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Abstract
Background
Observational studies performed in Asian populations suggest that eating rate is related to BMI. This paper investigates the association between self-reported eating rate (SRER) and body mass index (BMI) in a Dutch population, after having validated SRER against actual eating rate.

Methods
Two studies were performed; a validation and a cross-sectional study. In the validation study SRER (i.e., ‘slow’, ‘average’, or ‘fast’) was obtained from 57 participants (men/women = 16/41, age: mean ± SD = 22.6 ± 2.8 yrs., BMI: mean ± SD = 22.1 ± 2.8 kg/m2) and in these participants actual eating rate was measured for three food products. Using analysis of variance the association between SRER and actual eating rate was studied. The association between SRER and BMI was investigated in cross-sectional data from the NQplus cohort (i.e., 1473 Dutch adults; men/women = 741/732, age: mean ± SD = 54.6 ± 11.7 yrs., BMI: mean ± SD = 25.9 ± 4.0 kg/m2) using (multiple) linear regression analysis.

Results
In the validation study actual eating rate increased proportionally with SRER (for all three food products P < 0.01). In the cross-sectional study SRER was positively associated with BMI in both men and women (P = 0.03 and P < 0.001, respectively). Self-reported fast-eating women had a 1.13 kg/m2 (95% CI 0.43, 1.84) higher BMI compared to average-speed-eating women, after adjusting for confounders. This was not the case in men; self-reported fast-eating men had a 0.29 kg/m2 (95% CI -0.22, 0.80) higher BMI compared to average-speed-eating men, after adjusting for confounders.

Conclusions
These studies show that self-reported eating rate reflects actual eating rate on a group-level, and that a high self-reported eating rate is associated with a higher BMI in this Dutch population.
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Background
Eating rate, the amount of food consumed per unit of time, has attracted attention for its potential role in preventing and treating obesity [1]. Slower eating is expected to reduce food intake and consequently body weight. Calories that pass quickly through the oral cavity go largely undetected and do not bring about an adequate satiety response, resulting in an increased intake [2]. Moreover, eating rate is a personal characteristic – some people tend to eat faster than others, or vice versa [3–5] – and eating rate could therefore affect long-term energy intake and consequently body weight. A recent meta-analysis has shown that the amount of food eaten can be altered by (experimentally) manipulating eating rate [6]. Furthermore, research indicates that eating rate might affect long-term energy intake and weight status [1, 7–9].
The relation between (self-reported) eating rate, energy intake and BMI has been studied in a number of cross-sectional studies, predominantly Asian. The results in general indicate that a higher self-reported eating rate (SRER) is associated with a higher long-term energy intake, though the results are not conclusive [10, 11]. Furthermore, a recent study by Fogel et al. [12] showed that the actual eating rate of Singaporean children was positively associated with BMI. Regarding adults, a recent review and meta-analysis by Ohkuma et al. [7] showed that self-reported fast eaters were more likely to be overweight (BMI ≥ 25 kg/m2) compared to self-reported slow eaters; All studies reported a positive association between eating rate and weight status, although there was a large variation in magnitude of the association. In addition, positive associations have been found between SRER and weight gain in longitudinal studies [13, 14]. For example, Tanihara et al. [13] found that male office workers who reported to be fast eaters on average gained 1.9 kg over a period of 8 years while the other male office workers only gained 0.7 kg on average.
This research consistently showed that SRER is associated with energy intake and BMI, but the generalizability of these findings is questionable. The studies in this field of research are limited to Asian populations, predominantly Japanese. To date only Leong et al. [15] investigated the association between SRER and BMI in a non-Asian population (i.e., New Zealand). This study, however, only included women, relied on self-reported data for height and weight, and did not collect data on energy intake. More research is needed to see if similar (positive) associations between SRER, energy intake and BMI exist in non-Asian populations, despite differences in diet, habits and ethnicity [7].
Furthermore, data on the validity of self-reported eating rate is limited [10, 16–18]. To our knowledge only Petty et al. [18] validated SRER against actual eating rate (g/min). They showed that, on a group-level, actual eating rate increased with increasing SRER-categories (i.e., slow, medium and fast). They, however, only validated SRER for one food product (i.e., pasta), and they did not address how well SRER reflects the actual eating rate of individuals.
Hence we aimed to validate self-reported eating rate and investigate its relation with energy intake and objectively assessed weight status in Dutch men and women. First we conducted a laboratory study validating self-reported eating rate in three foods varying in structure, after which we analyzed self-reported eating rate and different measures of weight status (i.e., BMI, waist circumference and body fat percentage) in a large, Dutch cohort study (i.e., NQplus [19]).

Methods
Study 1: Validation SRER
Study population and design
Students were recruited through posters at university buildings and student housing in Wageningen. Students who did not like the food products offered were excluded from participation. In total 64 students participated. Seven of them were excluded from the analyses; six because of a technical error and one because of mobile phone usage during the test session.
SRER and actual eating rate were obtained from participants during a single visit to the university in October–November 2013. This allowed for comparison between SRER and actual eating rate within persons. Participants were told that the aim of the study was to pilot test lunch products for another study.

Procedure
Participants were instructed not to eat anything in the 2 h prior to their lunch at the university. First they filled out a questionnaire on their eating behavior which included a question on eating rate: “How would you describe your eating rate compared with others? ‘Very slow’, ‘slow’, ‘average’, ‘fast’ or ‘very fast’?”. This question was based on previous research [10, 15]. Subsequently the participants received three lunch products: first a soft bun with cheese, then apple, and finally vanilla custard. Serving sizes differed between participants. The total lunch offered represented a normal lunch in terms of energy content; i.e., 20% of the daily energy requirement of the individual participants, which was estimated using the Schofield equation while assuming a moderate physical activity level [20, 21]. Participants pressed the spacebar of the laptop in front of them with the first bite of a product and again when they swallowed the last bite. The time between pressing the spacebars was recorded, which represents the time spent eating. Intake was measured by weighing the products prior to and after consumption. Actual eating rate was determined by dividing the intake in grams by the time spent eating in minutes for each product separately.
Furthermore, before the consumption of each product and at the end participants rated their level of satiety using visual analogue scales (0-100 mm); Feelings of hunger (Not at all-Extremely), fullness (Not at all-Extremely), satiety (Not at all-Extremely), desire to eat (Very weak-Very strong) and prospective consumption (Nothing at all-A very large amount) were rated [22]. Overall satiety scores were calculated by extracting the average of the scores for hunger, desire to eat and prospective consumption from the average of the scores for fullness and satiation [22]. Moreover, after the consumption of each product participants indicated how much they liked the product (1, Dislike very much – 5 Like very much).


Study 2: Association between SRER and weight status
Study population and design
This study investigates data from NQplus, an ongoing cohort study designed to: validate a newly developed FFQ, start a reference database for nutrition research and study associations between diet and intermediate health outcomes [19, 23]. The cohort consists of adults (20–70 years old) randomly selected from households in Wageningen, Renkum, Ede, Arnhem and Veenendaal. Participants were recruited via letters and emails between May 2011 and March 2013. In total 2048 people were included. SRER was available of 1642 participants; The other participants either did not answer the eating rate question, or dropped out before receiving the question. Finally, 1473 participants were included in the analyses, as other data (i.e., data on age, smoking, education level, emotional eating, restraint eating, and/or external eating) was missing for 169 out of the 1642 participants with SRER.
Since registration the participants received a number of questionnaires (which twice included the eating rate question). Additionally, anthropometric measurements were taken. The collected data was used for the cross-sectional analysis of the association between SRER and weight status.

Online questionnaires
General characteristics
At baseline participants reported their highest completed education, which was categorized into three groups; low (i.e., no education, primary education, lower or preparatory vocational education, or lower general secondary education), medium (i.e., intermediate vocational education or apprenticeship, or higher general secondary education or pre-university secondary education) and high (i.e., higher vocational education or university). Additionally, the participants completed a semi-quantitative food frequency questionnaire (FFQ) on last month’s intake which was used to calculate average daily energy intake. This FFQ has been found to be valid to assess mean energy intake in large samples and for ranking individuals [24].
Furthermore, the participants received the ‘Dutch Eating Behavior Questionnaire’ (DEBQ) [25]. The DEBQ contains 33 items; 13 items reflect emotional eating, ten items reflect external eating and ten items reflect restrained eating. Average scores were calculated to obtain sub scores for emotional, external and restrained eating. Usual physical activity was assessed using two questionnaires: i.e., the ‘Activity Questionnaire for Adults and Adolescents’ (AQUAA) for sedentary activity [26], and the ‘Short questionnaire to assess health-enhancing physical activity’ (SQUASH) for moderate-to-vigorous activity [27]. Both sedentary and moderate-to-vigorous activity were determined in minutes per week, and were converted to hours per week for the analyses.

Self-reported eating rate
Participants twice received a questionnaire that included the eating rate question (see validation study). The median time in between was 12.1 months. In the analyses we used the SRER off the first time the participants answered the eating rate-question. SRER-data from the second time the participants answered the eating rate-question was only used to test repeatability.


Anthropometrics
Anthropometric measurements were performed twice. The median time in between was 12.9 months. Height was measured, without footwear, to the nearest 0.1 cm using a stadiometer (SECA, Hamburg, Germany). Weight was measured to the nearest 0.1 kg using a digital scale (SECA, Hamburg, Germany), after taking of footwear and heavy clothes and removing heavy items from the pockets. Waist circumference was measured between the lowest rib and the iliac crest to the nearest 0.5 cm using a non-elastic flexible tape (SECA, Hamburg, Germany), after removing thick clothes from that area. This measurement was performed twice and the average of those measurements was used for analyses. Finally, body fat percentage was measured using a DEXA-scan (Lunar Prodigy Advance; GE Healthcare, Madison, Wisconsin, United States).
For the current analyses we used the anthropometric data of the visit closest to the first time the eating rate-question was answered. On average there were 165 (±91) days between answering the eating rate-question for the first time and the anthropometric measurements.


Statistical analyses
SPSS (IBM SPSS Statistics, Version 20, IBM Corporation, Armonk, NY, USA) was used for the statistical analyses. Means and standard deviations are given, unless stated otherwise. P-values of <0.05 were considered statistically significant. Normality was judged by visual inspection using QQplots; all data were normally distributed.
SRER was split into three categories for the analyses, as in both studies only few participants reported to be a very slow or very fast eater; The ‘very slow’ category was combined with the ‘slow’-category and the ‘fast’ category with the ‘very fast’-category.
Study 1: Validation SRER
By means of analysis of variance it was investigated whether there was a linear trend between SRER and actual eating rate. Post-hoc analyses (Gabriel’s procedure) were performed to identify differences in actual eating rate between SRER-categories. To investigate how well SRER reflects the actual eating rate of individuals, the level of agreement between SRER and tertiles of actual eating rate was determined by calculating kappa (ĸ) (i.e., chance-corrected proportional agreement) [28].
Furthermore, correlation analyses were performed to investigate the association between the eating rate of the lunch products, between eating rate and liking, and between eating rate and satiety. Independent t-tests were performed to investigate whether eating rate differed between men and women.

Study 2: Association between SRER and weight status
Data were analyzed for the total population and for men and women separately, as both eating rate and BMI are sex-dependent [29, 30]. Kappa (ĸ) was calculated to assess the level of agreement between answers of participants that answered the eating rate-question on two separate occasions [28]. One-way analyses of variance, independent samples T-tests and chi-square tests were performed to check whether the participant characteristics (e.g., weight status and intake) differed between males and females and between the SRER-categories. Linear regression analysis was performed to investigate whether there was a linear trend between the SRER-categories and participant characteristics.
Furthermore, multiple linear regression analyses were performed to investigate the association between SRER and BMI with adjustment for potential confounders. First a crude model was tested with two dummy variables of SRER; one for comparing fast with average eating rate, one for comparing slow with average eating rate. In a second model age, smoking and education level were added. In the third and main model DEBQ-scores (i.e., emotional, restrained and external eating) were added. In an additional model, ‘Model X’, energy intake, moderate-to-vigorous activity and sedentary activity were added to the main model. Suspected under reporters of energy intake (i.e., reported energy intake/calculated basal metabolic rate < 1.35 [31]) were excluded. Due to the exclusion of suspected under reporters and missing data ‘Model X’ is based on a small subset of the total sample, and is therefore not considered to be the main model. Furthermore, it was investigated whether there was a linear trend between the SRER-categories and BMI in the different models by replacing the dummy variables with the categorical variable for SRER.
Finally, odds ratios for overweight (i.e., BMI ≥ 25 kg/m2) were determined for self-reported fast eaters (compared to self-reported slow plus average-speed eaters) by means of logistic regression analyses, taking into account potential confounders (i.e., age, smoking, education level, emotional eating, restrained eating and external eating).



Results
Study 1: Validation SRER
In total 57 (men/women = 16/41) participants (22.6 ± 2.8 years old, self-reported BMI of 22.1 ± 2.8 kg/m2) were included. Eleven participants reported to be a slow eater (i.e., very slow (n = 1) or slow (n = 10)), 27 participants reported to be an average speed eater, and 19 participants reported to be a fast eater (i.e., fast (n = 18) or very fast (n = 1)). Eating rate (g/min) increased proportionally with SRER for all three lunch products (bread with cheese F (1, 51) = 10.45, P < 0.01; apple F (1, 43) = 12.79, P < 0.01; vanilla custard F (1, 49) = 13.12, P < 0.01) (Fig. 1). Post-hoc analyses showed that eating rate was significantly higher in self-reported fast eaters compared to self-reported slow and average-speed eaters, but did not differ between self-reported slow and average-speed eaters.[image: A12966_2017_580_Fig1_HTML.gif]
Fig. 1Actual eating rate within self-reported eating rate-categories (n = 57)




                        
The level of agreement between SRER and actual eating rate-tertiles was fair; for all three lunch products a ĸ-value of 0.25 was found [28]. Within all lunch products actual eating rate-tertiles corresponded with SRER in 50% of the cases, while in about 10% of the cases the actual eating rate-quartiles and SRER showed the opposite; e.g., indicated to be a slow eater, while actual eating rate was in the highest tertile.
Furthermore, how fast participants consumed one lunch product was correlated with how fast they ate the other lunch products (bread with cheese x apple, r = .54 P < 0.001; bread with cheese x vanilla custard, r = .50 P < 0.001; apple x vanilla custard, r = .69 P < 0.001). Liking was correlated with eating rate in vanilla custard (r = .37, P < 0.01), but not in bread with cheese (r = −.02, P = 0.90) and apple (r = .16, P = .28). Moreover, eating rate was not associated with the satiety score at the start of consumption for all three lunch products (bread with cheese, r = −.13 P = 0.37; apple, r = .07 P = 0.66; vanilla custard, r = −.12 P = 0.41). Finally, men ate all three lunch products faster than women (bread with cheese t (52) = −4.84, P < 0.001; apple t (44) = −6.22, P < 0.001, vanilla custard t (50) = −4.65, P < 0.001).

Study 2: Association between SRER and weight status
Data from 741 men and 732 women is included in the main analyses (Table 1). On average, men were 57.5 ± 10.6 years old and had a BMI of 26.4 ± 3.5 kg/m2 whereas women were 51.8 ± 12.0 years old and had a BMI of 25.3 ± 4.4 kg/m2. Collectively, ages ranged from 21.7–77.0 yrs. old and BMI from 16.8–57.6 kg/m2 for the two groups.Table 1Characteristics of the men and women participating in NQplus


	 	Men
	Women
	
                              P
                            

	 	n
	Mean
	SD
	n
	Mean
	SD
	 
	Age (yrs.)
	741
	57.5
	10.6
	732
	51.8
	12.0
	<0.001a
                                          

	Height (cm)
	741
	180.4
	6.8
	732
	168.6
	6.3
	<0.001a
                                          

	Weight (kg)
	741
	86.0
	12.8
	732
	71.8
	13.2
	<0.001a
                                          

	BMI (kg/m2)
	741
	26.4
	3.5
	732
	25.3
	4.4
	<0.001a
                                          

	Waist circumference (cm)
	737
	96.9
	10.7
	731
	85.8
	11.6
	<0.001a
                                          

	Body fat percentage (%)
	683
	24.7
	6.6
	613
	34.9
	7.7
	<0.001a
                                          

	Energy intake (MJ/day)
	691
	9.5
	2.6
	654
	7.8
	2.1
	<0.001a
                                          

	Energy intake (MJ/day)c
                                          
	288
	11.7
	2.1
	296
	9.4
	1.6
	<0.001a
                                          

	Emotional eating score
	741
	1.94
	0.65
	732
	2.28
	0.74
	<0.001a
                                          

	Restrained eating score
	741
	2.87
	0.73
	732
	3.13
	0.68
	<0.001a
                                          

	External eating score
	741
	2.70
	0.43
	732
	2.71
	0.45
	0.48a
                                          

	Moderate-to-vigorous activity (hours/week)
	696
	33.9
	18.5
	666
	35.3
	16.9
	0.13a
                                          

	Sedentary activity (hours/week)
	696
	36.6
	21.0
	666
	36.4
	34.0
	0.90a
                                          

	 	 	n
	%
	 	n
	%
	 
	Prevalence of overweightd
                                          
	 	460
	62.1
	 	322
	44.0
	<0.001b
                                          

	Prevalence of obesitye
                                          
	 	118
	15.9
	 	91
	12.4
	0.06b
                                          

	Self-reported eating rate

	 Very slow
	 	5
	0.7
	 	13
	1.8
	<0.001b
                                          

	 Slow
	 	54
	7.3
	 	104
	14.2

	 Average
	 	315
	42.5
	 	408
	55.7

	 Fast
	 	316
	42.6
	 	183
	25.0

	 Very fast
	 	51
	6.9
	 	24
	3.3

	Education level f
                                          

	 Low
	 	111
	15.0
	 	122
	16.7
	0.58b
                                          

	 Medium
	 	217
	29.3
	 	219
	29.9

	 High
	 	413
	55.7
	 	391
	53.4

	Smoking status

	 Non-smoker
	 	664
	89.6
	 	676
	92.3
	0.07b
                                          

	 Smoker
	 	77
	10.4
	 	56
	7.7



                                    aIndependent samples T-test

                                    bChi-square test

                                    cSuspected under reporters (i.e., reported energy intake/calculated basal metabolic rate < 1.35) excluded

                                    dBMI ≥25 kg/m2
                                 

                                    eBMI ≥30 kg/m2
                                 

                                    fEducation level: low (i.e., no education, primary education, lower or preparatory vocational education, or lower general secondary education), medium (i.e., intermediate vocational education or apprenticeship, or higher general secondary education or pre-university secondary education) and high (i.e., higher vocational education or university)



                        
Table 1 shows the prevalence of all five SRER-categories in men and women. The SRER-categories were distributed differently for men and women (chi-square, P < 0.001); compared to women, men more often reported to be fast eaters. Furthermore, 931 participants (men/women = 458/473) answered the eating rate question twice (Table 2). A κ-value of 0.64 was found for the level of agreement between the answers to both questions.Table 2Frequency of self-reported eating rate-categories (SRER) in participants that answered the eating rate question twicea
                                    


	 	 	SRER second time

	 	 	Very slow
	Slow
	Average
	Fast
	Very fast

	SRER first time
	Very slow
	13
	3
	0
	0
	0

	Slow
	5
	87
	23
	2
	0

	Average
	0
	36
	367
	58
	0

	Fast
	1
	0
	49
	226
	18

	Very fast
	0
	0
	2
	18
	23



                                    aκ-value = 0.64



                        
Tables 3 and 4 show the characteristics of the participants by SRER-category (i.e., slow, average, fast). A positive linear association was found between BMI and SRER-category in both men (r = .08, P = 0.03) and women (r = .16, P < 0.001). Also waist circumference and body fat percentage showed a positive association with SRER in women (waist circumference r = .10, P < 0.01; body fat percentage r = .14, P < 0.001), but not in men (waist circumference r = .01, P = 0.74; body fat percentage r = .01, P = 0.71). In addition SRER was positively associated with moderate-to-vigorous activity, restrained eating and external eating in men, and positively associated with emotional, restrained and external eating in women.Table 3Characteristics (mean ± SD) of the participants by self-reported eating rate-category, within the total population and in men and women separately


	 	Self-reported eating rate
	
                                            P ANOVA
	
                                            P linear trend

	 	Slow
	Average
	Fast

	 	n
	mean
	SD
	n
	mean
	SD
	n
	mean
	SD

	Total

	 Age (yrs.)
	176
	53.0
	13.1
	723
	55.1
	11.0
	574
	54.6
	12.1
	0.11
	.42

	 BMI (kg/m2)
	176
	24.8
	4.1
	723
	25.5
	4.0
	574
	26.6
	3.9
	<0.001
	<0.001

	 Waist circumference (cm)
	175
	88.2
	13.1
	721
	90.4
	12.3
	572
	93.6
	12.2
	<0.001
	<0.001

	 Body fat percentage (%)
	145
	29.9
	9.0
	647
	30.2
	8.6
	504
	28.6
	8.8
	0.01
	0.01

	 Energy intake (MJ/day)
	158
	8.4
	2.3
	662
	8.5
	2.4
	525
	8.9
	2.7
	<0.01
	<0.01

	 Energy intake (MJ/day) a
                                          
	75
	9.9
	1.8
	300
	10.2
	2.0
	209
	11.3
	2.4
	<0.001
	<0.001

	 Emotional eating
	176
	2.13
	0.69
	723
	2.06
	0.71
	574
	2.17
	0.73
	0.02
	0.09

	 Restrained eating
	176
	2.86
	0.79
	723
	3.01
	0.72
	574
	3.03
	0.69
	0.03
	0.03

	 External eating
	176
	2.61
	0.48
	723
	2.67
	0.42
	574
	2.78
	0.43
	<0.001
	<0.001

	 Moderate-to-vigorous activity (h/day)
	164
	35.4
	19.5
	663
	33.8
	17.0
	535
	35.4
	18.0
	0.24
	0.53

	 Sedentary activity (h/day)
	164
	37.6
	35.0
	663
	35.5
	29.0
	534
	37.4
	24.4
	0.45
	0.68

	Men

	 Age (yrs.)
	59
	57.9
	10.7
	315
	58.2
	10.0
	367
	56.7
	11.1
	0.16
	0.10

	 BMI (kg/m2)
	59
	25.7
	3.9
	315
	26.3
	3.4
	367
	26.7
	3.5
	0.09
	0.03

	 Waist circumference (cm)
	58
	96.1
	10.9
	314
	97.0
	10.7
	365
	96.9
	10.7
	0.82
	0.74

	 Body fat percentage (%)
	52
	23.8
	6.9
	294
	24.9
	6.8
	337
	24.7
	6.4
	0.56
	0.71

	 Energy intake (MJ/day)
	54
	10.0
	2.4
	295
	9.3
	2.5
	342
	9.5
	2.8
	0.25
	0.89

	 Energy intake (MJ/day) a
                                          
	27
	11.5
	1.6
	125
	11.4
	2.0
	136
	12.0
	2.2
	0.04
	0.03

	 Emotional eating
	59
	2.01
	0.68
	315
	1.85
	0.61
	367
	2.01
	0.67
	<0.01
	0.053

	 Restrained eating
	59
	2.65
	0.79
	315
	2.84
	0.75
	367
	2.92
	0.69
	0.02
	<0.01

	 External eating
	59
	2.62
	0.48
	315
	2.64
	0.42
	367
	2.76
	0.43
	0.001
	<0.001

	 Moderate-to-vigorous activity (h/day)
	57
	31.5
	19.0
	298
	32.6
	17.8
	341
	35.4
	18.9
	0.10
	0.04

	 Sedentary activity (h/day)
	57
	37.6
	19.4
	298
	35.0
	18.8
	341
	37.8
	22.9
	0.23
	0.30

	Women

	 Age (yrs.)
	117
	50.6
	13.5
	408
	52.7
	11.1
	207
	50.8
	12.9
	0.09
	0.75

	 BMI (kg/m2)
	117
	24.4
	4.2
	408
	25.0
	4.3
	207
	26.4
	4.6
	<0.001
	<0.001

	 Waist circumference (cm)
	117
	84.2
	12.4
	407
	85.3
	10.9
	207
	87.6
	12.3
	0.02
	<0.01

	 Body fat percentage (%)
	93
	33.2
	8.3
	353
	34.6
	7.4
	167
	36.5
	7.7
	<0.01
	<0.001

	 Energy intake (MJ/day)
	104
	7.6
	1.8
	367
	7.8
	2.0
	183
	7.8
	2.3
	0.58
	0.39

	 Energy intake (MJ/day) a
                                          
	48
	9.0
	1.1
	175
	9.4
	1.5
	73
	9.8
	1.9
	0.02
	<0.01

	 Emotional eating
	117
	2.19
	0.69
	408
	2.22
	0.73
	207
	2.45
	0.74
	0.001
	<0.001

	 Restrained eating
	117
	2.97
	0.77
	408
	3.4
	0.66
	207
	3.21
	0.65
	<0.01
	<0.001

	 External eating
	117
	2.60
	0.48
	408
	2.69
	0.43
	207
	2.82
	0.44
	<0.001
	<0.001

	 Moderate-to-vigorous activity (h/day)
	107
	37.5
	19.5
	365
	34.7
	16.4
	194
	35.3
	16.4
	0.31
	0.41

	 Sedentary activity (h/day)
	107
	37.7
	41.1
	365
	35.9
	35.2
	193
	36.6
	27.0
	0.90
	0.87



                                    aSuspected under reporters (i.e., reported energy intake/calculated basal metabolic rate < 1.35) excluded



                           Table 4Frequency of participant characteristics by self-reported eating rate-category, within the total population and in men and women separately


	 	Self-reported eating rate
	
                                            P chi-square test

	 	Slow
	Average
	Fast

	 	n
	%
	n
	%
	n
	%

	Totala
                                          

	 Prevalence of overweightd
                                          
	75
	42.6
	354
	49.0
	353
	61.5
	<0.01

	 Prevalence of obesitye
                                          
	18
	10.2
	89
	12.3
	102
	17.8
	<0.01

	 Prevalence of smoking
	19
	10.8
	56
	7.7
	58
	10.1
	0.23

	 Education levelf
                                          

	  Low
	29
	16.5
	126
	17.4
	78
	13.6
	0.19

	  Medium
	44
	25.0
	220
	30.4
	172
	30.0
	 
	  High
	103
	58.5
	377
	52.1
	324
	56.4
	 
	Menb
                                          

	 Prevalence of overweightd
                                          
	29
	49.2
	196
	62.2
	235
	64.0
	0.09

	 Prevalence of obesitye
                                          
	6
	10.2
	48
	15.2
	64
	17.4
	0.33

	 Prevalence of smoking
	6
	10.2
	31
	9.8
	40
	10.9
	0.71

	 Education levelf
                                          

	  Low
	12
	20.3
	52
	16.5
	47
	12.8
	0.37

	  Medium
	13
	22.0
	92
	29.2
	112
	30.5
	 
	  High
	34
	57.6
	171
	54.3
	208
	56.7
	 
	Womenc
                                          

	 Prevalence of overweightd
                                          
	46
	39.3
	158
	38.7
	118
	57.0
	<0.001

	 Prevalence of obesitye
                                          
	12
	10.3
	41
	10.0
	38
	18.4
	0.01

	 Prevalence of smoking
	13
	11.1
	25
	6.1
	18
	8.7
	0.16

	 Education levelf
                                          

	  Low
	17
	14.5
	74
	18.1
	31
	15.0
	0.46

	  Medium
	31
	26.5
	128
	31.4
	60
	29.0
	 
	  High
	69
	59.0
	206
	50.5
	116
	56.0
	 


                                    aSlow, n = 176; Average, n = 723; Fast, n = 574

                                    bSlow, n = 59; Average, n = 315; Fast, n = 367

                                    cSlow, n = 117; Average, n = 408; Fast, n = 207

                                    dBMI ≥25 kg/m2
                                 

                                    eBMI ≥30 kg/m2
                                 

                                    fEducation level: low (i.e., no education, primary education, lower or preparatory vocational education, or lower general secondary education), medium (i.e., intermediate vocational education or apprenticeship, or higher general secondary education or pre-university secondary education) and high (i.e., higher vocational education or university)



                        
In both men and women SRER was not associated with energy intake before excluding participants suspected of under reporting energy intake (Table 3). In total, 754 participants (men/women = 399/355) were identified as underreporting their energy intake. After excluding these participants SRER was positively associated with energy intake in men (r = .13, P = 0.03 (n = 296)) and women (r = .17, P < 0.01 (n = 288)). In turn, energy intake was positively associated with BMI in men and women after excluding suspected under reporters and adjusting for sedentary and moderate-to-vigorous activity; regression coefficients were 0.28 kg/m2 /MJ (95% CI: 0.12, 0.44) for men and 0.55 kg/m2/MJ (95% CI: 0.30, 0.79) for women (men/women = 273/281).
Model 3 in Table 5 shows the associations between SRER-categories and BMI after adjusting for age, smoking, education level, emotional eating, restrained eating, and external eating. BMI was 1.13 kg/m2 higher in self-reported fast-eating women compared to self-reported average-speed-eating women. The BMI of self-reported slow-eating women was not significantly different from that of self-reported average-speed-eating women. In men the BMI of both self-reported slow- and fast-eaters was not significantly different from that of self-reported average-speed-eaters. The relation between SRER and BMI was not significantly different between men and women (interaction effect in multiple linear regression: P = 0.06). Furthermore, when energy intake, moderate-to-vigorous activity and sedentary activity were added to the main model, the results remained similar (men/women = 273/281) (Table 5, Model X).Table 5Association between self-reported eating rate (SRER) and BMI within the total population and in men and women separately according to multiple linear regression analysis and linear trend analyses


	Independent variables
	Model 1a
                                          
	Model 2b
                                          
	Model 3c
                                          
	Model Xd
                                          

	 	Partial regression coefficient
	95% CI or P
                                          
	Partial regression coefficient
	95% CI or P
                                          
	Partial regression coefficient
	95% CI or P
                                          
	Partial regression coefficient
	95% CI or P
                                          

	Total
	 	(n = 1473)
	 	(n = 1473)
	 	(n = 1473)
	 	(n = 554)

	 SRER-categories

	  Slow
	−0.69
	(−1.35, −0.03)
	−0.57
	(−1.22, 0.08)
	−0.48
	(−1.11, 0.15)
	−0.47
	(−1.20, 0.27)

	  Average
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)

	  Fast
	1.03
	(0.59, 1.47)
	1.09
	(0.66, 1.52)
	0.90
	(0.48, 1.32)
	0.58
	(0.05, 1.10)

	 Linear trend
	 	<0.001
	 	<0.001
	 	<0.001
	 	<0.01

	Men
	 	(n = 741)
	 	(n = 741)
	 	(n = 741)
	 	(n = 273)

	 SRER-categories

	  Slow
	−0.57
	(−1.55, 0.41)
	−0.56
	(−1.51, 0.40)
	−0.47
	(−1.40, 0.47)
	−0.42
	(−1.49, 0.65)

	  Average
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)

	  Fast
	0.40
	(−0.14, 0.93)
	0.51
	(−0.001, 1.03)
	0.29
	(−0.22, 0.80)
	0.28
	(−0.38, 0.94)

	 Linear trend
	 	0.03
	 	<0.01
	 	0.08
	 	0.18

	Women
	 	(n = 732)
	 	(n = 732)
	 	(n = 732)
	 	(n = 281)

	 SRER-categories

	  Slow
	−0.56
	(−1.46, 0.34)
	−0.44
	(−1.34, 0.45)
	−0.24
	(−1.11, 0.63)
	−0.34
	(−1.36, 0.67)

	  Average
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)
	0.00
	(reference)

	  Fast
	1.40
	(0.67, 2.14)
	1.51
	(0.78, 2.23)
	1.13
	(0.43, 1.84)
	0.71
	(−0.15, 1.56)

	 Linear trend
	 	<0.001
	 	<0.001
	 	<0.01
	 	0.06



                                    aCrude model

                                    bCrude model with age, smoking and level of education

                                    cCrude model with age, smoking, level of education, emotional eating, restrained eating and external eating

                                    d Crude model with age, smoking, level of education, emotional eating, restrained eating, external eating, energy intake, moderate-to-vigorous activity and sedentary activity (excl. Suspected under reporters of energy intake; i.e., reported energy intake/calculated basal metabolic rate < 1.35)



                        
Finally, self-reported fast eaters were at higher risk to be overweight (i.e., BMI ≥ 25 kg/m2) compared to the other participants (i.e., self-reported average- plus slow-speed eaters) with an adjusted odds ratio of 1.73 (95% CI: 1.38, 2.17). Within women this adjusted odds ratio was 2.05 (95% CI: 1.44, 2.91), while within men this was 1.13 (95% CI: 0.82, 1.56). These odds ratios were not significantly different for men and women (interaction effect in logistic regression: P = 0.09).


Discussion
In these studies self-reported eating rate was validated against actual eating rate, and the association between self-reported eating rate (SRER) and weight status was investigated in a Dutch population. The validation study confirmed that self-reported eating rate was positively associated with actual eating rate. The cross-sectional data from the NQplus cohort showed that self-reported eating rate was positively associated with BMI among both men and women. After adjusting for confounders self-reported eating rate remained significantly associated with BMI in women; fast eaters had on average a 1.13 kg/m2 higher BMI compared to average-speed eaters. In men this relation was no longer significant after adjusting for confounders; nonetheless, the direction of the association was still in the expected direction. Overall, self-reported fast eaters were more likely to be overweight compared to self-reported non-fast eaters.
These findings are in line with previous studies investigating the association between SRER and weight status. In the current study the adjusted odds ratio for being overweight, comparing self-reported fast eaters to non-fast eaters, was 1.73 (95% CI: 1.38, 2.17); where Ohkuma et al. [7] found a pooled odds ratio of 2.15 (95% CI, 1.84–2.51) in their meta-analysis. This shows that previous findings from Asian populations may translate to non-Asian populations. The current study was the first to investigate this association in a non-Asian population that included men and objectively measured height, weight, waist circumference and body fat percentage.
Eating rate is expected to affect weight status via energy intake. If people eat fast, calories pass through the oral cavity quickly, are not sensed and do not bring about an adequate satiety response, resulting in an increased intake [32–36]. The current findings are in line with this. After excluding suspected under reporters, energy intake was positively associated with BMI. More importantly, energy intake was positively associated with SRER. Previous studies also found positive relations between energy intake and SRER, although not always statistically significant. More accurate measurements of energy intake might reveal stronger relations between energy intake, SRER and BMI. The problem with dietary assessment methods is that the measurement error depends on BMI; overweight people are more likely to underreport energy intake [24]. Excluding under-reporters does not completely resolve this issue.
Furthermore, the validation study confirms that on a group level self-reported eating rate reflects actual eating rate in young adults. Actual eating rate increased proportionally with SRER-categories, and like Petty et al. [18], we found that actual eating rate was significantly higher in self-reported fast eaters compared to self-reported slow and average-speed eaters. We assumed that these findings will also translate to older adults, as eating rate appears to be a stable personal characteristic [3–5]. Moreover, we did not find an association between SRER and age in the cross-sectional study.
However, when examining the results of the validation study at the individual level, only half of the participants correctly classified themselves according to their actual eating rate. The kappa-values showed that after correcting for chance the remaining agreement between SRER and tertiles of actual eating rate was only 25%, which is considered ‘fair’ [28]. As such, SRER might not be a good measure for actual eating rate at the individual level. In the cross-sectional study, however, SRER was used as a measure of eating rate on a group-level. Furthermore, this imperfect agreement between SRER and actual eating rate might mean that the results of the cross-sectional analysis underestimate the true association between eating rate and BMI.
Different explanations exist for the agreement between SRER and actual eating rate being only fair. First, people might not be aware of their eating rate, although this does not seem to be the case. There is good agreement between the answers of people that answered the eating rate question twice, which shows that they have a fixed image of their eating rate. Second, people might interpret eating rate differently than scientists. Third, people are limited to their own observations to evaluate their eating rate and that of others. People do not monitor their eating rate like scientists would: i.e., using a stopwatch and kitchen scale. So how do they answer the eating rate-question? They, for example, could base their answer on how long it takes them to finish one portion or the length of their meals. Finally, they could use different people as a reference.
More intervention studies are needed to investigate if there is a causal relation between (self-reported) eating rate and BMI, and whether this is mediated by long-term energy intake. Based on evidence from experimental studies, these intervention studies should focus on increasing oral sensory exposure time. Some interventions targeting eating rate have already been examined. Spiegel et al. [1] included advice on reducing eating rate in a weight loss program. Participants successfully reduced eating rate, which resulted in weight loss. However, the slower eating rate was not maintained over time. McGee et al. [8] performed a four-month intervention with an ‘oral volume restriction device’. This device was worn in the upper palate during a meal, which reduced bite size and thereby eating rate. Participants that used the device most lost more weight. Further advancements could be made by using new technologies, which offer useful tools for both monitoring and altering eating rate. The SPLENDID-system and 10SFork constitute examples of such new technologies [37, 38]. Both provide real-time feedback on eating rate. Usage of such technologies seems to be the logical next step for future research.

Conclusions
The two current studies showed that 1) self-reported eating rate reflects actual eating rate on a group-level, but not at the individual level, and 2) that self-reported fast eating is associated with a higher BMI in a Dutch, adult population, although this association was more pronounced in women. Lowering eating rate might be a promising strategy in tackling obesity. However, first more empirical evidence is needed to confirm the causal relationship between (self-reported) eating rate and BMI, and to show the effectiveness of interventions targeting eating rate.

Acknowledgements
Not applicable.
Funding
None.

Availability of data and materials
Not applicable.


Authors’ contributions
AW, EF, AG and MM were involved in the conception and design of the studies. EF, AG, AW, JK and JB were involved in the data collection. JB analyzed the data and wrote the manuscript. EF, AG and MM provided guidance on the analysis and write-up. JK, AW, EF, AG and MM commented on drafts of the manuscript. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Validation study: This study was conducted according to the guidelines laid down in the Declaration of Helsinki. Written informed consent was obtained from all subjects.
Cross-sectional study: This study was conducted according to the guidelines laid down in the Declaration of Helsinki and all procedures involving human subjects were approved by the Medical Ethical Committee of Wageningen University (NL34775.081.010). Written informed consent was obtained from all subjects.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Spiegel TA, Wadden TA, Foster GD. Objective measurement of eating rate during Behavioral treatment of obesity. Behav Ther. 1991;22:61–7.Crossref

2.
de Graaf C, Kok FJ. Slow food, fast food and the control of food intake. Nat Rev Endocrinol. 2010;6:290–3.PubMed

3.
Zijlstra N, Mars M, Stafleu A, de Graaf C. The effect of texture differences on satiation in 3 pairs of solid foods. Appetite. 2010;55:490–7.CrossrefPubMed

4.
Brown WE, Langley KR, Martin A, Macfie HJH. Characterization of patterns of chewing behavior in human-subjects and their influence on texture-perception. J Texture Stud. 1994;25:455–68.Crossref

5.
Devezeaux de Lavergne M, Derks JAM, Ketel EC, de Wijk RA, Stieger M. Eating behaviour explains differences between individuals in dynamic texture perception of sausages. Food Qual Prefer. 2015;41:189–200.Crossref

6.
Robinson E, Almiron-Roig E, Rutters F, de Graaf C, Forde CG, Tudur Smith C, Nolan SJ, Jebb SA. A systematic review and meta-analysis examining the effect of eating rate on energy intake and hunger. Am J Clin Nutr. 2014;100:123–51.CrossrefPubMed

7.
Ohkuma T, Hirakawa Y, Nakamura U, Kiyohara Y, Kitazono T, Ninomiya T. Association between eating rate and obesity: a systematic review and meta-analysis. Int J Obes. 2015;39:1589–96.Crossref

8.
McGee TL, Grima MT, Hewson ID, Jones KM, Duke EB, Dixon JB. First Australian experiences with an oral volume restriction device to change eating Behaviors and assist with weight loss. Obesity. 2012;20:126–33.CrossrefPubMed

9.
Ford AL, Bergh C, Sodersten P, Sabin MA, Hollinghurst S, Hunt LP, Shield JP. Treatment of childhood obesity by retraining eating behaviour: randomised controlled trial. BMJ. 2010;340:b5388.Crossref

10.
Sasaki S, Katagiri A, Tsuji T, Shimoda T, Amano K. Self-reported rate of eating correlates with body mass index in 18-y-old Japanese women. Int J Obes Relat Metab Disord. 2003;27:1405–10.CrossrefPubMed

11.
Sakurai M, Nakamura K, Miura K, Takamura T, Yoshita K, Nagasawa SY, Morikawa Y, Ishizaki M, Kido T, Naruse Y, et al. Self-reported speed of eating and 7-year risk of type 2 diabetes mellitus in middle-aged Japanese men. Metabolism. 2012;61:1566–71.CrossrefPubMed

12.
Fogel A, Goh AT, Fries LR, Sadananthan SA, Velan SS, Michael N, Tint M-T, Fortier MV, Chan MJ, Toh JY, et al. Faster eating rates are associated with higher energy intakes during an ad libitum meal, higher BMI and greater adiposity among 4·5-year-old children: results from the growing up in Singapore towards healthy outcomes (GUSTO) cohort. Br J Nutr. 2017;117:1042–51.CrossrefPubMedPubMedCentral

13.
Tanihara S, Imatoh T, Miyazaki M, Babazono A, Momose Y, Baba M, Uryu Y, Une H. Retrospective longitudinal study on the relationship between 8-year weight change and current eating speed. Appetite. 2011;57:179–83.CrossrefPubMed

14.
Otsuka R, Tamakoshi K, Yatsuya H, Murata C, Sekiya A, Wada K, Zhang HM, Matsushita K, Sugiura K, Takefuji S, et al. Eating fast leads to obesity: findings based on self-administered questionnaires among middle-aged Japanese men and women. J Epidemiol. 2006;16:117–24.CrossrefPubMed

15.
Leong SL, Madden C, Gray A, Waters D, Horwath C. Faster self-reported speed of eating is related to higher body mass index in a nationwide survey of middle-aged women. J Am Diet Assoc. 2011;111:1192–7.CrossrefPubMed

16.
Ekuni D, Furuta M, Takeuchi N, Tomofuji T, Morita M. Self-reports of eating quickly are related to a decreased number of chews until first swallow, total number of chews, and total duration of chewing in young people. Arch Oral Biol. 2012;57:981–6.CrossrefPubMed

17.
Ohkuma T, Fujii H, Iwase M, Kikuchi Y, Ogata S, Idewaki Y, Ide H, Doi Y, Hirakawa Y, Mukai N, et al. Impact of eating rate on obesity and cardiovascular risk factors according to glucose tolerance status: the Fukuoka diabetes registry and the Hisayama study. Diabetologia. 2013;56:70–7.CrossrefPubMed

18.
Petty AJ, Melanson KJ, Greene GW. Self-reported eating rate aligns with laboratory measured eating rate but not with free-living meals. Appetite. 2013;63:36–41.CrossrefPubMed

19.
van Lee L, Feskens EJ, Meijboom S, Hooft van Huysduynen EJ, Van't Veer P, de Vries JH, Geelen A. Evaluation of a screener to assess diet quality in the Netherlands. Br J Nutr. 2016;115:517–26.CrossrefPubMed

20.
Jongvolwassenen, inneming macronutriënten per eetmoment [http://​www.​rivm.​nl/​Documenten_​en_​publicaties/​Wetenschappelijk​/​Tabellen_​grafieken/​Leefstijl_​Voeding/​VCP/​Jongvolwassenen_​2003/​Jongvolwassenen_​inneming_​macronutri_​nten_​per_​eetmome].

21.
WHO: Joint FAO/WHO/UNU Expert Consultation on Energy and Protein Requirements (1981: Rome, Italy). In Technical Report Series no 724. Geneva; 1985.

22.
Blundell J, De Graaf C, Hulshof T, Jebb S, Livingstone B, Lluch A, Mela D, Salah S, Schuring E, Van Der Knaap H, Westerterp M. Appetite control: methodological aspects of the evaluation of foods. Obes Rev. 2010;11:251–70.CrossrefPubMedPubMedCentral

23.
Sluik D, Brouwer-Brolsma EM, de Vries JHM, et al. Associations of alcoholic beverage preference with cardiometabolic and lifestyle factors: the NQplus study BMJ Open. 2016;6:e010437. doi:10.​1136/​bmjopen-2015-010437.

24.
Siebelink E, Geelen A, de Vries JH. Self-reported energy intake by FFQ compared with actual energy intake to maintain body weight in 516 adults. Br J Nutr. 2011;106:274–81.CrossrefPubMed

25.
Van Strien T, Frijters JER, Bergers GPA, Defares PB: The Dutch eating behavior questionnaire (DEBQ) for assessment of restrained, emotional, and external eating behavior. Int J Eating Disorders. 1986;5:295–15.

26.
Chinapaw MJM, Slootmaker SM, Schuit AJ, van Zuidam M, van Mechelen W. Reliability and validity of the activity questionnaire for adults and adolescents (AQuAA). BMC Med Res Methodol. 2009;9:58.CrossrefPubMedPubMedCentral

27.
Wendel-Vos GC, Schuit AJ, Saris WH, Kromhout D. Reproducibility and relative validity of the short questionnaire to assess health-enhancing physical activity. J Clin Epidemiol. 2003;56:1163–9.CrossrefPubMed

28.
Altman DG. Practical statistics for medical research. 1st ed. London; New York: Chapman and Hall; 1991.

29.
Deurenberg P, Weststrate JA, Seidell JC. Body mass index as a measure of body fatness: age- and sex-specific prediction formulas. Br J Nutr. 1991;65:105–14.CrossrefPubMed

30.
van den Boer JH, Mars M. Modeling of eating style and its effect on intake. Appetite. 2015;86:25–30.CrossrefPubMed

31.
Johansson L, Solvoll K, Bjorneboe GE, Drevon CA. Under- and overreporting of energy intake related to weight status and lifestyle in a nationwide sample. Am J Clin Nutr. 1998;68:266–74.PubMed

32.
de Graaf C. Texture and satiation: the role of oro-sensory exposure time. Physiol Behav. 2012;107:496–501.CrossrefPubMed

33.
Wijlens AG, Erkner A, Alexander E, Mars M, Smeets PA, de Graaf C. Effects of oral and gastric stimulation on appetite and energy intake. Obesity (Silver Spring). 2012;20:2226–32.Crossref

34.
Bolhuis DP, Lakemond CMM, de Wijk RA, Luning PA, de Graaf C. Both a higher number of sips and a longer oral transit time reduce ad libitum intake. Food Qual Prefer. 2014;32:234–40.Crossref

35.
Spetter MS, Mars M, Viergever MA, de Graaf C, Smeets PA. Taste matters - effects of bypassing oral stimulation on hormone and appetite responses. Physiol Behav. 2014;137:9–17.CrossrefPubMed

36.
Zijlstra N, de Wijk RA, Mars M, Stafleu A, de Graaf C. Effect of bite size and oral processing time of a semisolid food on satiation. Am J Clin Nutr. 2009;90:269–75.CrossrefPubMed

37.
Maramis C, Diou C, Ioakeimidis I, Lekka I, Dudnik G, Mars M, Maglaveras N, Bergh C, Delopoulos A: Preventing obesity and eating disorders through behavioural modifications: The SPLENDID vision. Transforming Healthcare Through Innovations in Mobile and Wireless Technologies (MOBIHEALTH), Athens, 2014 4th International Conference on Wireless Mobile Communication and Healthcare.

38.
Hermsen S, Frost JH, Robinson E, Higgs S, Mars M, Hermans RCJ: Evaluation of a Smart Fork to Decelerate Eating Rate. Journal of the Academy of Nutrition and Dietetics. 2016;116:1066-68.




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A12966_2017_580_Fig1_HTML.gif
2 Vanila custard
22 Apple
B Bread and chesse

Measured eating rate (g/min)

&‘f«-" &‘f«’ y“ﬁji

Self-reported eating rate





