness Questionnaire; Partial n2 =.01 small effect size,

n? = .06 medium effect size, and n? = .14 large effect size.
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medium-to-large effect sizes. No significant differences were found in
the control group in the same time periods, with the exception of
external shame, which increased from pretest to posttest (see
Table 3).

3.4 | Follow-up at 3 and 6 months after the
intervention

Results presented in Table 4 suggest that the efficacy of BEfree was
maintained at 3- and 6-month follow-up for eating psychopathology,
binge eating, depression, QoL, body-image psychological inflexibility,
body-image cognitive fusion, external shame, self-criticism, and self-
compassion. Unexpectedly, there was a significant decrease in
observing from preintervention to 3-month follow-up but not from

preintervention to 6-month follow-up.

3.5 | Postintervention feedback from BEfree
participants

Results from the feedback questionnaire indicated that, on average,
participants found that BEfree was important for them (M = 3.44;
SD = .51), improved their QoL (M = 3.19; SD = .75), improved
how they deal with their impulses (M = 3.06; SD = .57), helped
them deal with difficulties (M = 3.06; SD = .77), improved how
they deal with negative or difficult thoughts, (M = 2.94; SD = .57)
and how they deal with negative or difficult emotions (M = 2.88;
SD = .62).

Regarding the usefulness of the program content, participants
rated “the workings of the human mind” (M = 3.56; SD = .51),
“nonreacting to thoughts and emotions” (M = 3.44; SD = .73), “cogni-
3.31;, SD
experiences” (M = 3.25; SD = .45) as very important.

tive fusion” (M .60), and “acceptance of internal

TABLE 3 Median for control (n = 17) and experimental groups (n = 19) at preintervention and postintervention, Z-test, and effect size

Variables Groups Preintervention median Postintervention median z p d
BMI Control 34.28 34,20 -.863 .388 .28
Experimental 34.00 34.20 -2.616 .009 .94
Eating psychopathology Control 3.39 3.06 -1.758 .079 .65
Experimental 4.24 2.32 -3.527 .000 1.52
Control 28.00 27.00 -1.594 111 .57
Binge eating Experimental 28.00 12.00 -3.725 .000 1.58
Control 14.00 15.00 -.130 .897 .04
Depression Experimental 24.00 12.50 -3.197 .001 1.31
Control 34.00 43.00 -2.265 .024 .84
External shame Experimental 36.00 25.50 -2.157 .031 77
Control 69.00 63.00 -1.045 296 .36
Quality of life Experimental 75.00 63.00 -3.099 .002 1.16
Psychological inflexibility-body image Control 62.00 60.00 -1.232 .218 43
Experimental 64.00 47.00 -3.361 .001 1.30
Cognitive fusion-body image Control 42.00 41.00 -.699 484 24
Experimental 45.00 30.00 -2.496 .013 .89
Engaged with valued-living Control 29.00 30.00 -.286 775 .10
Experimental 27.00 30.00 -1.814 .070 .62
Self-compassion (SCS) Control 8.30 7.75 -.237 813 .08
Experimental 7.05 8.90 -1.764 .078 .60
Self-judgement (SCS) Control 10.15 10.60 -.517 .605 .18
Experimental 10.85 8.55 -3.398 .001 1.37
Observing (FFMQ) Control 10.00 10.00 -414 .679 14
Experimental 9.00 9.00 -.991 .322 .33
Describing (FFMQ) Control 9.00 9.00 -.576 564 .20
Experimental 8.00 9.00 -.782 434 26
Act with awareness (FFMQ) Control 9.00 9.00 -.064 949 .02
Experimental 8.00 9.00 -.608 .543 .20
Non judging (FFMQ) Control 9.00 10.00 -.891 .373 31
Experimental 9.00 10.00 -1.927 .054 .66
Non reacting (FFMQ) Control 8.00 8.00 -1.151 250 40
Experimental 8.00 9.00 -1.551 121 .52
Total (FFMQ) Control 46.00 46.00 -.311 .756 A1
Experimental 43.00 45.00 -1.876 .061 .64

Note. BMI = body mass index; FFMQ = Five Facets of Mindfulness Questionnaire; SCS = Self-Compassion Scale.
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TABLE 4 Means and SDs at 3- and 6-month follow-up and differences from preintervention to 3- and to 6-month follow-up

3-month 6-month Pre vs 3-month Pre vs 6-month
Variable M SD M SD F p Partial n? p d p d
BMI 32.79 438  33.63 4.15 8.05 .005 .54 ns. .59 n.s. 45
Eating psychopathology 1.95 .87 2.25 1.09 2050 <.001 72 .001 1.39 <.001 1.38
Binge eating 12.00 539 1356 944 1589 <.001 .67 .001 1.33 .006 1.16
Depression 10.10 698 11.40 636 16.01 <.001 .64 <.001 1.21 .002 1.23
External shame 2390 1305 2380 12.68 7.99 .003 47 .010 .87 .003 1.16
Quality of life 5750 1522 5840 1414 1786 <.001 .67 .001 .98 .001 1.27
Psychological inflexibility-body image  43.50 1533 4790 1421 20.43 <.001 .69 .001 1.12 .001 1.28
Cognitive fusion-body image 2940 1301 3190 1533 11.32 .001 .56 .004 43 .006 1.07
Engaged with valued-living 26.10 502 2690 4.82 26 ns .03 n.s. .19 n.s. 41
Self-compassion (SCS) 8.69 1.77 8.02 2.04 6.05 011 43 .009 .87 015 .80
Self-judgement (SCS) 8.59 2.00 8.63 2.13 7.72 .004 49 .003 1.23 017 1.07
Observing (FFMQ) 8.50 1.27 9.20 1.55 4.48 026 .33 012 .73 n.s. 22
Describing (FFMQ) 8.60 212 8.10 2.13 .39 n.s .04 n.s 57 n.s. .32
Act with awareness (FFMQ) 8.60 2.27 8.40 2.22 .18 n.s .02 n.s 45 n.s. .36
Non judging (FFMQ) 9.30 1.95 9.70 1.25 .57 n.s .06 n.s .53 n.s. .68
Non reacting (FFMQ) 8.50 1.78 8.20 1.69 .80 n.s .08 n.s 79 n.s. .56
Total (FFMQ) 43.50 521 43.60 4.48 12 n.s .01 n.s .57 n.s. .82

Note. BMI = body mass index; FFMQ = Five Facets of Mindfulness Questionnaire; SCS = Self-Compassion Scale.

Most participants reported they practiced the recorded
meditation and compassion-focused exercises once (37.5%) to twice

(25.0%) a week.

4 | DISCUSSION

The current study explored the efficacy of BEfree, that s, a psychological
intervention for binge eating in obesity that integrates psychoeducation,
mindfulness, compassion and values-congruent action.

Results suggest that participants in BEfree presented lower
levels of binge eating severity and eating psychopathology had less
external shame, were less depressed, and had more QoL when com-
pared to women in the WL condition; and these results presented
medium-to-large effect sizes. Additionally, participants decreased in
psychological inflexibility related to body image, decreased in body-
image cognitive fusion and were less self-critical. In fact, previous
research seems to point out for the pervasive role of self-criticism
in eating psychopathology (Gilbert, 2002; Goss & Allan, 2009; Goss
& Gilbert, 2002), particularly in binge eating (e.g., Duarte et al.,
2014). Moreover, psychological inflexibility (e.g., Masuda, Boone, &
Timko, 2011) and cognitive fusion (e.g., Duarte et al, 2015a,
2015b) seem to have a detrimental role in the maintenance of binge
eating, which seems to echo the relevance of designing interventions
that focus on these processes. No differences were found in mind-
fulness at postintervention. This was an unexpected result, even
though there seems to be an ongoing discussion on the limitations
of measuring mindfulness (see Grossman, 2011). Also unexpectedly,
no differences were found in engagement with valued living.
Although the promotion of values-based action was an inherent fea-
ture in BEfree, only one session was explicitly dedicated to values

clarification and promotion of values-based action, which might

explain this result. Finally, differences in self-compassion between
the two conditions were not found. It is important to have in mind
that self-compassion was explicitly promoted only latter in interven-
tion (session 10 and 11) and postintervention assessment were
carried out immediately after. In fact, we also conducted 3- and
6-month follow-up analyses, which seem to suggest that self-
compassion needs more time to be developed.

When considering each group separately, results were similar.
Importantly, no differences were found in WL, except on external
shame, which increased. Indeed, the detrimental role of shame in
eating psychopathology and binge eating has been soundly suggested
in previous studies (e.g., Duarte et al., 2014, 2015a; Gilbert, 2002;
Goss & Allan, 2009). An interesting result is that although no differ-
ences were found in self-compassion at postintervention, results show
that participants present significantly higher levels of self-compassion
at both 3- and 6-month after intervention, which seems to suggest that
self-compassion might need more time to reflect the benefits of com-
passion exercises.

After the intervention, participants reported that BEfree improved
their QoL, helped them deal with difficulties and improved how they
deal with negative or difficult emotions. Additionally, participants
chose as the most important contents in BEfree “the workings of the

» o«

human mind,” “nonreacting to thoughts and emotions,” “cognitive
fusion,” and “acceptance of internal experiences,” which seems to be
in line with the psychological processes that yielded greater results.
Some limitations should be considered when interpreting these
results. This study was conducted in a small sample, which prevents us
from drawing definite conclusions. Nevertheless, it is worth mentioning
that the observed attrition is proportionately in line with previous inter-
vention studies with BED samples (e.g., Wilfley et al., 2002; Wilson,
Wilfley, Agras, & Bryson, 2010). Replication of these results in a larger

sample is needed. Additionally, BEfree was designed to be implemented
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in a sample of women, which compromises the extrapolation of these
results to a population of men who binge eat. Furthermore, this is a
nonrandomized control study, in which selection of participants to each
condition took “availability to readily attend sessions” as the criteria for
distribution into the two condition. It should also be considered that the
control condition was a WL, which does not allow us to determine if
BEfree is more effective than another active intervention.

Overall, the current study suggests the efficacy and feasibility of
integrating different approaches such as psychoeducation, mindful-
ness, compassion and promotion of values-based action in treating

binge eating.

ACKNOWLEDGEMENTS

The authors thank Dr. Dircea Rodrigues, Dr. Patricia Oliveira, and
Dr. Margarida Robalo at the endocrinology service of CHUC for their
assistance with referencing patients.

REFERENCES

Agras, W. S., Telch, C. F., Arnow, B., Eldredge, K., & Marnell, M. (1997).
One-year follow-up of cognitive-behavioral therapy for obese individ-
uals with binge eating disorder. Journal of Consulting and Clinical
Psychology, 65(2), 343.

Baer, R. A, Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006).
Using self-report assessment methods to explore facets of mindfulness.
Assessment, 13(1), 27-45.

Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An
inventory for measuring depression. Archives of General Psychiatry, 4,
561-571.

Bruce, B., & Agras, W. S. (1992). Binge eating in females: A population-
based investigation. International Journal of Eating Disorders, 12(4),
365-373.

Castilho, P., Pinto-Gouveia, J., & Duarte, J. (2015). Evaluating the multifac-
tor structure of the long and short versions of the self-compassion scale
in a clinical sample. Journal of Clinical Psychology, 71(9), 856-870.
doi:10.1002/jclp.22187

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

Costa, J., Mardco, J., Pinto-Gouveia, J., Ferreira, C., & Castilho, P. (2015).
Validation of the psychometric properties of the self-compassion scale.
Testing the factorial validity and factorial invariance of the measure
among borderline personality disorder, anxiety disorder, eating disorder
and general populations. Clinical Psychology & Psychotherapy, [advanced
online publication]. doi:10.1002/cpp.1974

Duarte, C., & Pinto-Gouveia, J. (2014). Returning to emotional eating: The
psychometric properties of the EES and association with body image
flexibility. Eating and Weight Disorders, 20(4), 497-504. doi:10.1007/
s40519-015-0186-z

Duarte, C., Pinto-Gouveia, J., & Ferreira, C. (2014). Escaping from body
image shame and harsh self-criticism: Exploration of underlying mecha-
nisms of binge eating. Eating Behaviors, 15(4), 638-643. doi:10.1016/j.
eatbeh.2014.08.025

Duarte, C., Pinto-Gouveia, J., & Ferreira, C. (2015a). Ashamed and fused
with body image and eating: Binge eating as an avoidance strategy. Clin-
ical Psychology & Psychotherapy. doi:10.1002/cpp.1996

Duarte, C., Pinto-Gouveia, J., & Ferreira, C. (2015b). Expanding binge eating
assessment: Validity and screening value of the Binge Eating Scale in
women from the general population. Eating Behaviors, 18, 41-47.
doi:10.1016/j.eatbeh.2015.03.007

Fairburn, C. (2008). Cognitive behavior therapy and eating disorders.
New York: Guilford Press.

Fairburn, C. G., Cooper, Z., & O'Connor, M. (2008). Eating disorder exami-
nation (16.0D). In C. G. Fairburn (Ed.), Cognitive behavior therapy and
eating disorders (pp. 265-308). New York: Guilford Press.

Ferreira, C. (2012). O peso da magreza: O corpo como um instrumento de
ranking social [the weight of thinness: The body as a social rank instru-
ment]. Unpublished doctoral dissertation, University of Coimbra, Coimbra,
Portugal.

Ferreira, C., Pinto-Gouveia, J., & Duarte, C. (2011). The validation of the
Body Image Acceptance and Action Questionnaire: Exploring the mod-
erator effect of acceptance on disordered eating. International Journal of
Psychology and Psychological Therapy 11(2), 327-345. doi:Retrieved
from: http://www.ijpsy.com/volumen11/num3/302/the-validation-of-
the-body-image-acceptance-EN.pdf

Ferreira, C., Palmeira, L., & Trindade, I. (2014). Turning eating psychopathol-
ogy risk factors into action. The pervasive effect of body image-related
cognitive fusion. Appetite, 80, 137-142. doi:10.1016/j.
appet.201405.019

Ferreira, C., Trindade, I. A., Duarte, C., & Pinto-Gouveia, J. (2015). Getting
entangled with body image: Development and validation of a new mea-
sure. Psychology and Psychotherapy: Theory, Research and Practice, 88(3),
304-316. doi:10.1111/papt.12047

Gilbert, P. (1998). What is shame? Some core issues and controversies. In
P. Gilbert, & B. Andrews (Eds.), Shame: interpersonal behaviour, psycho-
pathology and culture (pp. 3-36). New York: Oxford University Press.

Gilbert, P. (2002). Body shame: A biopsychosocial conceptualisation and
overview with treatment implications. In P. Gilbert, & J. Miles (Eds.),
Body shame: conceptualisation, research and treatment (pp. 3-54).
New York: Brunner Routledge.

Gilbert, P. (2005). Compassion: conceptualisations, research and use in
psychotherapy. New York: Routledge.

Gilbert, P., & Procter, S. (2006). Compassionate mind training for people
with high shame and self-criticism: Overview and pilot study of a
group therapy approach. Clinical Psychology & Psychotherapy, 13(6),
353-379.

Gilbert, P., Price, J., & Allan, S. (1995). Social comparison, social attractive-
ness and evolution: How might they be related? New Ideas in
Psychology, 13(149-165). doi:10.1016/0732-118X(95)00002-X

Gillanders, D. T., Bolderston, H., Bond, F. W., Dempster, M., Flaxman, P. E.,
Campbell, L., ... Masley, S. (2014). The development and initial valida-
tion of the Cognitive Fusion Questionnaire. Behavior Therapy, 45(1),
83-101.

Godfrey, K. M., Gallo, L. C., & Afari, N. (2015). Mindfulness-based inter-
ventions for binge eating: A systematic review and meta-analysis.
Journal of Behavioral Medicine, 38(2), 348-362. doi:10.1007/s10865-
014-9610-5

Gormally, J., Black, S., Daston, S., & Rardin, D. (1982). The assessment of
binge eating severity among obese persons. Addictive behaviors, 7(1),
47-55.

Goss, K., & Allan, S. (2009). Shame, pride and eating disorders. Clinical Psy-
chology & Psychotherapy, 16, 303-316. doi:10.1521/ijct.2010.3.2.141

Goss, K., & Gilbert, P. (2002). Eating disorders, shame and pride: A cogni-
tive-behavioural functional analysis. In P. Gilbert, & J. Miles (Eds.),
Body shame: Conceptualisation,research and treatment (pp. 219-255).
New York: Brunner Routledge.

Goss, K., Gilbert, P, & Allan, S. (1994). An exploration of shame measures—
I: The other as Shamer scale. Personality and Individual Differences, 17(5),
713-717.

Gregorio, S. I. M. (2015). Mindfulness: implicacées clinicas ()Mindfulness: clin-
ical implications. Coimbra, Portugal: Unpublished doctoral dissertation,
University of Coimbra.

Grilo, C. M., Masheb, R. M., Wilson, G. T., Gueorguieva, R., & White, M. A.
(2011). Cognitive-behavioral therapy, behavioral weight loss, and
sequential treatment for obese patients with binge-eating disorder: A
randomized controlled trial. Journal of Consulting and Clinical Psychology,
79(5), 675. doi:10.1037/a0025049


http://doi.org/10.1002/jclp.22187
http://doi.org/10.1002/cpp.1974
http://doi.org/10.1007/s40519-015-0186-z
http://doi.org/10.1007/s40519-015-0186-z
http://doi.org/10.1016/j.eatbeh.2014.08.025
http://doi.org/10.1016/j.eatbeh.2014.08.025
http://doi.org/10.1002/cpp.1996
http://doi.org/10.1016/j.eatbeh.2015.03.007
http://www.ijpsy.com/volumen11/num3/302/the-validation-of-the-body-image-acceptance-EN.pdf
http://www.ijpsy.com/volumen11/num3/302/the-validation-of-the-body-image-acceptance-EN.pdf
http://doi.org/10.1016/j.appet.201405.019
http://doi.org/10.1016/j.appet.201405.019
http://doi.org/10.1111/papt.12047
http://doi.org/10.1016/0732-118X(95)00002-X
http://doi.org/10.1007/s10865-014-9610-5
http://doi.org/10.1007/s10865-014-9610-5
http://doi.org/10.1521/ijct.2010.3.2.141
http://doi.org/10.1037/a0025049

% | WILEY

PINTO-GOUVEIA J. ET AL

Grossman, P. (2011). Defining mindfulness by how poorly | think | pay
attention during everyday awareness and other intractable problems
for psychology's (re)invention of mindfulness: Comment on Brown
et al. (2011). Psychological Assessment, 23(4), 1034-1040.
doi:10.1037/a0022713

Heffner, M., Sperry, J., Eifert, G. H., & Detweiler, M. (2002). Acceptance
and commitment therapy in the treatment of an adolescent female with
anorexia nervosa: A case example. Cognitive and Behavioral Practice,
9(3), 232-236.

Hill, M., Masuda, A., & Latzman, R. (2013). Body image flexibility as a pro-
tective factor against disordered eating behavior for women with
lower body mass index. Eating Behaviors, 14(3), 336-341.
doi:10.1016/j.eatbeh.2013.06.003

Hudson, J. I., Hiripi, E., Pope, H. G.Jr., & Kessler, R. C. (2007). The preva-
lence and correlates of eating disorders in the National Comorbidity
Survey Replication. Biological Psychiatry, 61(3), 348-358. doi:10.1016/
j.biopsych.2006.03.040

Juarascio, A., Forman, E., & Herbert, J. (2010). Acceptance and commitment
therapy versus cognitive therapy for the treatment of comorbid eating
pathology. Behavior Modification, 34(2), 175-190. doi:10.1177/
0145445510363472

Kabat-Zinn, J. (1993). Mindfulness meditation: Health benefits of an
ancient Buddhist practice. In D. Goleman, & J. Gurin (Eds.), Mind/Body
Medicine (pp. 259-275). Yonkers, NY: Consumer Reports Books.

Kelly, A. C., & Carter, J. C. (2015). Self-compassion training for binge eating
disorder: A pilot randomized controlled trial. Psychology and Psychother-
apy: Theory, Research and Practice, 88(3), 285-303.

Kelly, A. C., Vimalakanthan, K., & Miller, K. (2014). Self-compassion moder-
ates the relationship between body mass index and both eating
disorder pathology and body image flexibility. Body Image, 11(4),
446-453. doi:10.1016/j.bodyim.2014.07.005

Kessler, R., Berglund, P., Chiu, W., Deitz, A., Hudson, J., Shahly, V., ...
Xavier, M. (2013). The prevalence and correlates of binge eating dis-
order in the World Health Organization world mental health surveys.
Biological Psychiatry, 73(9), 904-914. doi:10.1016/j.
biopsych.2012.11.020

Kristeller, J., & Wolever, R. (2010). Mindfulness-based eating awareness
training for treating binge eating disorder: The conceptual foundation.
Eating Disorders: The Journal of Treatment & Prevention, 19(1), 49-61.
doi:10.1080/10640266.2011.533605

Lillis, J., & Kendra, K. (2014). Acceptance and commitment therapy for
weight control: Model, evidence, and future directions. Journal of
Contextual ~ Behavioral  Science, 3(1), 1-7.  doi:10.1016/j.
jcbs.2013.11.005

Mannucci, E., Ricca, V., Barciulli E., Di Bernardo, M., Travaglini, R,
Cabras, P. L., & Rotella, C. M. (1999). Quality of life and overweight:
the obesity related well-being (Orwell 97) questionnaire. Addictive
behaviors, 24(3), 345-357.

Marcus, M. D., Wing, R. R., & Lamparski, D. M. (1985). Binge eating and die-
tary restraint in obese patients. Addictive Behaviors, 10(2), 163-168.

Masuda, A., Boone, M. S., & Timko, C. A. (2011). The role of psychological
flexibility in the relationship between self-concealment and disordered
eating symptoms. Eating behaviors, 12(2), 131-135.

Masuda, A., Hill, M. L., Melcher, H., Morgan, J. & Twohig, M. P. (2014)
Acceptance and commitment therapy for women diagnosed with binge
eating disorder: A case-series study. Psychology Faculty Publications.
Paper 89. h p://scholarworks.gsu.edu/psych_facpub/89

Matos, M., Pinto-Gouveia, J., Gilbert, P., Duarte, C., & Figueiredo, C. (2015).
The Other As Shamer Scale-2: Development and validation of a short

version of a measure of external shame. Personality and Individual
Differences, 74, 6-11.

Moore, M. A. M., Hill, M., & Goodnight, B. (2014). Body image flexibility
moderates the association between disordered eating cognitions and
disordered eating behavior in a non-clinical sample of women: A

cross-sectional investigation. Eating Behaviors,
doi:10.1016/j.eatbeh.2014.08.021

Mussell, M. P., Mitchell, J. E., De Zwaan, M., Crosby, R. D., Seim, H. C., &
Crow, S. J. (1996). Clinical characteristics associated with binge eating
in obese females: A descriptive study. International Journal of Obesity
and Related Metabolic Disorders, 20(4), 324-331.

Neff, K. D. (2003). The development and validation of a scale to measure
self-compassion. Self and identity, 2(3), 223-250.

Picot, A. K., & Lilenfeld, L. R. (2003). The relationship among binge severity,
personality psychopathology, and body mass index. International
Journal of Eating Disorders, 34(1), 98-107. doi:10.1002/eat.10173

Sandoz, E. K., Wilson, K. G., Merwin, R. M., & Kellum, K. K. (2013). Assess-
ment of body image flexibility: The body image-acceptance and action
questionnaire. Journal of Contextual Behavioral Science, 2(1), 39-48.

Silva, 1., Ribeiro, J. L. P., & Cardoso, H. (2008). Contributo para a adaptagao
para a populacdo portuguesa de uma escala de avaliagdo da qualidade
de vida especifica para doentes com obesidade: A ORWELL-97.
Psicologia, saude & doencas, 29-48.

Skinta, M. D., Lezama, M., Wells, G., & Dilley, J. W. (2015). Acceptance and
compassion-based group therapy to reduce HIV stigma. Cognitive and
Behavioral Practice, 22(4), 481-490.

Tabachnick, B. G. &. LS Fidell, (2013). Using multivariate statistics.

Trindade, I., & Ferreira, C. (2014). The impact of body image-related
cognitve fusion on eating psychopathology. Eating Behaviors, 15(1),
72-75. doi:10.1016/j.eatbeh.2013.10.014

Trindade, I. A., Ferreira, C., Pinto-Gouveia, J., & Nooren, L. (2015). Clarity of
personal values and committed action: Development of a shorter
engaged living scale. Journal of Psychopathology and Behavioral
Assessment, 1-8. doi:10.1007/s10862-015-9509-7

Trompetter, H. R., ten Klooster, P. M., Schreurs, K. M., Fledderus, M.,
Westerhof, G. J., & Bohlmeijer, E. T. (2013). Measuring values and com-
mitted action with the Engaged Living Scale (ELS): Psychometric
evaluation in a nonclinical sample and a chronic pain sample.
Psychological Assessment, 25(4), 1235.

Vaz Serra, A., & Pio Abreu, J. L. (1973). Afericdo dos quadros clinicos
depressivos. | - Ensaio de aplicacdo do “Inventario Depressivo de Beck”
a uma amostra Portuguesa de doentes de- primidos. Coimbra Médica,
XX, 623-644.

Wendell, J. W., Masuda, A, & Le, J. K. (2012). The role of body image
flexibility in the relationship between disordered eating cognitions
and disordered eating symptoms among non-clinical college students.
Eating Behaviors, 13(3), 240-245.

Wilfley, D. E., Welch, R. R, Stein, R. I, Spurrell, E. B., Cohen, L. R., Saelens,
B. E., ... Matt, G. E. (2002). A randomized comparison of group cogni-
tive-behavioral therapy and group interpersonal psychotherapy for
the treatment of overweight individuals with binge-eating disorder.
Archives of General Psychiatry, 59(8), 713-721.

Wilson, G. T., Grilo, C. M., & Vitousek, K. M. (2007). Psychological treat-
ment of eating disorders. American Psychologist, 62(3), 199.
doi:10.1037/0003-066X.62.3.199

Wilson, G. T., Wilfley, D. E., Agras, W. S., & Bryson, S. W. (2010). Psycho-

logical treatments of binge eating disorder. Archives of General
Psychiatry, 67(1), 94-101.

15, 664-669.

How to cite this article: Pinto-Gouveia J, Carvalho SA,
Palmeira L, et al. BEfree: A new psychological program for
binge eating that integrates psychoeducation, mindfulness,
and compassion. Clin Psychol Psychother. 2017;24:1090-1098.
https://doi.org/10.1002/cpp.2072



http://doi.org/10.1037/a0022713
http://doi.org/10.1016/j.eatbeh.2013.06.003
http://doi.org/10.1016/j.biopsych.2006.03.040
http://doi.org/10.1016/j.biopsych.2006.03.040
http://doi.org/10.1177/0145445510363472
http://doi.org/10.1177/0145445510363472
http://doi.org/10.1016/j.bodyim.2014.07.005
http://doi.org/10.1016/j.biopsych.2012.11.020
http://doi.org/10.1016/j.biopsych.2012.11.020
http://doi.org/10.1080/10640266.2011.533605
http://doi.org/10.1016/j.jcbs.2013.11.005
http://doi.org/10.1016/j.jcbs.2013.11.005
http://scholarworks.gsu.edu/psych_facpub/89
http://doi.org/10.1016/j.eatbeh.2014.08.021
http://doi.org/10.1002/eat.10173
http://doi.org/10.1016/j.eatbeh.2013.10.014
http://doi.org/10.1007/s10862-015-9509-7
http://doi.org/10.1037/0003-066X.62.3.199
https://doi.org/10.1002/cpp.2072

