
COMMENTARY
Food Addiction: Clinical Reality or Mythology

In the last 5 years, there has been an astonishing interest in
the notion of food “addiction.”Medline has seen a sevenfold
increase in the number of papers indexed by the term “food
addiction” since 2008.1 The ideology of food addiction
posits that foods that are eaten frequently become sub-
stances of abuse and could cause health problems for the
consumer if the affected individual suddenly discontinued
the food in question. This “withdrawal” is often described
as the resulting “hangover,” and craving is equated with a
reaction that could only be mitigated by eating a further
portion of the “addictive food.”

The persistence and escalating intensity of the public
debate about the potentially addictive quality of sugar may
be one of the most remarkable social phenomena of the new
millennium. Authoritative headlines proclaim the “Perils of
Sugar” from the covers of health and fitness magazines (for
example, Muscle & Performance2; or “Junk Food Masks
Reveal The Nightmarish Depths Of Sugar Addiction,”3

from sites such as The Huffington Post.
Consumers are warned that the food industry offers them

“a seemingly endless supply of sugar grenades that provide
mega shots of sweeteners.”2 It is also asserted, in the same
article, that “just as morphine or cocaine addicts need extra
hits in order to feel an effect,” a typical consumer can begin
to “crave” more sugar to feel satisfied. The equation of sugar
“addiction” with drug or medication dependence and
addiction now runs throughout both popular and general
medical literature alike,4 especially because neural reward
pathways “light up” with the various research imaging
modalities that demonstrate activation with sex, drugs, rock-
and-roll, and a good workout.5

According to the American Society of Addiction Medi-
cine,6 addiction is a highly complex primary, chronic dis-
ease of brain reward, motivation, memory, and related
circuitry. Dysfunction in associated neurochemistry leads to
characteristic biological, genetic, psychological, social, and
spiritual manifestations. It is pointed out that differences in
addiction and intoxication, and the interaction between
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neuropeptides and other hormonal axes with dopamine and
opioid activity, are very challenging biopsychosocial
processes.

The fact of physiologically violent withdrawal syn-
dromes in response to the abrupt discontinuation of certain
drugs of abuse and dependence both phenomenologically
and neurobiologically differentiate behaviors such as a
craving for sweets or training for bicycle racing from, for
example, opioid addiction.

Consider opiate dependence. Redmond and Krystal7

reviewed the medical conception of the opiate withdrawal
syndrome as it relates to the sudden abstinence from opiates.
They reviewed the clinical data that describe withdrawal
varying with specific agent, dose, and duration of exposure.
They described a syndrome that includes hot and cold
flashes, piloerection, diaphoresis, febrile illness, myalgia,
arthralgia, severe colic, nausea, sometimes-severe emesis,
diarrhea, lacrimation, rhinorrhea, anxiety and restlessness,
dysphoria, insomnia, tachypnea, tachycardia, and hyper-
tension. Kosten and O’Connor8 point out that initial
symptoms of [opiate] withdrawal are similar for those who
have become addicted to alcohol, sedatives, and stimulants.

Because of the broad phenomenon of receptor desensi-
tization or “tolerance” at the receptor level, most addicts
fairly rapidly reach a point where they become slaves to
acquiring and consuming the substance to which they are
addicted, NOT to “get high,” but to avoid withdrawal,
which is beyond aversive for most, and which renders
the addict incapable of functioning. The Public Policy
Statement of the American Society of Addiction Medicine6

states:

Persons with addiction compulsively use even though it may
not make them feel good, in some cases long after the
pursuit of “rewards” is not actually pleasurable. Although
people from any culture may choose to “get high” from
one or another activity, it is important to appreciate that
addiction is not solely a function of choice. Simply put,
addiction is not a desired condition.6

Longstanding clinical wisdom describing the emergence
of life-threatening complications during withdrawal defines
and declares the distinctly serious nature of withdrawal.
Consider delirium tremens in alcohol withdrawal; cardiac
instability, and suicidal ideation or psychosis in patients
withdrawing from stimulants; exquisitely painful myalgias,
colicky pain, and watery explosive diarrhea in opioid
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withdrawal. Any individual who is debilitated, volume
depleted, or suffering with comorbid conditions such as
cardiac disease or diabetes may experience life-threatening
complications in the first 72 hours of withdrawal, and the
risk may persist for up to 14 days.

Clearly, even the most abrupt abstinence from habitual or
excessive intake of sweet foods or repetitive behavior that
may represent the popular conception of addiction does not
meet the withdrawal criteria for true substance-driven
addiction as articulated in the present model. Herein lies
the major weakness of pencil-and-paper psychometric
instruments such as the Yale Food Addiction Scale (YFAS)
questionnaire.9

The most significant threat to validity with survey
instruments like the YFAS is that they rely on subject self-
report and self-assessment of items that require endorsement
or rejection of phenomena such as “withdrawal,” which is
likely to be subjectively misunderstood. Ziauddeen and
Fletcher10 characterize a limitation of the YFAS in that it
dichotomizes complex and subjective symptoms such as
anxiety, agitation, and withdrawal.

Even in the face of excess consumption and over
prolonged periods, dietary nutrient cessation simply does
not appear to produce the same kind of overt or cellular
pathology as prolonged administration of agents that are
truly addictive. The syndrome of withdrawal that is recog-
nized upon discontinuation of a substance that induces
dependence is not seen in any valid or reliable investigation
of acute abstinence from a macronutrient, or for that matter
from the discontinuation of any habit or serially occurring
behavior that results in pleasure, reward, or arousal.

The American Society of Addiction Medicine Public
Policy Statement6 repeatedly emphasizes that the diagnosis of
addiction requires a comprehensive biological, psychological,
social, and spiritual assessment by trained and certified pro-
fessionals. The American Psychiatric Association, in the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV),11 utilizes, in our view, a problematically broad
definition of addiction (termed “substance dependence”) as a
maladaptive pattern of substance use leading to significant
impairment or distress as manifested by only 3 or more of any
of 11 criteria occurring in a 12-month period.

In further effort to simplify the challenging distinctions
among craving, abuse, dependence, and addictive behaviors
and substances, the DSM-V12 created a continuum from mild
to severe, which seemed to obfuscate rather than simplify
distinctions among pleasurable compulsions, craving, abuse,
dependence, and addictive behaviors and substances. In what
appears a final effort to respond to the fusion and confusion
of substance-based and non-substance-related addictive
disorders as described in DSM-V,12 Hebebrand et al13

proposed the term “eating addiction” in an effort to distin-
guish certain behavioral patterns rather than imply specific
neurophysiologic correlates of drug addiction.
The problems and weaknesses of discussion to date
may be captured best by Ziauddeen & Fletcher,10 who
conclude that the perspective of any food addiction is “not
sustainable” in neurobiologic terms. Their 2012 article with
Farooqi14 presents matrices that demonstrate that proposed
phenomenology of food addiction does not meet severity
and impairment thresholds for substance dependence.
Moreover, they present detailed summary data of the func-
tional neuroimaging literature that fails to support any single
analytically illuminating view of overeating, much less food
addiction.
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