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Abstract

The efficacy of a 6-week
meditation-based group
intervention for Binge Eating
Disorder (BED) was evaluated
in 18 obese women, using
standard and eating-specific
mindfulness meditation
exercises. A single-group
extended baseline design
assessed all variables at 3

‘weeks pre- and post-, and at 1.

3. and 6 weeks: briefer
assessment occurred weekly.
Binges decreased in
tfrequency, from 4.02/week to
1.57/week (p < .001). and in
severity. Scores on the Binge
Eating Scale (BES) and on the
Beck Depression and Anxiety
Inventories decreased
significantly; sense of control
increased. Time using eating-
related meditations predicted
decreases on the BES (r = .66,
p < .01). Results suggest that
meditation training may be an

effective component in treating
BED.
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MEDITATION HAS a long history of being used
within spiritual practice (Goleman, 1988). More
recently, it has been used for attaining general
well-being, as well as for treatment of anxiety,
addictions, pain management, and as an adjunct
to psychotherapy (Carrington, 1998; Kabat-Zinn
et al., 1992; Marlatt & Kiristeller, in press:
Rubin, 1996). Meditation appears to have the
potential to facilitate self-regulation, and may
enhance insight and the integration of physio-
logical, emotional, cognitive., and behavioral
aspects of human functioning. In understanding
the effects of meditation on patterns of dis-
regulated behavior and emotion, we may also
come to better understand the common roots of
general and spiritual well-being.

There have been anecdotal reports of the
value of meditation for treating eating disorders
(Epstein, 1995; Ray. 1981), but the effects have
not been systematically studied. However,
research on meditation suggests that it may be
effective in addressing many of the factors
relevant to binge eating disorder (BED). Indi-
viduals with BED appear to suffer from the
disregulation of multiple psychological pro-
cesses that contribute to binge eating, including
elevated anxiety and dysphoria. distorted and
reactive thinking patterns, and disturbed aware-
ness of normal physiological cues related to
food intake (Fairburn & Wilson, 1993).

Binge eating disorder

Binge eating disorder is characterized by fre-
quent episodes (at least 2 days per week) of
unusually large amounts of food, accompanied
by feelings of lack of control (American Psy-
chiatric Association, 1994). Other criteria
include marked distress and guilt regarding
binge eating, secretive eating, ‘and a lack of the
compensatory behaviors (e.g. purging, fasting,
or laxative misuse) that characterize bulimia
nervosa. Binge eating disorder is almost twice as
common in females, with an overall prevalence
rate of 3 to 5 percent in community samples, but
ranging from 15 percent among the general
obese population to as much as 30 percent for
obese persons in weight control programs
(Spitzer et al., 1993; Telch, Agras, & Rossiter,
1988). Obese bingers typically report bingeing 3
to 5 days per week, eat more fatty foods, and
may be at greater health risk than obese non-
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bingers (Rossiter, Agras, Telch, & Bruce,
1992).

As compared to obese non-bingers, obese
binge eaters have a more perfectionist attitude
toward dieting and report constantly struggling
to control their urges to eat (Gormally, Black,
Daston, & Rardin, 1982) and greater levels of
dysphoria (de Zwaan et al., 1994; Wadden,
Foster, Letizia, & Wilk, 1993). Individuals who
binge have been shown to have a decreased
awareness of their level of satiety, a critical
aspect in the regulation of food intake (Hadigan,
Walsh, Devlin, LaChaussee. & Kissileff, 1992;
Hetherington & Rolls, 1989).

Meditation as a therapeutic
intervention

Meditation techniques may modify the dis-
regulated processes associated with BED in
several ways. Although there are many varia-
tions. the basic elements are to maintain a
relaxed focus on a single object of attention, and
when that attention shifts to another object. to
simply return it to the original object. Mindful-
ness meditation techniques, as wused here,
emphasize the ability to bring focused, yet
detached. awareness to all objects of attention,
while maintaining a non-judgmental, self-
accepting attitude. As a relaxation technique,
meditation may decrease both emotional (Beau-
champ-Tumer & Levinson, 1992) and physio-
logical reactivity in such disorders as essential
hypertension (Sothers & Anchor, 1989). By
promoting awareness of physiological signals,
meditation may increase the ability to recognize
and respond to normal satiety cues. As a way of
improving self-acceptance, it may decrease the
relative appeal of binge eating as an escape
mechanism (Heatherton & Baumeister, 1991)
and facilitate general therapeutic change. In
treatment of psychiatric populations, Kabat-Zinn
et al. (1992) found that an 8-week mindfulness
meditation program was effective in signifi-
cantly lowering the anxiety and panic symptoms
of participants, changes that were highly stable
(Miller, Fleicher, & Kabat-Zinn, 1995). Teas-
dale and his colleagues (Teasdale, Segal, &
Williams, 1995; Teasdale, 1998) have reported
lower relapse rates in individuals with a history
of clinical depression who participated in a
mindfulness meditation program.
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Table 1. Mean scores on weekly assessments and means across weeks for pre- and post-treatment

Means for weekly assessments Means across weeks
Pre-treatment Treatment Post-treatment Pre-mean® Post-mean® t-value
Week 1. 2 3 ! 2 3 4 5 6 1 2 3 (SD) (SD)

Number of binges/week 5.0 37 39 39 1.9 2.5 1.9 25 0.9 1.8 1.7 1.6 4.02 1.57 6.37**

(1.36) (1.49)

Eating control® 2.1 32 2.7 2.7 4.4 4.0 48 43 52 4.9 4.8 4.8 2.65 491 9.51#**
(.78) 97

Mindfulness® 30 42 4.2 37 4.7 4.8 4.9 47 57 5.1 57 5.6 3.84 5.50 8.3]1**
' (1.33) (.86)

Hunger awareness® 1.7 34 3.6 3.6 4.6 4.6 5.1 5.1 5.2 5.0 54 5.1 3.44 5.25 5.48%*
(1.19) (.61)

Satiety awareness® 29 3.6 39 4.1 4.8 5.0 5.1 5.1 5.4 54 57 53 363 5.44 7.21%*
(1.41) (.62)

* Value is on a 7-point Likert scale ‘ ‘
® Pre-mean: average of pre-treatment weeks 1-3 and treatment week |

Post-mean: average of post-treatment weeks 1-3 and treatment week 6
**p < .001

Table 2. Mean scores and standard deviations on pre- and post-treatment variables

Intake/pre- Treatment 3 weeks post- Pre-mean® Post-mean® t-value
treatmnent treatment (SD) (SD)
Wecek 1 Week 4 Week 6
Binge Eating Scale (BES) 323 31 245 15.1 15.1 31.69 15.08 0.86%*
(6.78) (9.56) (10.76) (8.38) (9.80) (7.69) (8.12)

Depression (BDI) 17.8 _ 17.2 14.4 8.0 10.2 17.47 9.11 4.48**
(12.51H) (12.29) (11.91) (6.15) (9.37) (12.02) (6.95)

Anxiety (BAID) 16.3 15.2 14.6 10.9 10.5 15.78 10.69 3.10*
(13.45) (10.84) (14.47) C(13.02) (13.00) (11.69) 112.98)

® Pre-mean: average of pre-treatment (intake assessment) and week |
Post-mean: average of 3 weeks post-treatment and week 6
*p < .01, ¥* p < 001

(£)¥ ADOTOHDASd HLTVIH 40 TVNINOI!
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In recent years, interventions that have suc-
ceeded in treating bulimia and obesity have been
studied for the treatment of BED; some of these,
including cognitive-behavioral therapy and
interpersonal therapy, have shown considerable
success (Agras et al, 1994, 1995), yet the
research on treatment approaches for BED is
still quite limited. One possible limitation in
these treatments is the lack of attention to
increasing awareness and acceptance of bodily
cues that maintain bingeing behavior, in partic-
ular the sensations of hunger and satiety.

The meditation-based intervention used in
this study was conceptualized as a treatment
component that may improve the efficacy of
more established interventions. The central fea-
ture of this intervention is the use of meditation
as a tool for increasing mindfulness. This mind-
fulness, or increased attention, pertains to bodily
sensations influencing bingeing behavior, as
well as physical. cognitive, and emotional trig-
gers to binge. In addition. it is expected that
meditation will increase a sense of control and
decrease levels of dysphoria and anxiety.

Methods

Farticipants

Twenty-one women participated from among
approximately 50 who responded to advertise-
ments offering a treatment study for women
who were overweight and had problems with
binge eating. Only women were included due to
the possibility of gender differences without
enough statistical power to examine them, and
to the desirability of running single-gender

~ groups.

Women were accepted for the study who met
criteria for the diagnosis of BED, were not
currently participating in a weight loss program
or psychotherapy that conflicted with this study,
and did not have a comorbid disorder (such as a
personality or psychotic disorder) that might
interfere with compliance. Women taking medi-
cation related to weight loss were requested to
either discontinue use or to maintain the dose
during the study period. A $20 deposit was
requested, to be refunded upon completion of
the treatment and assessments. Three women
dropped out early in treatment and were not
included in analyses; one woman who missed
three sessions and one who missed two are

included in order to better reflect overall clinical
response.

Design -

This study used a single-group design with an
extended baseline and a follow-up of 3 weeks to
establish minimal stability of symptoms pre- and
post-intervention. Although not optimal, given
the lack of previous data. this exploratory
approach was considered adequate to provide
information regarding basic treatment efficacy.
A similar design was used to explore effects of a
meditation intervention for treating anxiety dis-
orders (Kabat-Zinn et al., 1992).

Treatment procedures

Recruitment occurred over 5 months: 3 treat-
ment groups included from 3 to 9 participants.
Seven sessions were conducted over a 6-week
period: 2 sessions in the first week built group
cohesion and reinforced meditation practice.
The primary focus of treatment was the use of
mindfulness meditation in three forms: general
mindfulness meditation, eating meditation, and
mini-meditations. The primary goal of general
mindfulness meditation is to develop focused
attention and awareness of the object of that
attention: instructions are to simply take note of
whatever thoughts, emotions, or bodily sensa-
tions arise, returning attention to the breath
when it engages with another focus. This prac-
tice teaches individuals to observe the contents
of the mind and sensations of the body without
judgment and to learn detached awareness
(Kabat-Zinn, 1990). Eating meditations applied
this approach more specifically toward the
behaviors, beliefs, and emotions associated with
food intake, somewhat as in guided imagery, but
with an emphasis on attaining detached aware-
ness. For mini-meditations, instructions are to
take a few moments to stop and become aware
of thoughts and feelings, at times such as prior
to meals or when binge urges occurred.

For about 20 minutes at the start of each
session, participants discussed progress and dif-
ficulties experienced during the previous week.
Each session then focused on a specific theme
related to overcoming binge eating, such as
being aware of binge triggers, hunger and satiety
awareness, self-forgiveness, and relapse preven-
tion, using guided meditations and exercises in
mindful eating, including use of food provided
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either by the leader or by group members.
Homework included daily meditation, either on
tape or self-guided, and mindful-eating exer-
cises. A draft treatment manual is available
(Kristeller & Hallett, unpublished MS).

Measures

Screening measures Participants were first
screened using the Questionnaire of Eating and
Weight Pattems—Revised (Spitzer et al., 1993:
QEWP-R; Yanovski, 1993), which assesses the
primary characteristics of BED. Participants
were weighed and measured to calculate their
body mass index (BMI); a BMI above 27 was
required for participation. The Symptom Check-
list 90—-R (Derogatis, 1983) was used to screen
for symptoms of psychiatric comorbidity. Indi-
viduals were then formally and extensively
interviewed to confirm diagnostic and inclusion/
exclusion criteria. and to present the rationale
for the treatment program, in particular the role
of meditation, and the focus on attitude and
behavior change. rather than on weight loss.

Binge and affect measures These measures
were collected at the initial screening prior to the
group, on the first day of the group. prior to the
fourth session of the group, on the last day of the
group, and at the 3-week follow-up. The Binge
Eating Scale (BES; Gormally et al., 1982),
designed specifically for obese individuals, meas-
ures aspects of binge eating severity and pre-
occupation with bingeing. The instructions for
the BES were modified to ask for ratings over the
past 2 weeks; the original instructions do not
specify a time period. The Beck Depression
Inventory (BDI; Beck, Ward, Mendelson, Mock,
& Erbaugh, 1961) and the Beck Anxiety Inven-
tory (BAI; Beck & Steer, 1987) measure severity
of depression and anxiety. \

Weekly measu};es Each week participants
reported the number of binge eating episodes
during the past week, the proportion of episodes
considered ‘large’ or ‘small’, as well as ratings
of sense of control and sense of mindfulness
during eating, and awareness of hunger and
satiety cues. During the pre- and post-periods,
these ratings were collected by telephone, and
during treatment, at the beginning of each
session. In addition, during treatment, daily

monitoring forms were used to record time spent
using the three types of meditation practice:
general, eating and ‘mini-meditation’. This was
collected weekly by telephone during follow-
up.

Characteristics of the participants
The average age of participants (N = 18) was
46.5 years (SD = 10.5), with a range from 25 to
62; all but one were white. All had graduated
from high school and six had a bachelor’s
degree or higher. Average weight before treat-
ment was 23894 Ib (SD = 34.10, range
151-302 1b), and an average BMI of 40.33
(range 28-52). None had previous experience
with meditation.

Results

Change in nature of bingeing,
subjective eating experience and
mood

The number of binges reported per week drop-
ped significantly over treatment (Table 1). Nine
participants reduced binges to less than one per
week, and five reported one to two per week.
Before treatment, the proportion of binges rated
‘large’ was 70.28 percent (SD = 25.9), with the
proportion 23.61 percent (SD = 27.6) at 3-week
follow-up (F(1. I7) = 27.54, p < .001). Binge
Eating Scale scores also fell significantly (Table -
2). Changes in BES and in binge frequency were
only marginally related (r = 40, p = .10).
Perceived levels of eating control, sense of
mindfulness, and awareness of hunger cues and
satiety cues all increased significantly (see Table
1). There was no overall change in weight. Both
depression, as measured by the BDI, and anxi-
ety, as measured by the BAI, fell significantly
(see Table 2).

Relationship between meditation
and outcome variables

During treatment, participants reported meditat-
ing an average of 15.82 hours in total (SD =
3.15), with general mindfulness meditation
accounting for 9.0 hours (SD = 2.24), eating
meditation for 5.02 hours (SD = 2.22), and
mini-meditation (which takes only a few
moments at a time) for 1.81 hours (SD = 1.41).
Time spent using the eating meditation was
related to change in BES scores (r = .66, p <
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.01); time spent in mini-meditation was related
to the change in BDI scores (r = .59, p < .025).
A decrease in number of binges was related to
an increase in sense of eating control (r = .73, p
< .001) and sense of mindfulness (r = .76, p <
.001). Not surprisingly, increases in mindfulness
and in eating control were also related (r = .58,
p < .025). Increased awareness of satiety cues
was also related to a reduction in binges (r =
.53, p < .025), but change in awareness of
hunger cues was not (r = .19, p = .46). Change
in eating control was related to a reduction in
BES scores (r = .54, p < .025), and to lowering
of BAI (r = .42, p < .10) and BDI scores (r =
46, p = .06) at a statistically marginal level.
Contrary to expectations, amounts of meditation
practiced did not predict change in sense of
mindfulness.

Discussion

The primary purpose of this study was to
explore the value of a meditation-based inter-
vention as a component of treatment for BED.
While the findings must be considered cau-
tiously, due to the exploratory nature of the
design, substantial changes in behavior and
emotional state were observed among the partic-
ipants. In particular, the number of reported
binges, their intensity, and attitudes toward
eating (as measured by the BES) were
improved, and depression and anxiety
decreased. Although the length of follow-up was
quite limited, the reduction in bingeing and in
most other measures of response remained sta-
ble over the following 3 weeks.

Some of these results are comparable to
treatments of BED reported elsewhere. Agras
and his colleagues (1995) treated 50 women
with BED, who had comparable levels of obe-
sity, binge frequency and BES scores at initia-
tion of cognitive-behavioral treatment. At the
end of the treatment, the mean number of binges
had decreased from 4.4 to 0.7, BES scores had
decreased from 29.4 to 18.1, and the BDI had
decreased from 14.6 to 11.5. There was no
overall weight loss at 12 weeks. However, about
half the women in that program were abstinent
at the end of intervention, the best predictor of
long-term improvement, whereas none of the
participants in the present study were judged to
be abstinent. Half, however, did report an
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average of one or fewer binges per week at
follow-up.

Participants also reported a significant
improvement in a sense of mindfulness, per-
ceived control of eating, and awareness of
hunger and satiety cues. Furthermore, the pat-
tern of correlations suggests that mindfulness
and increased awareness of satiety cues may be
particularly important as mediating variables.
While awareness of hunger cues also improved,
bingeing is inherently more a dysfunction of
failure to terminate eating, than one of initiating
eating too frequently (though both may occur).
Therefore, becoming more sensitive to satiety
signals may be particularly useful for increasing
control with binge eating. Participants reported
emotional improvement: the pretreatment levels
of anxiety and depression fell from the mild to
moderate levels to non-clinical levels, on aver-
age. Non-eating meditation exercises also
proved powerful: for example, about half of the
participants reported that a ‘forgiveness medita-
tion’ helped them substantially resolve feelings
of anger toward parents or husbands, feelings
that they identified as having been common
binge triggers. o

The women also found it surprising and
paradoxical that giving up a degree of conscious
control over their eating led to increased control.
It seems likely -that meditation contributed to
becoming detached and non-critical toward the
self, an aspect of mindfulness that appears
important to the success of the intervention.
Future research, with a randomized design,
larger sample, and longer follow-up, should
attempt to assess this more fully, perhaps by
using a design that separates the formal medita-
tion elements from those aspects of treatment
more common to standard cognitive-behavioral
intervention.
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