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Abstract 

Mindfulness-based interventions have been adopted and demonstrated 

effectiveness in improving chronic conditions. This study assessed the 

effectiveness of a Brazilian mindfulness-based health promotion (MBHP) 

protocol, in in-person – control (IC) and intervention (II) – and online – control 

(OC) and intervention (OI) formats, on the nutritional status, eating behavior, 

and lifestyle (eating practices, level of physical activity, and self-efficacy for 

physical exercise) of primary healthcare users with chronic conditions in São 

Paulo. The study was a pilot, controlled, and randomized trial.The results 

showed that most participants were overweight or obese. The IC group had 

the lowest mean Body Mass Index, and the OI group had the highest. 

Comparing nutritional status before and after the interventions revealed 

weight loss in the IC, II, and OI groups, with no significant differences among 

them. Improvements in eating habits were observed in all groups, albeit to 

varying degrees. The IC and OI groups showed the greatest progress, while 

the II group demonstrated a reduction in inadequate practices. The 

assessment of eating behavior revealed that only uncontrolled eating 

significantly decreased in the OC group. No changes were observed in 

parameters related to physical exercise or self-efficacy. MBHP improved the 

eating behavior, self-care, and lifestyle of assessed users, with results varying 

depending on the intervention format and assessment time. 

 

Keywords: Eating-Related Behavior. Lifestyle Factors. Management of Chronic 

Conditions. Mindfulness. SUS. 

 

Resumo 

As intervenções baseadas em mindfulness vêm sendo adotadas e têm 

demonstrado efetividade na melhora das condições crônicas. Esta pesquisa 

avaliou a efetividade de um protocolo brasileiro de mindfulness para 
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promoção da saúde (MBHP), nos formatos presencial – controle (PC) e 

intervenção (PI) – e on-line – controle (OC) e intervenção (OI) –  no estado 

nutricional, comportamento alimentar e estilo de vida (práticas alimentares, 

nível de atividade física e autoeficácia para o exercício físico) de usuários da 

atenção primária à saúde com condições crônicas, na cidade de São Paulo, 

através de um estudo piloto, controlado e randomizado. Os resultados 

demonstraram que,em relação ao estado nutricional, a maioria dos 

participantes se encontrava com sobrepeso e obesidade, sendo o menor 

valor médio de IMC no grupo PC e o maior no grupo OI. Na comparação do 

estado nutricional antes e após as intervenções, observou-se perda de peso 

nos grupos PC, PI e OI, sem diferenças entre os grupos. Foram verificadas 

melhoras nas práticas alimentares em todos os grupos, de forma diferenciada 

entre eles, sendo os melhores avanços nos grupos PC e OI e redução de 

práticas inadequadas no grupo PI. Na avaliação do comportamento alimentar, 

apenas o descontrole alimentar apresentou redução significativa no grupo 

OC. Não foram verificadas mudanças nos parâmetros relacionados à prática 

e autoeficácia do exercício físico. O MBHP melhorou o comportamento 

alimentar, o autocuidado e o estilo de vida dos usuários avaliados, 

diferenciando-se a depender do formato das intervenções e do momento da 

avaliação. 

 

Palavras-chave: Comportamento Relacionado à Alimentação. Fatores de 

Estilo de Vida. Manejo de Condições Crônicas. Mindfulness. SUS. 
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INTRODUCTION 

In recent decades, the focus of healthcare and lifestyle management for people with chronic conditions 

has primarily been on controlling food intake through restrictions on certain foods and/or food groups. 

Physical exercise has also been encouraged to create a calorie deficit, promote weight loss, and manage 

these conditions. However, these strategies appear to be ineffective in the medium to long term. People may 

change their habits and lifestyle by following dietary and exercise prescriptions, but they do not address the 

behavioral issues involved in making these changes sustainable.1-3 

Eating behavior (EB) is defined4 as attitudes related to food choices and practices associated with 

sociocultural characteristics of individuals or societies involved with eating and/or food itself. It encompasses 

the subjective aspects surrounding food that extend beyond “what we eat” or “how much we eat”. It is also 

important to understand “how”, “where”, “when”, “why”, and “with whom” we eat.5-7 

In this regard, it is necessary to develop strategies that consider not only the biological aspects of eating 

but also the psychosocial, emotional, and environmental factors that influence food consumption. This is 

crucial for addressing the growing prevalence of chronic conditions and their associated healthcare service 

complications in the general population.1,8 

Innovative tools for behavioral change, such as mindfulness-based interventions (MBIs), have proven 

effective in the nutritional management of various clinical conditions, including obesity, diabetes mellitus, 

hypertension, and physical and mental illnesses such as anxiety and depression.9-12 

From the perspective of lifestyle changes for better management of chronic conditions, physical 

exercise stands out due to its numerous physical, social, and mental health benefits. Hence, although these 

benefits are well-established, some factors can hinder adherence. These factors include prescriptions based 

solely on conditioning data without considering emotional and psychological issues involved in exercising and 

restrictive, traditional, and rigid prescriptions that decrease motivation and are challenging for many people.13 

It should also be noted that spaces intended for physical exercise are not always adapted to or 

welcoming of people with chronic conditions, especially those who do not meet socially established “body 

standards”. This hinders adherence to these practices further, negatively impacting these individuals’ physical 

and mental health.14 

In this scenario, the present study aimed to assess the effectiveness of a Brazilian mindfulness-based 

health promotion (mindfulness-based health promotion - MBHP) on the EB, self-care, and lifestyle of primary 

healthcare (PHC) users with chronic conditions. 

 

METHODS 

Study design 

 This pilot study was designed to verify the feasibility and effects of a Brazilian mindfulness-based 

health promotion protocol (MBHP) on the EB, self-care, and lifestyle of Brazilian Unified Health System (In 

Portuguese, Sistema Único de Saúde - SUS) users with chronic health conditions. The study was registered 

under number RBR-107wh2sv in the Brazilian Registry of Clinical Trials (ReBEC) platform to support and justify 

the execution of a definitive randomized and controlled study. The comparative effects of two delivery 

modalities for the same intervention—in-person and online—were also assessed. 
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Participant recruitment and research field 

 Individuals of both sexes, ranging in age from 18 to 70 years, who had been diagnosed with a pre-

existing chronic condition and who were users of a PHC service in the state of São Paulo, Brazil, were 

recruited. Those who could not read or write, could not understand the assessment questionnaires, or had 

moderate to severe cognitive impairment, exacerbations, or acute complications of chronic conditions were 

excluded. Also excluded were pregnant women, individuals with serious psychopathology who were not 

receiving treatment, and individuals who were already practicing meditation at the time of the study. 

 The non-probabilistic sample included 66 individuals. After applying the eligibility criteria, 53 

individuals were selected. Of these, 45 completed the research study. The individuals were then randomly 

assigned to one of four groups (intervention and control, both in-person and online) using the random.org 

program (Figure 1). 

Figure 1.  
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              Nutritional status was assessed using Body Mass Index (BMI), according to the original technique recommended 

by Lohman et al.15 and Lipichitz16 for older adults. Classification for adults was based on the World Health Organization 

(WHO) reference standard17 and for older adults on the WHO publication and the document “Protocols of the Food and 

Nutrition Surveillance System” from the Ministry of Health.18 

 EB was analyzed using the Three Factor Eating Questionnaire (Appendix VI) – 21-item reduced version (TFEQR21), 

which was translated and validated for Brazil by Natacci & Ferreira.19 

 The lifestyle assessment analyzed dietary practices using the “How is your diet?” questionnaire from the Ministry 

of Health,20 based on the Dietary Guidelines for the Brazilian Population.21 Users’ physical activity level was assessed using 

the short version of the International Physical Activity Questionnaire (IPAQ), which was validated in Brazil by Matsudo et al.22 

To assess self-efficacy and adherence to exercise, we used the Physical Exercise Self-Efficacy Scale. This scale was 

developed by Schwarzer and Renner23 and translated and adapted into Portuguese by Martins et al.24 It analyzes an 

individual’s confidence in performing physical exercise according to different emotional states. 

 All variables were assessed at pre-intervention (T0), post-intervention (T1), and follow-up (T2 - six months after the 

intervention). 

 

Intervention 

 The research took place in two phases and two formats: an in-person intervention from October to December 

2019 with a follow-up in June 2020, and an online intervention from September to November 2020 with a follow-up in May 

2021. The groups formed were as follows: in-person intervention (IP): Users underwent a MBHP protocol25 plus 

conventional treatment guidelines (diet, encouragement to exercise, and medication use); in-person active control (IC): 

Users received health and education guidance (nutrition education, healthcare, and encouragement to exercise); online 

intervention (OI): Users underwent an online MBHP protocol plus conventional treatment guidelines (diet, exercise, and 

medication use); online active control (OC): Users received online health and education guidance (nutrition education, 

healthcare, and exercise encouragement). 

 The Brazilian mindfulness intervention protocol used in this study is an eight-week program consisting of eight 

sessions. Participants meet weekly for one and a half hours to experience mindfulness practices called MBHP. The 

program was inspired by the original model developed by Jon Kabat-Zinn,26 Mindfulness-Based Stress Reduction, and was 

created, developed, and culturally adapted by the research and outreach group “Open Mind” (Brazilian Center for 

Mindfulness and Health Promotion) for the Brazilian and Latin American population 

(https://mindfulness.unifesp.br/mindfulness/protocolos). The active control group was structured and adapted according 

to the instructions in the “Methodology for Working in Groups for Food and Nutrition Actions in Primary Care” document,27 

with the same number of meetings and activity duration. 

Excel 2010 and SPSS version 23.0 for Windows (SPSS Inc., Chicago, IL, USA) were used for statistical analysis of the 

data. Means and standard deviations were calculated for continuous variables and absolute and relative frequencies were 

calculated for categorical variables. MANOVA was used for initial and final comparisons of continuous variables, as well as 

intergroup comparisons. Pillai’s trace was used since the assumptions of multivariate normality and/or the absence of 

multivariate outliers were violated. Spearman’s correlation test was used to assess the correlation between continuous 

variables. To assess possible differences in outcome frequencies in the domains of the used questionnaires, we calculated 

the absolute risk reduction (ARR) or absolute risk increase, along with their respective 95% Confidence Intervals. Then, we 

assessed the number needed to treat (NNT) or the number needed to harm. The significance level was set at 5% (p<0.05) 

for all tests. 
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This study was approved by the Universidade Federal de São Paulo Research Ethics Committee according to Certificate 

of Presentation for Ethical Consideration 27889219.0.0000.5505 and Final Opinion 4230619. The study was conducted in 

accordance with the Consolidated Standards of Reporting Trials recommendations for randomized pilot and feasibility 

trials prior to a definitive randomized controlled trial and was registered in ReBEC under the number RBR-107wh2sv. 

 

RESULTS 

A total of 53 people participated in this study and were distributed among the following groups:II (n=14); 

IC (n=9); OI (n=17); OC (n=13).The mean age was 45.91±14.37, 52.50±14.60, 49.57±13.00, and 51.25±11.75, 

respectively. Most were female (42; 93.3%), retired (12; 26.7%), and/or unemployed (16; 35.5%). Most 

identified as white (25; 55.5%), had a high school degree (17; 37.7%), and had a higher education degree (15; 

33.3%). The groups were homogeneous, as can be seen in Table 1. 

 

Table 1. Descriptive analysis of the characteristics of primary healthcare users in the state of São Paulo affected by 

chronic conditions, with or without mindfulness-based interventions. São Paulo-2020-2021. 

 

Variable 
Group 

P-valuea 
IC II OC OI 

Participants 8 11 12 14  

      

Age (mean±SD) 52.50±14.60 45.91±14.37 51.25±11.75 49.57±13.00 0.71 

      

Sex (M:F) 0:8 1:10 2:10 0:14 0.33 

      

BMI(mean±SD) 27.22±6.34 30.03±6.25 30.20±9.07 31.33±7.80 0.68 

      

BMI category n (%)b     0.64 

Low weight      

Eutrophic 5 (62.5) 3 (27.3) 3 (25.0) 3 (21.4)  

Overweight 1 (12.5) 3 (27.3) 5 (41.7) 4 (28.6)  

Grade I obese  3 (27.3) 2 (16.7) 5 (35.7)  

Grade II obese 2 (25.0) 3 (27.3) 1 (8.3) 1 (7.1)  

Grade III obese   1 (8.3) 1 (7.1)  

Color/race n (%)     0.61 

White 5 (62.5) 6 (54.5) 8 (66.7) 6 (42.9)  

Black 1 (12.5) 1 (9.1) 2 (16.7) 3 (21.4)  

Yellow 1 (12.5) 2 (18.2)    

Brown 1 (12.5) 2 (18.2) 2 (16.7) 5 (35.7)  

Indigenous      

Marital status n (%)     0.69 

Single  2 (18.2) 1 (8.3) 5 (35.7)  

Married/common-law marriage 6 (75.0) 5 (45.5) 8 (66.7) 6 (42.9)  

Separated/divorced 2 (25.0) 4 (36.4) 2 (16.7) 2 (14.3)  

Widow   1 (8.3) 1 (7.14)  

IC - in-person control; II - in-person intervention; OC - online control; OI - online intervention; SD - standard deviation; aP-

value was calculated using analysis of variance (ANOVA). M:F - male: female; Kg - kilograms; M - meters; bSource: World 

Health Organization (2000). Obesity: preventing and managing the global epidemic. Geneva: WHO. 
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Regarding nutritional status, the mean BMI ranged from overweight to obesity. The lowest mean BMI was in the IC 

group (27.22±6.34), and the highest was in the OI group (31.33±7.80). The largest number of participants in the eutrophic 

category were in the IC group (Table 1). 

Table 2 shows that the mean BMI decreased in the IC (=-1.72), II (=-1.83), and OI (=-0.35) groups when comparing 

the nutritional status classification according to BMI before and after the interventions. In other words, participants in these 

groups lost weight progressively over time (p=0.016). This decrease in BMI was more pronounced in the II group. However, 

no difference between the groups was confirmed in multivariate descriptive analysis (p=0.068). 

 

Table 2. Descriptive, univariate and multivariate analysis of BMI in primary healthcare users with chronic conditions, 

with or without mindfulness-based interventions. São Paulo-2020-2021. 

 

Variable 

Descriptive Univariate 

IC (n=7) II (n=8) OC (n=12) OI (n=11) Time effect Time*group effect 

Mean±SD Mean±SD Mean±SD Mean±SD F 
P-

value 

Partial 

Eta2 
F 

P-

value 
Partial Eta2 

BMI    

T0 27.54±6.77 28.36±5.58 30.20±9.07 31.55±8.85 

5.323 0.010 0.135 2.542 0.035 0.183 T1 27.15±6.87 28.26±5.56 30.12±9.18 31.88±9.16 

T2 25.82±5.58 26.53±4.76 30.71±10.29 31.20±8.74 

Δ -1.72 -1.83 0.51 -0.35       

Multivariatea 

MANOVA (time) Pillai’s trace=0.222. F=4.709.p=0.016 

 

MANOVA (time*group) Pillai’s trace=0.309. F=2.069.p=0.068 

IC - in-person control; II - in-person intervention; OC - online control; OI - online intervention; Δ Difference between the 

means of T0and T2. BMI -  

Body Mass Index; aPillai’s trace was used because the assumption of multivariate normality and/or the absence of 

multivariate outliers was violated. 
 

The NNT analysis verified that the best outcome for BMI reduction in the in-person format was for 

mindfulness II (NNT=4). In other words, one out of every four participants in the MBHP II group benefited, 

with an ARR of 30.36% and an adverse outcome rate of 12.5%. 

In NNT assessment, based on the impact of the interventions on online groups, there was a reduction 

in BMI (NNT=3) in the OI group. However, the OI group had higher adverse outcomes (27.27%) and a higher 

ARR (39.39%) than the in-person groups, although the NNT was lower. 

In relation to lifestyle and diet-related issues, Table 3 shows that users’ dietary practices improved over 

time in all groups. However, there were differences between groups and their respective classifications based 

on the instrument used and the Dietary Guidelines for the Brazilian Population. The groups that showed the 

greatest progress were IC and OI, with increases of 32.1% and 29.8%, respectively, in excellent dietary 

practices, and a 33% reduction in inadequate dietary practices in the II group. However, no difference was 

found among the assessed groups. 

 

Table 3. Descriptive analysis of the dietary practices of primary healthcare users with chronic conditions, whether or not 

they have undergone mindfulness-based interventions. São Paulo-2020-2021 
 

 

Variable 
Group 

P-value a 
IC II OC OI 

Number of participants      

T0 8 11 12 14  

T1 7 8 12 14  

T2 7 8 12 11  
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Table 3. Descriptive analysis of the dietary practices of primary healthcare users with chronic conditions, whether or not 

they have undergone mindfulness-based interventions. São Paulo-2020-2021.(Continues) 
 

 

Variable 
Group 

P-value a 
IC II OC OI 

Number of participants      

T0     0.203 

Up to 31 points 3 (37.5) 5 (45.5) 1 (8.3) 2 (14.3)  

Between 31 and 41 points 3 (37.5) 1 (9.1) 3 (25.0) 6 (42.9)  

Above 41 points 2 (25.0) 5 (45.5) 8 (66.7) 6 (42.9)  

      

T1     0.713 

Up to 31 points 2 (28.6) 1 (12.5) 1 (8.3) 2 (14.3)  

Between 31 and 41 points 1 (14.3) 3 (37.5) 2 (16.7) 4 (28.6)  

Above 41 points 4 (57.1) 4 (50.0) 9 (75.0) 8 (57.1)  

      

T2     0.590 

Up to 31 points 1 (14.3) 1 (12.5) 1 (8.3) 0  

Between 31 and 41 points 2 (28.6) 3 (37.5) 2 (16.7) 3 (27.3)  

Above 41 points 4 (57.1) 4 (50.0) 9 (75.0) 8 (72.7)  

      

Δ (%) between T0and T2      

Up to 31 points -23.2 -33.0 0 -14.3  

Between 31 and 41 points -8.9 28.4 8.3 -15.6  

Above 41 points 32.1 -4.5 8.3 29.8  

IC - in-person control; II - in-person intervention; OC - online control; OI - online intervention; SD - standard deviation; aP-

value was calculated using analysis of variance (ANOVA). 

 

In assessing dysfunctional EBs among users (analysis of online groups), a decrease was observed in 

scores related to emotional eating (=-5.91) and uncontrolled eating (=-6.02) in the OC group. Additionally, 

an increase in cognitive restriction was observed in both the OC and OI groups, with a more pronounced 

increase in the OI group (=4.17).Although changes in the assessed behaviors were observed, multivariate 

analysis showed that only uncontrolled eating significantly decreased between T0 and T2 in the OC group 

(p=0.015) (Table 4). An NNT of 5 was also observed for cognitive restriction behavior in the OC group, though 

it had a high rate of adverse outcomes (60%). 

 

Table 4. Descriptive, univariate and multivariate analysis of dysfunctional eating behavior in primary healthcare users 

with chronic conditions, with or without mindfulness-based interventions. São Paulo-2020-2021. 
 

Variable 

Descriptive Univariate 

OC (n=12) OI (n=9) Time effect Time*group effect 

Mean±SD Mean±SD F P-value Partial Eta2 F P-value Partial Eta2 

TFEQ-R21    

Cognitive restraint         

T0 63.54±13.19 61.57±12.29 

1.634 0.212 0.079 0.114 0.869 0.006 T1 68.40±7.21 66.20±12.58 

T2 65.63±9.59 65.74±17.40 

Δ 2.09 4.17       

Emotional eating         

T0 56.60±21.87 49.07±15.14 

0.327 0.637 0.017 0.577 0.502 0.029 T1 52.08±18.76 48.61±16.80 

T2 50.69±19.77 50.46±20.88 

Δ -5.91 1.39       

Uncontrolled eating         

T0 49.54±15.84 47.84±13.73 

0.399 0.638 0.021 5.247 0.015 0.216 T1 50.00±14.01 44.44±14.57 

T2 43.52±15.28 50.62±16.65 

Δ -6.02 2.78       
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Table 4. Descriptive, univariate and multivariate analysis of dysfunctional eating behavior in primary healthcare users 

with chronic conditions, with or without mindfulness-based interventions. São Paulo-2020-2021. (Continues) 
 

Variable 

Descriptive Univariate 

OC (n=12) OI (n=9) Time effect Time*group effect 

Mean±SD Mean±SD F P-value Partial Eta2 F P-value Partial Eta2 

TFEQ-R21    

Cognitive restraint         

Multivariatea 

MANOVA (time) Pillai’s trace=0.366. F=1.347.p=0.301 

MANOVA (group) Pillai’s trace=0.044. F=0.259.p=0.854 

MANOVA (time*group) Pillai’s trace=0.528. F=2.610.p=0.065 

OC - online control; OI - online intervention; Δ Difference between the means of T0and T2. aPillai’s trace was used 

because the assumption of multivariate normality and/or the absence of multivariate outliers was violated. 

 

Using the IPAQ to analyze exercise in terms of increase and frequency, an increase in scores was observed in the 

IC group (=1.00) in the time comparison (p=0.002). However, there was no difference in the time-group analysis for any 

of the groups(p=0.176) 

 

Table 5. Descriptive. univariate, and multivariate analysis of IPAQ and PESES scores of primary healthcare users with 

chronic conditions, with or without mindfulness-based interventions. São Paulo-2020-2021. 
 

Variable 

Descriptive Univariate 

IC (n=7) II (n=8) OC (n=12) OI (n=11) Time effect Time*group effect 

Mean±SD Mean±SD Mean±SD Mean±SD F 
P-

value 
PartialEta2 F 

P-

value 

Partial 

Eta2 

IPAQ    

Score           

T0 2.14±0.90 2.88±0.99 2.83±0.83 2.45±1.13 

4.976 0.001 0.1997 1.567 0.171 0.121 T1 2.00±0.58 1.88±1.13 2.75±1.14 2.18±1.25 

T2 3.14±1.07 2.88±1.13 2.83±1.19 2.91±1.22 

Δ 1.00 0.00 0.00 0.46       

Multivariatea 

MANOVA (time) Pillai’s trace=0.310. F=7.410.p=0.002 

 

MANOVA (time*group) Pillai’s trace=0.240. F=1.549.p=0.176 

PESES  

Score           

T0 12.14±5.64 10.43±3.91 11.83±2.79 12.44±4.69 1.396 0.255 0.043 1.123 0.359 0.098 

T1 13.00±4.08 13.43±4.79 11.75±3.67 13.00±3.91       

T2 10.00±4.58 11.29±3.68 13.00±4.07 12.44±3.40       

Δ -2.14 -0.86 1.17 0.00       

Multivariatea MANOVA (time) Pillai’s trace=0.084. F=1.369.p=0.270 

  

 MANOVA (time*group) Pillai’s trace=0.199. F=1.140.p=0.350 

The InternationalPhysicalActivityQuestionnaire- IPAQ;PhysicalExercise Self-EfficacyScale – PESES;IC - in-person 

control; II - in-person intervention; OC - online control; OI - online intervention; Δ Difference between the means of 

T0and T2. aPillai’s trace was used because the assumption of multivariate normality and/or the absence of multivariate 

outliers was violated. 

The analysis of self-efficacy for physical exercise revealed that although the in-person groups (IC and II) 

showed an increase in scores after the intervention, this trend did not continue during the follow-up period. 

In fact, scores decreased in the final assessment. A greater increase in self-efficacy was observed at the end 

of the study for the OC group compared to the other groups. However, there were no significant differences 

between time points (p=0.255) or between groups (p=0.359) regarding this parameter, as seen in Table 5. 
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DISCUSSION 

This study found that the MBHP program had a positive impact on EB, self-care, and lifestyle change 

parameters across different groups and assessment times, albeit differentiated. However, it did not affect 

physical exercise or self-efficacy. 

It is well-known that MBIs are not intended to promote weight loss. This finding has not always been 

verified in studies using this approach with overweight and obese individuals. However, it is likely that this 

result demonstrates an indirect relationship between mindfulness practices and body weight effects, as 

evidenced in some studies. In other words, these practices can promote mindful eating, which involves paying 

attention to physiological cues related to hunger, satiety, and satisfaction. They can also help individuals 

identify external and internal triggers for disordered eating, including emotional ones. This positively impacts 

EB and food choices, as verified in the present study. In turn, this can impact changes in body weight.7,28 

This study observed that individuals in groups that received MBIs, either in-person or online, showed 

greater reductions in body weight, as identified by participants’ BMI. 

The aforementioned associations have already been investigated and sometimes confirmed in national 

and international studies. One such study was conducted by Salvo et al.9 It aimed to verify and compare the 

effectiveness of a mindful eating program (MB-EAT), the MBHP protocol (studied in the present research), 

and a control group (waiting list) on psychological, biochemical, EB, and anthropometric data in overweight 

and obese women receiving PHC in the municipality of São Paulo. The aforementioned study did not observe 

significant weight loss in any of the groups. However, the mindful eating protocol showed a favorable trend 

in weight measurements at the post-intervention and three-month stages, confirmed for women who 

participated in all stages of the study. 

International studies, such as those by Hanson et al.29 and Daubenmier et al.,30 which used MBIs in 

obese individuals, showed significant weight loss compared to the pre-intervention period after six, 12, and 

18 months, respectively. The authors state that changes in EB resulting from mindfulness practices are the 

main drivers of the observed weight and metabolic changes. 

It is also worth noting that the 2022 Position Statement on the Nutritional Treatment of Overweight and 

Obesity, published by the Brazilian Association for the Study of Obesity and Metabolic Syndrome, 

recommends MBI-focused mindful eating as an effective behavioral treatment strategy for obesity.31 

Concerning the investigated users’ dietary practices, relevant findings were verified. This study identified 

improvement in food choices across all groups. Notably, although no differences were found among groups, 

those who received the mindfulness intervention in person or online showed significant changes. 

It is also worth noting that this research was conducted with individuals who have chronic conditions. 

Additionally, the Dietary Guidelines for the Brazilian Population is an official document from the Brazilian 

Ministry of Health that has been recommended for use in dietary practices by the general population, 

including individuals with chronic diseases such as diabetes mellitus.21 

In an experimental study comparing the effects of MBIs associated with cooking workshops and dietary 

prescriptions on the level of dispositional mindfulness and macronutrient intake of adults with type 1 

diabetes, Reis et al.12 found a reduction in the intake of these nutrients, especially carbohydrates, that 

remained within recommended standards. 

This research also verified the hypothesis that MBIs can impact EB and food choices, and how these 

changes affect weight loss. The results presented above indicate that all online groups experienced a 
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reduction in dysfunctional EBs (eating in response to emotions and loss of control over eating) and an 

increase in cognitive restraint, particularly in the MBI group. These findings suggest that the reduction in body 

weight observed in this group (OI) was influenced by changes in body composition. Decreased impulsivity, 

improved emotion management, and enhanced skills such as “mindful and intuitive eating” are behavioral 

modifications that foster a healthier relationship with eating and the body. These modifications have been 

confirmed in several studies that employed mindfulness with individuals of various weight statuses.9,32,33 

This study did not find any significant changes in parameters related to physical exercise practice and 

self-efficacy. These findings were likely influenced by the period during which much of the research took 

place: the time of the COVID-19 pandemic. During the pandemic, urgent measures were adopted in social 

and health public policies, including social isolation and quarantine. Thus, social interactions were restricted 

to reduce transmission of the SARS-CoV-2 virus. Thus, physical activity and exercise were limited or avoided 

to minimize contamination among individuals.34,35 

Probably, the positive effects of the interventions on physical exercise and self-efficacy could not be 

verified or sustained in the short or medium term (follow-up) due to health concerns that were then a priority. 

However, some studies have shown that mindfulness is positively related to these aspects.36,37 

Despite the importance and originality of this study’s results, its limitations are evident. For instance, 

the number of individuals analyzed did not represent the population of São Paulo affected by chronic 

conditions. Additionally, the period during which the study was conducted was marked by a global pandemic 

that impacted societies’ lifestyles and health. 

However, given the scarcity of intervention studies using mindfulness protocols, particularly in PHC, 

which is the gateway to the SUS, the importance of this research is clear. 

 

CONCLUSION 

 This research confirmed the positive effects of a Brazilian mindfulness-based health promotion 

(MBHP) on the EB, nutritional status, and lifestyle of chronic condition patients in PHC in São Paulo. These 

effects varied depending on the intervention format and assessment time. 

 This study’s initial hypotheses were partially confirmed, opening up the possibility of conducting a 

larger study to prove the effectiveness and benefits of mindfulness in both intervention formats. Such a study 

could improve the self-care, lifestyle, and health of people with chronic conditions treated by the SUS. 
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