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SelectiveProcessingof Food— andBody—RelatedInformation
andAutonomieArousal in Patientswith Eating Disorders
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Both atteníionalbias (using the tuodified Stroop Task) ami autonomicreactivity (skin
conductancelevel) to food- audbody-relatedinformation v.’ere assessedin 25 patients
with eatingdisorders(15 patientswith anorexia,10 patientswith bulimia) amI 18 women
controis.Patientswith anorexiashowedIhe greatestinrerferencein color-namingfood-
relatedwords. However, on Ihis occasionthere were no difierencesin body condition,
probablybecauseof heterogeneityof clinical samplesandbecausethecontrol groupwere
staffmembers,so the target informationwasvery familiar to them.The groupsdiffered
in their autonomicreacíivity while performingIhe Stroop. Ihe patientswith anorexia
respondedwiíh higher5km conductance(p < .036). Thediscussionfocuseson the
differential prohíesshownby samplesandon therelationshipbetweencognitive biases
andautonomicarousalreactivity.
Keywords: eating disorders, attentionol bios, autono,nic arausal, Srroop task

Se evaluó el sesgo atencional (Tarea de Stroop Modificado) y la reactividad autonómica
(Nivel de conductancia de la piel) a la información relacionada con comida y cuerpo en
25 pacientes con trastornos alimentarios (15 anoréxicas y 10 bulimicas) yen 18 mujeres
normales. Las anoréxicas mostraron la mayor interferencia al nombrar el color de las
palabras relacionadas con la comida, aunque las diferencias no resultaron significativas
en cuanto a las palabras relacionadas con el cuerpo. Probablemente este resultado puede
deberse tanto a la heterogeneidad de las muestras clínicas como a que el grupo control
estaba compuesto por personal del hospital, por lo que la información presentada era
igualmente familiar para todos ellos. Los grupos se mostraron diferentes en su reactividad
autonómica mientras realizaban la tarea Stroop, siendo las anoréxicas las que mostraron
una mayor activación (p < .036). Se analizan los perfiles diferenciales exhibidos por las
distintas muestras, así como la relación entre sesgos cognitivos y reactividad autonómica.
Palabras clave: Trastornos alimentarios, sesgos atencionales, activación autonómica,
tarea Stroop
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Researchcarried out in attentional bias in eatingdisorders

is of interest because it mercases eur understanding of tbeir
underlying psychopathology. Ihe inodified Stroop task is
ene of tbe tools used te study the natureof this cognitive
bias. In a typical Stroop task, subjects are presentedwith
words of varying emotional siguificancewritten in different
colored inks, and asked te name te color while ignoring
the werd-meaning. The longer the delay in color-narning
(je., Streep interference), te greater the difficulty presumed
in avoiding processingte information that ferms part of
their own domain of concern(MacLeed & Rutherford,
1992; McNally, Riemann,& Kirn, 1990). Stroopinterference
is obtained by selecting words relevant te tbe current
concernof individuals and matching them with neutral
words. Stroepinterferencehasbeenfeund in social phobia
(Hope,Rapee,Heimberg,& Dombeck, 1990), paniedisorder
(McNally et al., 1990), generalizedanxiety disorder
(Mathews & MacLeed, [985), obsessivecompulsive

disorder (Fea& McNally, 1986), post-traumaticstress
diserder(McNally, Kaspi, Rienmann,& Zeitiin, 1990), and
spiderpliebia (Watts,McKenna,Sharrock,& Trezise,1986).

In te fleld of eatingdiserders,severalstudies(Ben-Tovim
& Walker, 1991; Ben-Tovim,Walker, Fok, & Yap, 1989;
Channen,Hemsley,& de Silva, 1988; Ceoper& Fairburn,
1992; Cooper& Fairbum,1993; Fairburn,Coeper,Coeper,

McKenna, & Anastasiades, l991; Perpiflá, Hemsley,
Treasure,& de Silva, 1993)haveebservedselectivebias

in the precessingof food- andbody-relatedwords in clinical
samples,as welI as in dietersandrestrainedeatcrs(Ceoper
& Fairbum 1992; Perpiñáet al., 1993; Stewart& Samoluk,

1997). As cognitive theories would predict (Fairburn,
Ceoper,& Coeper1986; Creen,McKenna, & De Silva.
1994), the relationshipbetweenaffect andcognition posits
abias towardsthe processingof affectively tenedmaterial
among subject pepulatiens for whom this material is
clinically significant. Such attentionalbiasestowardsstimuli
that arerelevantte patients’ concerns (in eurcase,worrics
about eating, foed, body-shapeand weight) havebeen
theught te be responsible for the impaired celor-naming
which is observed in the modified Stroop task and, as a
sign of the dysfunctionalattitudes, may be oneof the factors
respensiblefer maintaining eating disorders(Fairbuin et
al., 1986).

Anotherway te asscssthe emotional responsete relevant
stimuli is te measurecencemitantautono¡nícareusál.

Although desynchronyof the trimodal responsesystems
(behavieral,physiological,and cognitive) is a well-known
phenemenon(Mavissakalian,1987), our hypethesiswasthat

the interferenceen the Stroeptaskwould be accompanied
by an increasein autonomieareusalwhen the contentwas
emetionallysignificant.

The main goals of this study were (1) te examine
selectiveprocessingof foed- andbedy-relatedinformatien
in patients with eating disorders, and (2) to study the
autononiicareusalproducedduring this task.

Methed
Subjeets

The clinical greup was madeup of 25 women patients
from the Eating DisordersUnit of the Maudsley Hospital
in London, specifically, 15 patientswith anorexianervosa

aud lO patients with bulimia nervosa,according entena of
the Diagnosticaid StatistieaíManualof MentalDisorders
(American PsychiatricAssociation.1987). Ihe control greup
were IS healthyvolunteerwemen,recruitedby advertisement
in thc Institute of Psychiatryof the MaudslcyHospital,most
of them bcing Hospital Staff rnembcrs.The threegroups
werc matchedwith respectte age.

Measares

Questionnaires.We administeredthe following questien-
naireste the participants:The Eating Disorderlnventery
(ED!: Carner,Olmsted,& Pelivy, 1983);The RestraintScale
(RS: Herman & Pelivy, 1980); The Hospital Anxiety and
DeprcssienScale(HAD: Zigmeud& Snaith, 1983);andIhe
SpielbergerState-TraitAnxiety lnvcntoiy (SIAl: Spielberger,

Cersuch,& Lushene,1970).
TheStroop úolor-rnuningtask. Ihe experimentalsession

censistedof six celor-namingtasks.The werdswerewritten
en cards, in eight celumnsacressIhe page,eachcelumn
containingthe wholesetof 12 wordsin randonordex Bach
card presented96 werds pninted in 4 different celors. Six
cardswerepresentedin the follewing order: control color
Stroep;conflicting color Stroep;control foed Stroep; feod

Streop;control body-sizeStroop,andbody-sizeStroop. See
Perpiñáet al. (1993) for more details.

Autonomiearousal. 5km conductance was recorded using
a constantvoltage rnethod (Contact PrecisienInstrunients
5km ConductanceMedel) cennected te a microcomputer.
Silver/silver chíenide electredes were appliedte the distal
segmentof te f,rst two fingers of the participant’s left h’and.
The eutput of the module was sampledat lOO millisecend
intervals during ene-minuteperiods. Samplestaken at 2-
secend intervals were used te obtain the mean skin
conductance level (SCL). The number of fluctuatiensgreater
than a certaincriterion (0.04mícrosíemens)wasceunted.

Procedure

Bach individually testedparticipantsat in an armcbair

andresteduntil shefelt comtbrtableandrelaxed.Then,basal
SCL was recordedbefore the Stroop task started. Upen
presentationof eachcard.we obtainedtwo measures:time
In secondsrequiredte namete color in which the words
were printed (measuredby stopwatch),andthe SCL recorded
by the computenAfter the Stroop session,the SCL was

again assessed.Finally, the questiennaireswereadministered.
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Data Analyses

Foed, body, andcenflicting-color Stroopconditionswere
examinedseparately.Becausethe color-namingtimes wereneí
nornially distributed,alí analyseswereperfermeclenreciprocally
transforma!scores.Multiplied by lOO, this i’epresentsthe speed
of celor-naming (Ihe numberof woids color-namedpersecend).
In order te examinewhetherthe different groupsshowed
signiticantdelayin color-namingthetargetwords, or changes
in SCL, analysesof variancewith repeatedmeasuresen the
secondfactor were performed(MANOVA).

Table 1
Meansand

Te control for differencesbetweencardsand groups,twe
indexeswerecemputed:inteiferenceíndexes(differencein the
speedof celer-namingte werdsente ta¡getcards(feod,body
(andtheir respectivecontrol word cards),andarousal-increase
índexes(differencein SCL en te targetand control cards).

Results

lEe meansand standarddeviationsof the variables
studiedin the threegroups are displayedin Table 1, in

StandardDeviation <in brackets)of the Variables studiedin tite titree Groups

Patientswitb Anorexia
N=I5

M (SO)

Patientswith Bulimia
N=lO
M (SO)

Controls
N=18
M (SO)

Age Total 23.8 (8.3) 27.8 (8.2) 29.3 (9.7)
lnpatients 24.3 (10.7)
Outpatients 23.8 (2.5)

BMI Total 16.2 (3.1) 21.1 (2.2) 21.1 (2.7)
Inpatients 15.4 (1.6)
Outpatients 17.5 (4.4)

Duration Total 5.9 (4.2) 11.0 (6.5)
lnpatients 5.5 (3,8)
Outpatients 6.5 (5.0)

¡ID Total 12.7 (~.9) 8.5 (4.6) 3.3 (2.3)
lnpatients 15.2 (5.1)
Outpatients 9.0 (5.3)

STS Total 60.7 (13.9) 44.4 (14.2) 31.0 (8.1)
lnpatients 65.4 (12.9)
Outpatients 53.5 (13.3)

STT Total 64.3 (10.9) 55.0 (14.3) 37.4 (7.0)
lnpatients 68.0 (8.9)
Outpatients 58.7 (12.2)
Total 14.3 (6.5) 13.4 (5.6) 1.4 (3.3)
lnpatients 14.9 (7.0)
Outpatients 13.3 (5.9)

LII Total 21.5 (5.4) 18.3 (9.5) 6.7 (7.6)
Inpatients 21.1 (5.3)
Outpatients 22.0 (6.0)

IV Total 14.7 (9.2) 10.9 (8.1) 0.6 (1.5)
Inpatients 17.6 (8.3)
Outpatients 10.5 (9.5)

VI Total 8.0 (4.4) 4,9 (4.7) 1.3 (2.0)
Inpatients 10.3 (3.7)
Outpatienrs 4.5 (2.7)

VII Total 11.2 (6.8) 10.0 (6.1) 0.4 (1.0)
lnpatients 12.9 (5.7)
Outparienís 8.7 (8.0)

RS Total 21.2 (4.6) 26.1 (6.0) 9.8 (6.3)
lnpatients 21.0 (4.8)
Outpatients 21.5 (4.8)

Age (in years);BMW Body Massíndex; Duration of the disorder(in years); HD= Hospital Anxiety Depression
StateAnxiety (STAI); STT= Trait Anxiety (STAI); 1= Drive fer Thinness(EDfl; 111= Body Dissatisfaction(EDí);
(FM); VI= InterpersonalDisrrust(EDI); VII= InteroceptiveAwareness(EM); RS= RestraintScale(RS).

(Depression);515=
IV= Ineffectiveness
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which only the main demographic and clinical details are
shown, as well as these psychemetric scales that were
relevant in the experimental task, as further analyses
revealed.

The three greups were different in several variables.
Pest-hoc Scheffé’s tests (p c .05) revealedthat te control
group was significantly different from the patientgroups
in Depressien,F(2,40) = 19.10, p < .0001; trait-anxiety,
F(2,40) = 27.91, p c .0001; Drive fer thinness, F(2,40)
= 31.34, p c .0001; Body Dissatisfaction, F(2,40) 17.86,
p c .0001; Ineffectiveness,F(2,40) = 17.64, p c .0001;
InteroceptiveAwareness,F(2,40) = 22.59, p c .0001;and
Restraint, F(2,40) = 30.68, p c .0001. The group of
patients with anorexia nervosa was significantly different
froin controls in Interpersonal Distrust, F(2,40) = 13.52,
p < .0001, and frem patients with bulimia nervosa and
corareis in Body Mass índex (BMI), F(2,40)= 15.61, p <
.001. AII three groups differed in state-anxiety, patients
with anorexiabeing the most anxious greup, F(2,40) =

25.36,pc .0004.
Thedurationof thedisorderwas longerfor patientswith

bulimia than for patients with anorexia. Whereas patients
with bulimia were alí eutpatients, 60% of patientswith

anorexiawere inpatientsand 40% were outpatients.Within
the greup with anorexia, there were significant differences
betweenin/outpatientsin Depression,t(13) = 2.29, p c .04,

and Interpersenal Distrust, t(13) = 3.31, p c .006, dic
inpatients obtaininghighersceres.

Comparisonson tite Stroop Task

Table 2 displays the results for the Stroop task. In the
feod condition,analysesof variancerevealeda significant
main effect of group (patientswith anorexia,patientswith
bulimia. and contreis), F(2,40) = 7.28, p < .002, and main
effect of condition (foed or control set), F(1,40) = 54.10,
p c .0001, but the interaction greup x cendition was not
significant, F(2,40) = 2.27, p <.117. As the main effects
were significant, a further analysis compared patients
(anorexiaand bulimia) with centrois. There was a
significant main effect of group (patients vs. corareis),
F(1,41) = 14.46, p <.0001, arid main effect of cendition
(feed or control set), F(1,41) = 47.66, pc .0001, but more
impertant, there was a significant greup x feod conditien,
F(1,41) = 4.55, p c .03. Post-hoc coÑrast revealed IbM
interference was greaterin patients than in controls, «1,41)
= 2.13, p c .039.

Wc decided te compare each clinical group with the
centrois. Of ¡bese comparisons, only ene was important: tIte
cemparison be¡weenanorexicand controlgroups.Analyses
of variance revealed a nearly significant greup x feod

Table 2
MeansandStandardDeviation (in brackets)for Color-NamingTimesin SecondtSpeed,andInterferenceÍndexes

Patientswith Anorexia

N=15
M (SO)

Patientswith Bulimia

N=10
M (SO)

Controis
N=18
M (SO)

Control Foed

Time(s) 77.5 (7.6)
1.2 (0.1)

82.6 (12.8)
1.2 (0.1)

68.9 (15.2)
1.4 (0.3)

Foed
Time(s) 94.3 (14.0) 100.7 (22.2) 76.5 (21.7)

Speed 1.0 (0.2) 0.9 (0.2) 1.3 (0.4)

Interference 0.2 (0.2) 0.2 (0.1) 0.1 (0.1)

Control Body
Time(s) 85.1 (9.7) 88.2 (9.9) 74.2 (18.0)
Speed 1.1 (0.1) 1.1 (0.1) 1.4 (0.3)

Body

Time(s) 91.4 (12.4) 102.6 (21.8) 80.9 (18.9)

Speed 1.1 (0.1) 0.9 (0.1) 1.3 (0.3)

Interference 0.! (0.1) 0.1 (0.1) 0.1 (0.1)

Interference = speed

6

Speed= Thereciprocalof ¡he raw scores(seconds)multiplied by 100; that ti, numberof wordscoler-namedpersecond;
of color-namingwordsen¡he targetcard minusspeedof color-namingwordsen tIte controlcard
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condition, F(l,31) = 3.62, p c .06): the patients with
anorexiawere slewertItan centrolsin naming the color of
feod-relatedwerds.Wi¡h regardto body sets,therewas no
signif¡cantinteraction,cithercemparinggroups altegether,
F(2,40) = 1.15,p c .326,or comparingpatientswith controls,
F(1,41) = 0.53, p < .47, althoughtIte group with anorexia
nervosaexhibited less interferencecomparedte patien¡s
with bulimia or centrols.

In a more detailedanalysisof tIte anorexicsample,we
observedthat, whereasin- andoutpatientsshewedsimilar
interferenceen foed conditiens(inpatients:M = .21, SO =

0.13; outpatients,M= .22, SO = 0.21), in tIte case of body
sets,anerexicoutpatientsrevealedless interference(M =

.04, SO = 0.12) tItan anorexic inpatients(M = .10, SO =

0.03), although this was not statistically significant.

Comparisonson SCL

Table 3 showsmeansand standarddevia¡ionsfer mean
conductance level in feod and body sets. With respect te
feod conditions, analyses of variance did not reveal a
significan¡ main effect of group, F(2,40) = 1.74, p c .189;
or feod condition, F(1,4f)) = 3.34,p c .08, but tIte interaction
group x foed cenditien was statistically significant, F(2,40)
= 3.62, p c .036. Pos¡-hocScheffétests(p c .05) showed
that patients with anorexia weretIte group with tIte highest
increase in conductance level, compared te patients with
bulimia or controis. Within ¡he group with anorexia,
inpatients showed a grea¡er increase (M = .56, 50 = 0.77)
tItan eutpatients (M = .09, 50 = 0.14), although this
difference was not statistically signiftcant.

Regarding body set, analyses of variance did not reveal
a significant main effectof group or body conditions, but
tIte interactiongroup x body condition was significant,
F(2,40) = 3.38,p c .04. Post-Itoccomparisonsagainshowed
that patientswitIt anorexiawere tIte groupwith tIte highest
mercase in cenductancelevel, andinpatientsshoweda Itigher
mercase tItan outpatients (M = .42,50= 0.71, and M = .18,
SO= 0.25, respectively).

Table 3
MeansandStandardDeviation

Correlation Analyses

Correlation analyses between Interference Indexes
(Stroop times) and mercase índexes (SCL) were calculated
within each group. Foed and Bedy mercase Indexes
correlated significantly only in tIte group widi anorexia, r
= .87, p c .001. However, ¡Itere were no significant
correlationsbetweenInterferenceíndexes,or between
Interferenceand increaseíndexes.Patientswith bulimia
were tIte only group in which an Interferenceíndex (fron
body set) correlated with an Increase mdcx in SCL (from
feod set), r = .78, p < .007.

Discussion

TIte results indicate that paticnts were slower tItan
controls in color-naming foed words. Paticnts with anorexia
nervosashowedthe greatestinterference,and in panicular,
¡he inpatientanorexicgroup. However,we could not fxnd
significantdifferencesin body condition. AltItougIt this result
replicatestIte findings from somestudies (Ben-Tovim et
al., 1989; Channonet al., 1988),otherstudies(Ceoper&
Fairburn, 1992; Perpiñá et al., 1993) ebservedbody-
information interference in patient groups.Explanationsfor
tIte failure te replicate body-information interference in sorne
studiesceuldbe relatedte the composition of our samples.
WitIt respectte tIte clinical sample,in tItis studydiereis a
trend towardsdifferencesbetwcenin- and outpatientswith
anorexianervosa.It would be of interestte investigatethis
further with larger numbers.RegardingtIte control group,
this was comprisedby staffmembersof tIte EatingDisorder
Unit, se tIte meaningof tIte targetwords was very familiar
¡o them.McNally et al. (1990), in a studyusing the Stroep
te investigateselecriveprocessingin panic disorder,assessed
bo¡It patients with panic disorder and elinicians witIt
experiencein tItis disorder. Altheugh tIte magnitudeof
interference was greater in tIte patientstItan in ¡Ite clinicians,
this studyshowedthat expertsalsotendedte take longer ¡o
color-nametbreatwords than neutral words.

(in brackets)for SCL(5km ConductanceUve!) andIncreaseÍndexes

Pa¡ientswith Anorexia

N=15
M (SO)

Pa¡ientswith Bulimia

N=10
M (SO)

Controls

N=l8
M (SO)

Control Feod 6.5 (5.3) 3.3 (1.9) 5.7 (4.3)

Foed 6.9 (5.8) 3.3 (1.9) 5.7 (4.4)

mercase 0.4 (0.6) -0.02 (0.1) 0.02 (0,3)

Con¡rel Body 6.9 (5.9) 3.3 (2.1) 5.7 (4.3)

Body 7.2 (6.3) 3.3 (1.9) 5.8 (4.3)

Increase 0.3 (0.5) -0.05 (0.2) 0.1 (0.2)
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TIte interferenceen foed-informationprocessingwas
replicated.TItis result appearste be more robust and may
representa specific core failure feranorexianervosa.Biases
in precessingfoed information maybe more“pathological”
in the sensethat body-relatedinfermationcouldplay a role
in preciphatingihe disorder,but feod-relatedinformatien may
be more importantin its maintenance.Anotherresultfrom a
previousstudy (Perpiñáet al., ¡993)revealsthe independence

betweenfoed- andbedy-informationprocessing,asevidenced
by the fact tItat feod- andbody-interferencedid not correlate
in any group.Feod-andbedy-relatedinforniation may share
tIte samecognitive .scheina¡abut they de not seemte sItare
the same seman¡iccegnitive representarion.Oreen and
McKenna (1993)found interferenceen foed- andbody-
infermatienprocessingusingthe modified Streoptask in 14-
year-old female .subjects.This tinding is consistentwith two
issues.First, selectiveprecesslngof such infnrma¡ion ¡nay
alsobe cItarac¡eristicof samplespreoccupiedwith thesetepics,
andnetonly of clinical samples.Secend,worriesabeutbody
shape,physicalattractiveness,aud dieting are relatedte tIte
onset of adolescenceand confirm tIte role of cultural
preferencefer tItinnessin tIte develepment of eatingdisorders
(Clarke& Palmer, 1983). Mereover,Oreen and McKenna
suggestedthat tItere may be different developmentalonsets
for the feod- andbody-sItapeStroopeffects,and arguedthat
teenagers(mainly girís) are notactuallyexpressinga genuine
worry overdieir bodies,butare merely indulging in faddish
behavior.

Clear differencesinautonomicareusalwerefeundbetween
groupsin responsete botIt the foed- ¿mdbedy-Stroop.Salkind,
Fincham,and Silverstone(1980)hypothesizedthat patients
with anorexiaweuldshewchangesin SCL when askedte
imaginefoed- and bedy-relatedstimuli, in the sameway tha¡
patientswitIt phebiareact¡o relevantstimuli. The changes
they found were toe small to confirm tIteir ItypetItesisbut
they had no control group with which te compare their
experimentalgroup. In our study, the greupwith anorexia
nervosanet only showedincreasedareusalduring tIte foed-
Streop but also during tIte bedy-Stroop,in whicIt they
exItibited little interference.It may be tha¡ patientswitIt
anorexia(mainly outpatients)try te avoid processingbody-
relatedinfermation,althoughautonomicareusalwasproduced
in that cendition; howeverthis strategyseemste fail with
respectto food-rela¡edinformatienbecauseits meaningattacts
their attention,¿md interference,as well as autonemieareusal,
is produced.TItis hypothesisis quite speculativebecause,in
tItis study, we did net control aspectsof information-scanning
strategies,althougb it ceuld coincide witIt tIte clinical
ebservatienof anorexicpatients’ avoidancewhen exposed
beferea mirren Furtherresearchabout this aspectis needed.

Qn the etherItand, patientswitb bulimia had a lower
baselineskin-conductancelevel than found in a previcus
study(Leonard,Perpiñá,Bend,& Treasure,in preparation).
TItis is consistentwith the finding of fewer spontaneous
fluctuations in electrodermalactivity in patientswith bulimia

(Calloway, Fonagy, & Wakeling, ¡983). Lew skin-
conductancelevels havebeen feund in other psycho-
pathelogiescharacterizedby their markedimpulsivity and
this seemste confirm tIte premorbidborderlinepersonality
traits in patientswith bulimia (Vitousek & Manke. 1994).
The absenceof an increasein skin cenductanceduring the
S¡roeptaskcontrastswith the resulí of enes¡udy(ScItotte,
McNally. & Turner, 1990) in whicIt patien¡s with bulimia
tendedte shewlarger skin-conductanceresponsesthan the
control samplete ¡he ¡argetword (fat) during a dichetic
listening task. allhougb this differencedid not reachstatistical
sig ni fi canee.

Finally, al¡hough the control sample shows sorne
interference en tIte Streop task, tbis is not accempanied by
anydifferení.ial au¡onemic areusal. Delayed coler-naming may
not enly be caused by threa¡ening er emotienal infermatien
but by information familiari¡y, since rcpresen¡atiens of foed-
and body-related infermation stored in the cegnitive lexicon
are equally available te both patients ¿md professionals. The
difference be¡ween thcm lies iii tIte emodonal valenee which
is negative for patients and whicIt, therelbre, results in greater
autonomic reac¡ivi¡y.

There arefew studies in which both cegni¡ivebiasand

autonomie reactivity are assessed. Fhlers, Margraf, Davies,
and Roth (1988), using a modiñed Streop ¡ask, and Beck,
Slanley, Averil!, Baldwin, and Deagle (1992), using a dual-
task paradigm, explored attentional bias and psycIto-
physielogicalrespendingin patients with panic attack.
Whereas patients showed an attentional bias for tbreat-
informatien, tItere were no differences in ¡he autonemic
areusal between groups. Furthermere, in the study of Ehlers
et al., correlatiens between interference effects and areusal
mercaseswere not significant. in our study, correlational
analysesconfirmed¡bat interferenceíndexes (attentional
bias) and mercase índexes (SC reactivity) are independent,
as in tIte study mentiened aboye, except fer bulimia, in
which bedy interferencecerrelatedwith feod increase.
Perhaps,whereasthe at¡entional blas is produced by
specific seman¡icactivatienin tIte cognitive representation,
reac¡ivity in the autonomicareusalis mereunspecified
and global.

Attentional bias in eating disorders seems te be a well-
establisbedpItenomenon.Hew, and in wItich way, i¡ is
related te autonemieac¡ivity needsfurther research.in
addi¡ien, ¡he different subtypes of anorexia and bulimia
nervosa, wItich hayo finally been acknowledged by the
Díagnostic and Statistical Manual of Mental Disrorders
(American Psychiatric Association, 1994) would have te be
distinguished.

Weconclude tItat abnormal processing of feed-related
infermationis a censistentfinding in anorexianervosabu¡
tItere is less reliabili¡y in tIte finding of abnormal processing
of bedy-shape-relatedinformation in beth anorexiaand
bulimia nervosa. Patients witb anorexia nervosa shew
increased emotienal areusal in response te diese cencenis.
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Surprisingly, patients with bulimia nervosa show a low

baseline. TIte limitatien of this study is mainly related te

the small size of the samples, and because of this, we could
net explore differences wi¡hin tIte patient greups. For

example, patients with anorexia nervosa wIte are inpatients

are actively being fed te gain weigh¡, whereas eutpatients
may not be undergoing any change. Likewise, tItere may be

differences between restricting and purging subtypes. The

specificity of the cegnitiveand emotienalreactionte tIte
main cencems of eatingdisorders(feod- and bedy-related
informatien) requiresfurtIter investigation.
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