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While not officially recognized as a clinical diagnosis, ultra-processed food
addiction (UPFA) is an increasingly observed phenomenon that frequently co-
occurs with eating disorders (EDs). Yet, treatment remains both understudied and
controversial. Many challenges exist when treating patients with comorbid UPFA/
ED, particularly in the context of the polarizing debate between abstinence-
based and moderation-based approaches to nutrition intervention. We present
three vignettes illustrating diverse trajectories of recovery when an abstinence-
based approach is explored by a patient presenting with ED symptoms.
Ultimately, some patients will recover with abstinence, while others may be
harmed and fare better with a moderation-based approach. This dichotomy
appears difficult for many patients and clinicians to navigate, particularly since
integrative middle-ground approaches remain less characterized. Patients
deserve individualized treatment plans from open-minded, experienced
clinicians who can comprehensively assess genetic vulnerability; upbringing;
and current neurobiological, psychological, and social/cultural presentation.
We argue for a nuanced, multidisciplinary approach that may combine
elements of both abstinence and moderation, tailored to the patient’s specific
needs, emphasizing the importance of cross-disciplinary collaboration. More
research is needed to develop evidence-based, patient-centered treatment
options for UPFA in the context of other food- and body-related pathology.

KEYWORDS

eating disorder (ED), ultra processed food addiction, abstinence based treatment,
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Introduction

In recent years, clinicians and researchers have posited that treatment approaches for
individuals with certain types of eating disorders (EDs) should recognize that ultra-
processed food addiction (UPFA) is a valid phenomenon and that abstaining from
certain foods and behaviors may be helpful and necessary for some to achieve recovery
(1, 2). Within the field of ED treatment, however, the construct of UPFA remains
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controversial, as many assert that addiction-like eating is merely a
relic of restrained eating (3, 4). Despite the growing body of
research over the last two decades, gaps remain, and UPFA has
not been formally recognized as a clinical condition by the World
Health Organization or the American Psychiatric Association.

Between 2010 and 2018, significant scholarly debate transpired
in the published literature, with some arguing that UPFA or food
addiction is a valid and helpful construct (5-8), with others
questioning its validity and utility (9-12). Data that challenges
UPFA suggest that people living at a body weight less than 10%
below their highest adult weight and people with disordered eating
behaviors manifest significant attentional bias toward high-calorie
food cues and other cognitive and hormonal adaptations that may
be underlying addictive-like eating (13-15). Thus, it became
generally accepted in the ED field that addiction-like eating
symptoms are best conceptualized as the results of weight
suppression and dietary restraint and are not the manifestation of
a substance use disorder (SUD).

Over the past seven years, scholarly articles have largely stopped
challenging the existence of UPFA, and articles describing the
construct continue to be published at a rate now exceeding 350
papers annually (16-18). Meanwhile, there is a noticeable paucity of
randomized controlled trials and meta-analyses. Increasing
scientific attention may reflect the noted utility of the framework,
sociocultural trends, commercial momentum toward treatment,
and/or the clinical and scientific interest in understanding
aberrant eating patterns not adequately accounted for by
traditional ED models. Recently, a global coalition of doctors,
clinicians, and scientists (not randomly selected) united to engage
in a year-long Delphi process to distill and then formally articulate a
consensus, agreed upon by 37 out of the 40 participants (19). Their
conclusions include the following: that sufficient research suggests
that UPFA exists, that UPFA is the best name for the condition, that
it can occur with or without a comorbid ED, that it should be listed
in the ICD-11 as an SUD, and its symptoms are not fully accounted
for by the current ED or obesity categories (19).

Many patients do present with comorbid UPFA and ED, and
while the literature describing clinical support for overlapping EDs/
UPFAs is notably sparse, this perspective piece calls for more cross-
disciplinary collaboration to move the field forward.

The neurobiological evidence that ultra-processed foods (e.g.,
cookies, chips) impact both the mind and the brain similarly to
drugs of misuse is substantial. Ultra-processed foods trigger similar
dopamine (20-24), opioid (23-25), endocannabinoid (26, 27), and
serotonin (28, 29) neurotransmitter downregulation (30), have
similar patterns of cue reactivity in the brain (31-34), and are
associated with cognitive impairments similar to those found with
other misused substances (35). While ultra-processing appears to be
the primary factor impacting which foods may confer addiction
risk, some minimally processed foods high in fat and sodium, such
as cheese, nuts, and bacon, also rank relatively high in addiction
susceptibility (36). Meanwhile, there is not consensus on the precise
addictive agent in food that drives the hedonic eating response,
because it is generally a combination of refined carbohydrates,
refined fats/oils, and added sodium. While the evidence for sugar
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addiction is substantial (37-43) and overall patterns suggest that
ultra-processed foods drive addiction more so than minimally
processed foods (36), more research is needed to determine the
boundaries and scope of the addictive substances in the food supply.
Without this clarity, some argue that an operational definition of
UPFA as an SUD remains elusive. However, similar to SUD,
susceptible individuals tend to develop dysfunctional relationships
to the substances most frequently used to self-medicate
unresolved distress.

Some authors have argued that UPFA is a misnomer and
“eating addiction” is the better descriptor due to limited evidence
for addiction to any of the three macronutrients (carbohydrates,
protein, fat) (44). Others have shown that susceptible individuals
describe loss of control over ultra-processed foods (e.g., ice cream,
pizza) that represent hyperpalatable combinations of refined
macronutrients plus processed culinary ingredients (e.g., sugar,
salt), but not over minimally processed foods (e.g., legumes,
vegetables) (36). We agree with the recent international consensus
statement (19) and argue that the underlying issue is best
conceptualized as substance-related rather than a generalized
addiction to the process/behavior of eating, although both
can present.

While both UPFA and ED typically involve common
manifestations of disordered eating (e.g., loss of control, efforts to
control), it is the characterization of UPFA as an SUD that
distinguishes the conditions. Specific behaviors of binge eating,
food restriction, and/or purging are hallmarks of ED, yet UPFA can
(and often does) exist without any of those behaviors presenting.
Thus, UPFA is operationalized by the same DSM-5 symptoms as
other substance-related disorders, for example, using more than
intended, experiencing cravings, a persistent desire to cut back but
repeated failed attempts to do so, and continued use despite
negative consequences (45, 46).

The most noteworthy gap in the literature concerns UPFA
treatment (47), although studies and scholarship exist (48-50).
Despite this gap, treatment options have been around for decades,
including inpatient treatment (51, 52), online and in-person
intensive programs for people with UPFA (with or without ED)
(53), online and in-person peer-support and self-help (i.e., 12-Step)
programs (54), as well as abstinence-based food addiction treatment
for weight management with ED support (55, 56). A training
program based on guidelines from the American Society for
Addiction Medicine graduates clinicians to become Certified Food
Addiction Professionals in Europe and the United States (57).

ED clinicians who recognize addiction-like eating in some of their
patients may choose to assess whether UPFA is present and, if clinically
appropriate, offer individualized treatment approaches (58). But what is
meant by “abstinence” when it comes to food? Humans must eat to
stay alive, but we do not need ultra-processed foods to live. Do some
people fare better in recovery by strategically removing specific
triggering foods? Unfortunately, in the contemporary food
environment inundated with accessible and affordable ultra-
processed foods, socially advantaged individuals tend to have more
resources to explore this path. Treatment options that favor advantaged
groups run the risk of widening health disparities. Thus, targeted
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research is needed to identify the feasibility of abstinence-based
interventions among vulnerable populations.

In the context of UPFA, “abstinence” can be individualized but
typically refers to either refraining from eating specific foods or
ingredients (e.g., refined sugar, flour, alcohol, ultra-processed foods,
and/or “personal binge foods”), analogous to abstaining from alcohol,
caffeine, or opiates to recover from a SUD (36, 59); and/or refraining
from behaviors like snacking, grazing, or overeating (e.g., eating only at
mealtimes, weighing and measuring portions) to treat the “process
addiction” related to food consumption (44, 60, 61).

An abstinence-based approach to UPFA has been proposed in
the scientific literature (16, 48), and a few preliminary studies have
tested its efficacy, suggesting positive results (62-64). A weight
neutral harm reduction approach to addictive eating demonstrated
improvements in disordered eating behaviors with no signs of
adverse changes (65). More aggressive interventions have
implemented a ketogenic version of an abstinence-based food
plan. There is a biological rationale for the use of a ketogenic diet
in treating psychiatric conditions in general, and, surprisingly to
some, case reports of remission from anorexia nervosa have been
reported (66). Other studies examining the results of abstinence
from refined sugar, flour, and ultra-processed foods with a balanced
macronutrient diet have been published in the context of weight
management (55, 56, 67).

12-Step programs have historically formed the foundation for
many abstinence-based frameworks for recovery from various
addictions, spawning many programs related to food (55, 68).
Most of them advocate for some form of an abstinence-based
approach to treating food issues. Still, little research exists
examining the effectiveness of these programs, as they are
designed to be anonymous and non-clinical (69, 70). Abstinence-
based approaches to other SUDs, including detoxification
programs, outpatient programs, residential rehabilitation
programs, 12-Step programs, and therapeutic communities, have
been extensively studied, including in comparison to harm-
reduction approaches (69-75). For SUD, complete abstinence has
been found more effective than conditional abstinence or harm
reduction (70, 75) but is not always feasible. Long-term abstinence
from ultra-processed foods has never been documented, but
thousands of clinical anecdotes exist. Some have suggested that
abstinence-based approaches could appeal to those with restrictive
EDs or even confer risk for the development of restrictive EDs, such
as anorexia nervosa (76). In the ED treatment field, many assume
UPFA recovery to be synonymous with 12-Step, since they have a
rich history and form the foundation of some clinical philosophies.
However, much like SUD recovery, approaches to recovery have
expanded beyond 12-Step models to capture a broader range of
clinical presentations (76).

The alternative to abstinence-based treatment is moderation or
harm reduction. This approach generally encourages “all foods fit”
(1) and eschews food rules, limitations, or restrictions. Since many
patients with EDs have developed a host of food rules that scaffold
their disordered eating, it makes sense that a psychologically-based
treatment modality would aim to dismantle or reduce over-
adherence to food rules. One criticism is that many ED clinics
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and treatment professionals ignore the construct of UPFA because
its implications do not fit well into this paradigm. Individualizing
nutritional treatment can be challenging in a milieu and for a food
service operation.

When it comes to the nutritional management of disordered
eating, the abstinence vs. moderation approach has a history of
conflict (1, 2, 4). In the ED community, the construct of UPFA is
generally considered unhelpful, potentially leading to worsening of
binge eating frequency and severity in patients, as well as increased
fear of eating certain foods and a more negative self-concept,
including internalized weight stigma (1, 4, 76). Among health
professionals in general, one study found that 50% consider the
term “food addiction” to be stigmatizing; 60% reported that they
were interested or very interested in receiving training in food
addiction; and 72% reported that their patients had asked them
about addictive eating (77). This study did not, however, separately
examine the views and experiences of different types of health
professionals (e.g., nutritionists vs. psychologists vs. ED specialists
vs. mental health generalists). We hypothesize that a higher
percentage of ED clinicians would consider the term “food
addiction” to be stigmatizing compared to SUD professionals,
who generally view the underlying neurobiology as removing
blame from the individual. For reasons of discipline bias and
ongoing “culture wars,” the moderation approach is favored in
most ED clinics (76).

Such polarizing views make sense when considering the
selection bias inherent in the case presentation and treatment
history that various patients and practitioners may encounter. For
example, clinicians treating UPFA with abstinence-based
approaches are likely to witness success stories of people who
have benefited from that approach, and encounter people who
have failed to find relief attempting to eat all foods in moderation.
Meanwhile, professionals working in ED treatment will frequently
encounter people who have not succeeded with abstinence and may
have been harmed by it. Thus, a great divide exists because
treatment providers see the fallout from the competing
philosophy. Our clinical experience advocates for integrated
rather than binary approaches. Some individuals presenting for
ED treatment will not reach complete remission using moderation-
based food plans (perhaps related to a host of factors, not just the
food) (78). This has led some investigators to hypothesize that
testing for UPFA and including abstinence-based or low-exposure
options may improve recovery rates (79).

There is a middle ground that is nuanced, complex, and requires
individualized assessment from professionals trained in classic ED
presentations and SUD neurobiology. As mentioned, it remains
challenging to individualize nutrition treatment in large-scale food
service operations and treatment milieus with mixed case
presentations. What is medicine for one person could be poison for
another, and the dose matters. Some individuals are likely to benefit
from any therapeutic approach, be it moderation, targeted abstinence
from specific foods, a robust program of abstinence, GLP-1
medications, or complementary and alternative methods such as
acupuncture, provided they get more support than they currently
have (80-86). Furthermore, what works in one life period may not

frontiersin.org


https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Thompson et al.

work indefinitely. Therefore, one snapshot in time cannot tell the whole
story. Experienced, open-minded clinicians who conceptualize a
timeline, use a battery of assessment tools, and are familiar with
multiple frameworks are needed to help patients find meaningful
and sustainable recovery (86). Multidisciplinary collaboration is
critical for recovery from disordered eating, and it seems imperative
that professionals do not confuse patients with conflicting (or
opposing) philosophies (2, 58). Reducing clinician bias can be
additionally challenging if the provider has lived experience with
recovery that influences their treatment philosophy.

It is our goal to address the apparent tension between
proponents of moderation-based and abstinence-based
approaches to ED treatment. Toward that aim, we present three
vignettes, based loosely on patterns observed over the years in our
professional work, illustrating ways that an abstinence-based
treatment approach can become attractive to patients with
disordered eating, and the varying degrees of success utilizing
such abstinence-based approaches. Importantly, it should be
noted that these vignettes illustrate trajectories we have seen play
out repeatedly in our collective experience, but should not be
interpreted as empirical evidence to support a specific treatment
model. Rather, they are a springboard for discussion and reflection
among clinicians facing increasingly complex cases where UPFA
can underly an ED presentation. These vignettes are broadly based
on individual people, but details have been generalized to illustrate
patterns common to treatment seekers (see Table 1).

Vignette 1

Ryan was the oldest of seven siblings. Growing up, there were
many relocations and many babysitters, one of whom sexually
abused Ryan when he was 11. His parents drank frequently and
often belittled him verbally. Ryan ate to cope and gained significant

10.3389/fpsyt.2025.1586490

weight during his early teen years. He was teased for his weight and
pretended that it did not bother him, but it did.

Ryan discovered an escape through alcohol and drugs in high
school. Those substances allowed him to start deprioritizing food, and
he lost weight, which was positively reinforcing. He started binge eating
in college, followed by multiple days of fasting to compensate. Over the
following decades, he tried various diets, binged, restricted food intake,
consumed various laxatives and diuretics, and continued to drink
alcohol and use illicit drugs. He attended several inpatient ED clinics,
completing some and leaving others early. Every time he ate sweets
(e.g., pastries), he experienced loss of control in binge-like patterns. His
weight cycled but trended upward, and physicians warned him of
looming health problems.

Ryan got clean and sober in 2015, but subsequently, his
bingeing worsened. In 2017, he took an assessment that revealed
that he met criteria for a food addiction, so he enrolled in an
abstinence-based group online program. After an initial period of
success, his bingeing and restricting behavior reemerged and
continued for another year. Ryan sought more help, joining a
small group coaching program and getting individualized support
tailored to address his food addiction and disordered eating
conjointly. He quickly found freedom using an abstinence-based
food plan along with social support and has been abstinent from
binge eating and food restriction since late 2018. Since that time, his
days of poor mental health have decreased significantly, and he now
reports an overall feeling of flourishing, rather than just surviving.

Vignette 2

Mallory was one of five children who grew up in a chaotic
household. Her parents eventually divorced, and Mallory lived with
her siblings, codependent mother, and controlling stepfather. She
was relieved to leave home at age 18.

TABLE 1 Summary demographics of three illustrative vignettes, based loosely on patterns we have observed repeatedly in clinical practice.

Vignette: #1

Alias “Ryan”
Age: 64

Gender: Male
Race/Ethnicity: Mixed Race

Marital Status: Single; Divorced

Occupation Retired from the nonprofit sector
Height: 5 feet 11 inches

Current Weight: 175 lbs.

Highest Adult Weight: 290 lbs.

Lowest Adult Weight: 150 lbs.

Comorbid Diagnoses: Generalized Anxiety Disorder,
Substance Use Disorder, Post-
Traumatic Stress Disorder, Major

Depressive Disorder
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#2 #3

“Mallory” “Solana”

36 49

Female Female

Caucasian Hispanic

Married Married

Psychotherapist Attorney, not currently practicing

5 feet 8 inches 5 feet 7 inches

143 lbs. 160 Ibs.
160 Ibs. 176 lbs.
115 Ibs. 125 Ibs.

Generalized Anxiety Disorder, Major Type 1 Diabetes

Depressive Disorder

frontiersin.org


https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Thompson et al.

Mallory reports a lifelong heightened sensitivity to the size and
shape of her body. Although in a normal weight range, she began
dieting in high school. It progressed to a clinically significant ED
when she felt lonely, anxious, and depressed, living on her own at
age 19. She restricted her food intake aggressively and lost her
menstrual cycle. This period of anorexia nervosa lasted over two
years and transitioned to bulimia nervosa (vomiting). Mallory
struggled with bulimic symptoms for 12 years, with only short
periods of remission from purging behaviors.

To find recovery, Mallory attended Overeaters Anonymous,
individual psychotherapy, and an ED-focused intensive outpatient
program (IOP). The IOP helped her recover from bulimia, and her
ED stayed in remission for many years.

Mallory explored an abstinence-based approach to eating when she
found a group that assisted those with food addiction using an
abstinence-based approach. She joined because she wanted to lose 10
1bs., despite the warning from her ED therapist. Abstaining from refined
sugar and flour triggered her restrictive ED mindset, and she relapsed
into bulimia. After seeking support and returning to an approach to
eating that included eating all foods in moderation, the bulimia
remitted, and she now knows that an abstinence-based approach to
eating does not work for her. She has regained significant peace and
freedom with her food and her body, adhering to a balanced approach
with unconditional permission to eat and enjoy all foods.

Vignette 3

Solana was the second of four children. She grew up in a small,
rural town where they were among the only ethnic minority
members of the community. Her father was a “functional”
alcoholic, and her mother, an attorney, was a consistent, loving
presence in her life.

Solana overate as a child. She went on her first diet at age 15,
restricting her intake to 1000 calories or less per day. She lost weight
rapidly, and her mother expressed concern. Shortly thereafter, she
had her first binge, and bingeing continued through her teen years.

At age 21, Solana was diagnosed with Type 1 diabetes. Her
eating felt out of control; she felt like she had no “off button” for her
food intake. She binged and gained weight, engaging in multiple
failed attempts to control her eating and/or lose weight over the
subsequent two decades. She secretly learned to manipulate her
insulin to “manage” the impact of her binges.

Solana joined an abstinence-based food program in 2020 and
lost about 20 pounds within a few months. But for the next four
years, Solana struggled to maintain her abstinence, experiencing
frequent binge episodes. During that time, she intermittently
experimented with returning to a more inclusive moderation-
based approach to eating. No matter what she did, she continued
to binge, even when her life circumstances were favorable.

After much experimentation, Solana found an individual
therapist with a clinical practice treating concurrent EDs and
UPFA. She got evaluated for food addiction and returned to an
abstinence-based approach, this time adding more food and more
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consistently balanced meals to her food plan, and her binge eating
fully remitted. Solana had to come to terms with the fact that her
binge eating would only remit at higher body weights and did the
necessary body image work to stay in recovery. She now feels free of
the food obsession but often fantasizes about weight loss; however,
she does not act on it. She reports finally growing into the woman
she always imagined she could be.

Discussion

Our three vignettes elucidate that there is not one universal
trajectory when someone with an ED history adopts an abstinence-
based treatment program. For some, like Ryan and Solana, UPFA is
comorbid with ED symptoms, and a treatment approach that
encourages eating foods like cake and fast food “in moderation”
will likely result in continued relapses and/or progression of
symptoms. For patients like these, an abstinence-based approach
may be the best path for long-term symptom remission,
independent of weight status. However, for other patients, like
Mallory, UPFA symptoms are secondary to ED, and moderation is
more effective for recovery. For those with a restrictive mindset and
a lot of anxiety related to body image, an abstinence-based approach
to eating can exacerbate symptoms.

There is also a middle-ground approach that involves selective
abstinence from some foods or eating behaviors (e.g., strict
avoidance of one or two specific binge foods that cause the most
distress) combined with a harm reduction or moderation approach
to other foods (4). Many patients prefer this lower exposure option
because it is more inclusive, flexible, and feasible. Some will find that
it can work long-term, provided they continue to assess problematic
foods and be honest with themselves and their support network.
Others may find inclusive eating a helpful stepping-stone to “all
foods fit” or, alternatively, toward a more clearly defined
abstinence-based approach. The recovery trajectory is likely to
evolve as life circumstances change, and it is critical to have a
network of supportive people who understand the nuance and will
not superimpose their definition of recovery.

Critically, at any one point in time, it can be challenging for
clinicians to discern what ultimately will work best. Thus,
supervised experimentation can be part of the recovery process.
People for whom abstinence is helpful in the short term can find
that it activates binge or purge episodes at other times, as happened
with both Ryan and Solana. Binge/purge episodes can also be a cue
to abandon rigid abstinence and revert to inclusive eating, as with
Mallory. Assessment tools can be helpful, but do not replace insight
from professionals who can conceptualize a life history in the
context of body image dissatisfaction, complex trauma, and other
psychiatric traits. Administering the YFAS 2.0 (45) or conducting a
food addiction clinical interview like the Food Addiction Symptom
Inventory (87) can reveal whether UPFA is comorbid with the ED.
However, interpreting these scores without understanding the
underlying cognitive processes and context that drive over- and
undereating might miss the mark.
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If a patient is not successful with abstinence, it may indicate that
it is an ineffective framework for them, but could also suggest they
need more intensive support, psychoeducation, and guidance. Some
treatment options, such as 12-Step groups or large online group
programs, provide less intensive treatment but offer peer-to-peer
support, which can be more affordable/accessible but often lack the
nuanced approach (described herein) that cross-disciplinary
professionals can have. It may be that the patient needs an
inpatient treatment program, an outpatient intensive, a small
group coaching program, or individual therapy. Trauma therapy
is usually indicated, and without it, many individuals fail to achieve
sustainable recovery (58).

Unfortunately, many of these options may not be accessible to
people of lower socioeconomic status (SES), who may struggle to
implement abstinence in environments where fresh, whole foods are
less available or culturally less desirable. Food companies have a long
history of targeting minoritized groups in their marketing strategies
(88). Even in higher SES communities, patients striving for abstinence
may be faced with over-access, advertisements, and social pressures to
indulge. These obstacles are very real for most patients, and in part
can be attributed to the fact that UPFA is not yet recognized as a
mental health disorder, and so much confusion exists on this topic.

There is evidence for a genetic vulnerability to the development
of UPFA, which should be assessed in clinical intake (89). Note that
both Ryan and Solana have alcoholism in their family. While a
family history of alcoholism/addiction is not deterministic of
offspring addiction, it can be used as a clue to investigate whether
UPFA may be underlying disordered eating behaviors. An
experienced clinician should use assessment tools to explore
whether UPFA is present when a family history of addiction exists.

It has been suggested that false positives can exist when
assessing for UPFA (58). If an individual has been dieting,
fasting, or otherwise restricting food intake and/or has recently
lost significant weight, they may screen positive for UPFA. This can
be due to psychological processes (e.g., perceived lack of control) or
metabolic changes in hunger and satiety hormones that follow
significant weight loss or food restriction (90). A skilled clinician
will conduct a comprehensive case history and, with a positive
UPFA screen following food restriction or weight loss, aim to
stabilize their weight, then readminister the addiction assessment
after homeostasis has been reached. More research is needed to
develop evidence-based clinical protocols to guide clinicians in
applying this type of stabilization procedure to avoid false
positives in the assessment of UPFA.

We humbly acknowledge that, despite global consensus among
clinicians and researchers recognized as food addiction experts, within
the field of ED treatment, the construct of UPFA is still highly
controversial. As emphasized, abstinence-based therapies can be
harmful for some ED patients and lead to worsening of binge eating
symptoms, increased preoccupation with food, rigidity around food,
binge-restrict cycling, and heightened food fears. Such ethical

Frontiers in Psychiatry

06

10.3389/fpsyt.2025.1586490

considerations may be one reason there is a shortage of clinical trials.
Mallory’s experience highlights this concern—her symptomatology got
worse, not better, when she stopped eating refined sugars and flours.
These realities create understandable backlash in the ED community
when clinicians propose the use of abstinence-based treatment
protocols. However, one could argue that the encouragement to
regularly eat desserts and other ultra-processed foods among those
with true positive UPFA can lead to similar ethical conundrums.

Working with treatment-resistant ED is not straightforward.
Although abstinence-based food plans may challenge entrenched
philosophies and make some treatment providers uncomfortable,
their efficacy cannot be ignored when appropriately applied. There
is a missed opportunity to help people who aren’t getting better. As
scientists and clinicians, we have a duty to stratify our patient
population based on the available evidence to correctly identify
potentially promising interventions rather than apply broad strokes
in scalable treatment models.

Undoubtedly, more research is needed on alternative treatment
options for patients who present with ED symptoms along with
addiction-like eating. It appears that 12-Step approaches have fallen
out of favor in the current weight-neutral ED paradigm, and newer
approaches that tackle issues of internalized weight stigma are needed.
Meanwhile, the evidence that UPFA exists and is impacting a subset
of our clients with disordered eating is too significant to be ignored (1,
4). Skilled clinicians with backgrounds in both SUD and ED can take
the lead in understanding the complexity of UPFA and learning how
to question long-held assumptions when evaluating patients. Along
this line, developing clinical experience with the wide range of
trajectories that may unfold when UPFA is treated comorbidly with
an ED will offer new possibilities for patients seeking (and deserving)
a nuanced, supportive treatment approach.

Data availability statement
The original contributions presented in the study are included

in the article/supplementary material. Further inquiries can be
directed to the corresponding author.

Author contributions
ST: Writing - original draft, Writing - review & editing. MJ:

Writing - original draft, Writing — review & editing. DW: Writing -
original draft, Writing - review & editing.

Funding

The author(s) declare that no financial support was received for
the research and/or publication of this article.

frontiersin.org


https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Thompson et al.

Acknowledgments

The authors thank Nadia Briones and Asha Grace Valor for
help with formatting references.

Conflict of interest

ST is employed by the company Bright Line Eating Solutions,
LLC. Author MJ is in private practice at Dr Joy Jacobs Inc. and does
contract work for Bright Line Eating Solutions, LLC.

Author DW is in private practice at Nutrition in Recovery, LLC.

References

1. Brewerton TD, Dennis K, Wiss DA. Dismantling the myth of “all foods fit” in
eating disorder treatment. J eating Disord. (2024) 12:60. doi: 10.1186/s40337-024-
01017-9

2. Wiss DA, Brewerton TD. Incorporating food addiction into disordered eating: the
disordered eating food addiction nutrition guide (DEFANG). Eating weight disorders:
EWD. (2017) 22:49-59. doi: 10.1007/s40519-016-0344-y

3. Davis C. From passive overeating to “food addiction”: a spectrum of compulsion
and severity. ISRN Obes. (2013) 2013:435027. doi: 10.1155/2013/435027

4. Wiss DA, LaFata EM. Ultra-processed foods and mental health: where do eating
disorders fit into the puzzle? Nutrients. (2024) 16:1955. doi: 10.3390/nul6121955

5. Davis C, Carter JC. Compulsive overeating as an addiction disorder. A Rev Theory
evidence Appetite. (2009) 53:1-8. doi: 10.1016/j.appet.2009.05.018

6. Schulte EM, Potenza MN, Gearhardt AN. A commentary on the “eating
addiction” versus “food addiction” perspectives on addictive-like food consumption.
Appetite. (2017) 115:9-15. doi: 10.1016/j.appet.2016.10.033

7. Schulte EM, Potenza MN, Gearhardt AN. Specific theoretical considerations and
future research directions for evaluating addictive-like eating as a substance-based, food
addiction: Comment on Lacroix et al. (2018). Appetite. (2018) 130:293-5. doi: 10.1016/
j.appet.2018.06.026

8. Schulte EM, Yokum S, Potenza MN, Gearhardt AN. Neural systems implicated in
obesity as an addictive disorder: from biological to behavioral mechanisms. Prog Brain
Res. (2016) 223:329-46. doi: 10.1016/bs.pbr.2015.07.011

9. Ziauddeen H, Fletcher PC. Is food addiction a valid and useful concept? Obes Rev.
(2013) 14:19-28. doi: 10.1111/j.1467-789X.2012.01046.x

10. Finlayson G. Food addiction and obesity: Unnecessary medicalization of hedonic
overeating. Nat Rev Endocrinol. (2017) 13:493-8. doi: 10.1038/nrendo.2017.61

11. Lacroix E, Tavares H, von Ranson KM. Moving beyond the “eating addiction”
versus “food addiction” debate: Comment on Schulte et al. (2017). Appetite. (2018)
130:286-92. doi: 10.1016/j.appet.2018.06.025

12. Fletcher PC, Kenny PJ. Food addiction: a valid concept?
Neuropsychopharmacology. (2018) 43(13):2506-13. doi: 10.1038/s41386-018-0203-9

13. Brooks S, Prince A, Stahl D, Campbell IC, Treasure J. A systematic review and
meta-analysis of cognitive bias to food stimuli in people with disordered eating
behaviour. Clin Psychol Rev. (2011) 31:37-51. doi: 10.1016/j.cpr.2010.09.006

14. Lee M, Lee J-H. Automatic attentional bias toward high-calorie food cues and
body shape concerns in individuals with a high level of weight suppression: Preliminary
findings. Eating Behav. (2021) 40:101471. doi: 10.1016/j.eatbeh.2020.101471

15. Schmitz F, Naumann E, Trentowska M, Svaldi J. Attentional bias for food cues in
binge eating disorder. Appetite. (2014) 80:70-80. doi: 10.1016/j.appet.2014.04.023

16. LaFata EM, Allison KC, Audrain-McGovern J, Forman EM. Ultra-processed
food addiction: A research update. Curr Obes Rep. (2024) 13:214-23. doi: 10.1007/
$13679-024-00569-w

17. Praxedes DRS, Silva-Junior AE, Macena ML, Oliveira AD, Cardoso KS, Nunes
LO, et al. Prevalence of food addiction determined by the Yale Food Addiction Scale
and associated factors: A systematic review with meta-analysis. Eur eating Disord
review: ] Eating Disord Assoc. (2022) 30:85-95. doi: 10.1002/erv.2878

18. Penzenstadler L, Soares C, Karila L, Khazaal Y. Systematic review of food
addiction as measured with the yale food addiction scale: implications for the food
addiction construct. Curr neuropharmacol. (2019) 17:526-38. doi: 10.2174/
1570159X16666181108093520

Frontiers in Psychiatry

10.3389/fpsyt.2025.1586490

Generative Al statement

The author(s) declare that no Generative Al was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

19. Unwin J, Giaever H, Avena N, Kennedy C, Painschab M, LaFata EM. Toward
consensus: using the Delphi method to form an international expert consensus
statement on ultra-processed food addiction. Front Psychiatry Sec Addictive Disord.
(2025) 16:1542905. doi: 10.3389/fpsyt.2025.1542905

20. Lustig RH. Ultraprocessed food: Addictive, toxic, and ready for regulation.
Nutrients. (2020) 12:3401. doi: 10.3390/nul12113401

21. Jastreboff AM, Sinha R, Arora J, Giannini C, Kubat J, Malik S, et al. Altered brain
response to drinking glucose and fructose in obese adolescents. Diabetes. (2016)
65:1929-39. doi: 10.2337/db15-1216

22. Kelley AE, Baldo BA, Pratt WE, Will MJ. Corticostriatal-hypothalamic circuitry
and food motivation: Integration of energy, action and reward. Physiol Behavior. (2005)
86:773-95. doi: 10.1016/j.physbeh.2005.08.066

23. Winterdahl M, Noer O, Orlowski D, Schacht AC, Jakobsob S, Alstrup AKO, et al.
Sucrose intake lowers [1-opioid and dopamine D2/3 receptor availability in porcine
brain. Sci Rep. (2019) 9:16918. doi: 10.1038/s41598-019-53430-9

24. Maldonado R, Saiardi A, Valverde O, Somad TA, Roques BP, Barrelli E. Absence
of opiate rewarding effects in mice lacking dopamine D2 receptors. Nature. (1997)
388:586-9. doi: 10.1038/41567

25. Mikus N, Korb S, Massaccesi C, Gausterer C, Graf I, Willeit M, et al. Effects of
dopamine D2/3 and opioid receptor antagonism on the trade-off between model-based
and model-free behaviour in healthy volunteers. eLife. (2022) 11:€79661. doi: 10.7554/
eLife.79661

26. Pertwee RG. The diverse CB1 and CB2 receptor pharmacology of three plant
cannabinoids: A9-tetrahydrocannabinol, cannabidiol and A9-tetrahydrocannabivarin.
Br J Pharmacol. (2008) 153:199-215. doi: 10.1038/sj.bjp.0707442

27. Bloomfield MA, Ashok AH, Volkow ND, Howes OD. The effects of A9-
tetrahydrocannabinol on the dopamine system. Nature. (2016) 539:369-77.
doi: 10.1038/nature20153

28. Contreras-Rodriguez O, Solanas M, Escorihuela RM. Dissecting ultra-processed
foods and drinks: Do they have a potential to impact the brain? Rev Endocrine Metab
Disord. (2022) 23:697-717. doi: 10.1007/s11154-022-09711-2

29. van Galen KA, ter Horst KW, Serlie MJ. Serotonin, food intake, and obesity. Obes
Rev. (2021) 22:¢13210. doi: 10.1111/0br.13210

30. Avena NM, Rada P, Hoebel BG. Evidence for sugar addiction: behavioral and
neurochemical effects of intermittent, excessive sugar intake. Neurosci Biobehav Rev.
(2008) 32:20-39. doi: 10.1016/j.neubiorev.2007.04.019

31. Uhl GR, Koob GF, Cable J. The neurobiology of addiction. Ann New York Acad
Sci. (2019) 1451:5-28. doi: 10.1111/nyas.13989

32. Schulte EM, Yokum S, Jahn A, Gearhardt AN. Food cue reactivity in food
addiction: A functional magnetic resonance imaging study. Physiol Behavior. (2019)
208:112574. doi: 10.1016/j.physbeh.2019.112574

33. Tang DW, Fellows LK, Small DM, Dagher A. Food and drug cues activate similar
brain regions: A meta-analysis of functional MRI studies. Physiol Behavior. (2012)
106:317-24. doi: 10.1016/j.physbeh.2012.03.009

34. Boswell RG, Kober H. Food cue reactivity and craving predict eating and
weight gain: A meta-analytic review. Obes Rev. (2016) 17:159-77. doi: 10.1111/
obr.12354

35. Gongalves NG, Ferreira NV, Khandpur N, Steele EM, Levy RB, Lotufo PA, et al.
Association between consumption of ultraprocessed foods and cognitive decline. ] Am
Med Assoc Neurol. (2023) 80:142-50. doi: 10.1001/jamaneurol.2022.4397

frontiersin.org


https://doi.org/10.1186/s40337-024-01017-9
https://doi.org/10.1186/s40337-024-01017-9
https://doi.org/10.1007/s40519-016-0344-y
https://doi.org/10.1155/2013/435027
https://doi.org/10.3390/nu16121955
https://doi.org/10.1016/j.appet.2009.05.018
https://doi.org/10.1016/j.appet.2016.10.033
https://doi.org/10.1016/j.appet.2018.06.026
https://doi.org/10.1016/j.appet.2018.06.026
https://doi.org/10.1016/bs.pbr.2015.07.011
https://doi.org/10.1111/j.1467-789X.2012.01046.x
https://doi.org/10.1038/nrendo.2017.61
https://doi.org/10.1016/j.appet.2018.06.025
https://doi.org/10.1038/s41386-018-0203-9
https://doi.org/10.1016/j.cpr.2010.09.006
https://doi.org/10.1016/j.eatbeh.2020.101471
https://doi.org/10.1016/j.appet.2014.04.023
https://doi.org/10.1007/s13679-024-00569-w
https://doi.org/10.1007/s13679-024-00569-w
https://doi.org/10.1002/erv.2878
https://doi.org/10.2174/1570159X16666181108093520
https://doi.org/10.2174/1570159X16666181108093520
https://doi.org/10.3389/fpsyt.2025.1542905
https://doi.org/10.3390/nu12113401
https://doi.org/10.2337/db15-1216
https://doi.org/10.1016/j.physbeh.2005.08.066
https://doi.org/10.1038/s41598-019-53430-9
https://doi.org/10.1038/41567
https://doi.org/10.7554/eLife.79661
https://doi.org/10.7554/eLife.79661
https://doi.org/10.1038/sj.bjp.0707442
https://doi.org/10.1038/nature20153
https://doi.org/10.1007/s11154-022-09711-2
https://doi.org/10.1111/obr.13210
https://doi.org/10.1016/j.neubiorev.2007.04.019
https://doi.org/10.1111/nyas.13989
https://doi.org/10.1016/j.physbeh.2019.112574
https://doi.org/10.1016/j.physbeh.2012.03.009
https://doi.org/10.1111/obr.12354
https://doi.org/10.1111/obr.12354
https://doi.org/10.1001/jamaneurol.2022.4397
https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Thompson et al.

36. Schulte EM, Avena NM, Gearhardt AN. Which foods may be addictive? The
roles of processing, fat content, and glycemic load. PloS One. (2015) 10:e0117959.
doi: 10.1371/journal.pone.0117959

37. Alsi6 J, Olszewski PK, Norbick AH, Gunnarsson ZE, Levine AS, Pickering C, et al.
Dopamine D1 receptor gene expression decreases in the nucleus accumbens upon long-term
exposure to palatable food and differs depending on diet-induced obesity phenotype in rats.
Neuroscience. (2010) 171:779-87. doi: 10.1016/j.neuroscience.2010.09.046

38. Pritchett CE, Hajnal A. Obesogenic diets may differentially alter dopamine
control of sucrose and fructose intake in rats. Physiol Behav. (2011) 104:111-6.
doi: 10.1016/j.physbeh.2011.04.048

39. Avena NM, Bocarsly ME, Hoebel BG. Animal models of sugar and fat bingeing:
relationship to food addiction and increased body weight. Methods Mol Biol (Clifton
N.J.). (2012) 829:351-65. doi: 10.1007/978-1-61779-458-2_23

40. Tukey DS, Ferreira JM, Antoine SO, D’amour JA, Ninan I, Cabeza de Vaca S,
et al. Sucrose ingestion induces rapid AMPA receptor trafficking. J Neurosci. (2013)
33:6123-32. doi: 10.1523/JNEUROSCI.4806-12.2013

41. Fortuna JL. Sweet preference, sugar addiction and the familial history of alcohol
dependence: shared neural pathways and genes. J psychoactive Drugs. (2010) 42:147-51.
doi: 10.1080/02791072.2010.1040068

42. Yau YH, Potenza MN. Stress and eating behaviors. Minerva endocrinologica.
(2013) 38:255-67.

43. Lustig RH. Fructose: it’s “alcohol without the buzz. Adv Nutr (Bethesda Md.).
(2013) 4:226-35. doi: 10.3945/an.112.002998

44. Hebebrand J, Albayrak O, Adan R, Antel J, Dieguez C, de Jong J, et al. Eating
addiction”, rather than “food addiction”, better captures addictive-like eating behavior.
Neurosci Biobehav Rev. (2014) 47:295-306. doi: 10.1016/j.neubiorev.2014.08.016

45. Gearhardt AN, Corbin WR, Brownell KD. Development of the yale food
addiction scale version 2.0. Psychol Addictive behaviors: ] Soc Psychologists Addictive
Behav. (2016) 30:113-21. doi: 10.1037/adb0000136

46. World Health Organization. ICD-10: International statistical classification of
diseases and related health problems: tenth revision. 2nd ed. World Health Organization
([amp]]lrm;2004). Available online at: https://iris.who.int/handle/10665/42980
(Accessed June 22, 2025).

47. Cassin SE, Sijercic I, Montemarano V. Psychosocial interventions for food
addiction: a systematic review. Curr Addict Rep. (2020) 7:9-19. doi: 10.1007/s40429-
020-00295-y

48. Tarman VI. Hard stop: reestablishing the significance of abstinence in the
treatment of late stage ultra-processed food addiction. Front Psychiatry. (2024)
15:1488769. doi: 10.3389/fpsyt.2024.1488769

49. Dennis K, Barrera S, Bishop N, Nguyen C, Brewerton TD. Food addiction
screening, diagnosis and treatment: A protocol for residential treatment of eating
disorders, substance use disorders and trauma-related psychiatric comorbidity.
Nutrients. (2024) 16:2019. doi: 10.3390/nul6132019

50. Skinner JA, Leary M, Whatnall M, Collins RA, Pursey KM, Verdejo-Garcia A,
et al. A three-arm randomised controlled trial of a telehealth intervention targeting
improvement in addictive eating for Australian adults (the TRACE program). Appetite.
(2024) 195:107211. doi: 10.1016/j.appet.2024.107211

51. Milestones Program. Milestones program (2025). Available online at: https://
www.milestonesprogram.org/ (Accessed January 2, 2025).

52. SunCloud Health. SunCloud health (2025). Available online at: https://
suncloudhealth.com/ (Accessed February 13, 2025).

53. Food Addiction Institute. Food addiction institute (2019). Available online at:
https://foodaddiction.com/ (Accessed January 2, 2025).

54. McKenna RA, Rollo ME, Skinner JA, Burrows TL. Food addiction support:
website content analysis. JMIR cardio. (2018) 2:e10. doi: 10.2196/cardio.8718

55. Thompson SP, Thaw AK, Goetting MG, Guan W. Bright line eating: A Two-
Year Follow-Up Evaluation of a Commercial Telehealth Weight Loss Program Within
an Abstinence-Based Food Addiction Framework. ] Nutr Weight Loss. (2021) 6:125.

56. Thompson SP, Briones N, Blumkin A, Rabinowitz B. Six-year follow-up of an
abstinence-based, food addiction recovery approach to weight management. Front
Psychiatry. (2025), 16. doi: 10.3389/fpsyt.2025.1584201

57. InFact School. InFact school (2025). Available online at: https://infactschool.
com/ (Accessed January 2, 2025).

58. Wiss D, Brewerton T. Separating the signal from the noise: how psychiatric
diagnoses can help discern food addiction from dietary restraint. Nutrients. (2020)
12:2937. doi: 10.3390/nu12102937

59. Lennerz B, Lennerz JK. Food addiction, high-glycemic-index carbohydrates, and
obesity. Clin Chem. (2018) 64:64-71. doi: 10.1373/clinchem.2017.273532

60. Adams RC, Sedgmond J, Maizey L, Chambers CD, Lawrence NS. Food
addiction: implications for the diagnosis and treatment of overeating. Nutrients.
(2019) 11:2086. doi: 10.3390/nu11092086

61. Graungaard S, Christensen TL, Soendergaard LN, Telleus GK. Prevalence of
eating disorder symptomatology among outpatients referred to health promotion from
somatic hospital departments. BMC Psychiatry. (2023) 23:841. doi: 10.1186/512888-
023-05331-5

Frontiers in Psychiatry

10.3389/fpsyt.2025.1586490

62. Unwin J, Delon C, Giever H, Kennedy C, Painschab M, Sandin F, et al. Low
carbohydrate and psychoeducational programs show promise for the treatment of
ultra-processed food addiction. Front Psychiatry. (2022) 13:1005523. doi: 10.3389/
fpsyt.2022.1005523

63. Carmen M, Safer DL, Saslow LR, Kalayjian T, Mason AE, Westman EC, et al.
Treating binge eating and food addiction symptoms with low-carbohydrate Ketogenic
diets: a case series. ] eating Disord. (2020) 8:2. doi: 10.1186/s40337-020-0278-7

64. Rostanzo E, Marchetti M, Casini I, Aloisi AM. Very-low-calorie ketogenic diet: A
potential treatment for binge eating and food addiction symptoms in women. A Pilot
Study Int ] Environ Res Public Health. (2021) 18:12802. doi: 10.3390/ijerph182312802

65. Skinner JA, Leary M, Whatnall M, Hay PJ, Paxton SJ, Collins CE, et al. ‘Do no
harm’ - the impact of an intervention for addictive eating on disordered eating
behaviours in Australian adults: secondary analysis of the TRACE randomised
controlled trial. J eating Disord. (2025) 13:65. doi: 10.1186/s40337-025-01241-x

66. Frank GKW, Scolnick B. Therapeutic ketogenic diet as treatment for anorexia
nervosa. Front Nutr. (2024) 11:1392135. doi: 10.3389/fnut.2024.1392135

67. Guan W, Thaw AK, Grondhuis SN, Schaechter A. Evaluation of a commercial
telehealth weight loss and management program. ] Nutr Weight Loss. (2018) 3:1000114.
doi: 10.35248/2593-9793.18.3.114

68. Bray B, Rodriguez-Martin BC, Wiss DA, Bray CE, Zwickey H. Overeaters
anonymous: an overlooked intervention for binge eating disorder. Int J Environ Res
Public Health. (2021) 18:7303. doi: 10.3390/ijerph18147303

69. Russell-Mayhew S, von Ranson KM, Masson PC. How does overeaters
anonymous help its members? A qualitative analysis. Eur eating Disord review: ]
Eating Disord Assoc. (2010) 18:33-42. doi: 10.1002/erv.966

70. O’Leary C, Ralphs R, Stevenson J, Smith A, Harrison J, Kiss Z. PROTOCOL: The
effectiveness of abstinence-based and harm reduction-based interventions in reducing
problematic substance use in adults who are experiencing severe and multiple
disadvantage homelessness: A systematic review and meta-analysis. Campbell
systematic Rev. (2022) 18:e1246. doi: 10.1002/cl2.1246

71. Narasimha VL, Butner JL, Hanafi E, Farokhnia M, Bhad R, Chalabianloo F, et al.
Harm reduction and abstinence-based models for treatment of substance use disorders
during the COVID-19 pandemic: a global perspective. B[Psych Int. (2022) 19:66-9.
doi: 10.1192/bji.2022.1

72. Linardon J, Wade TD. How many individuals achieve symptom abstinence
following psychological treatments for bulimia nervosa? A meta-analytic review. Int |
eating Disord. (2018) 51:287-94. doi: 10.1002/eat.22838

73. Bemis KM. Abstinence” and “nonabstinence” models for the treatment of
bulimia. Int ] Eating Disord. (1985) 4:407-12. doi: 10.1002/1098-108X(198511)
4:4<407::AID-EAT2260040404>3.0.CO;2-P

74. Vidmar AP, Salvy SJ, Wee CP, Pretlow R, Fox DS, Yee JK, et al. An addiction-
based digital weight loss intervention: A multi-centre randomized controlled trial.
Pediatr Obes. (2023) 18:¢12990. doi: 10.1111/ijpo.12990

75. Eddie D, Bergman BG, Hoffman LA, Kelly JF. Abstinence versus moderation
recovery pathways following resolution of a substance use problem: Prevalence,
predictors, and relationship to psychosocial well-being in a U.S. national sample.
Alcoholism Clin Exp Res. (2022) 46:312-25. doi: 10.1111/acer.14765

76. Wiss D. Clinical considerations of ultra-processed food addiction across weight
classes: an eating disorder treatment and care perspective. Curr Addict Rep. (2022)
9:255-67. doi: 10.1007/s40429-022-00411-0

77. Burrows T, Verdejo-Garcia A, Carter A, Brown RM, Andrews ZB, Dayas CV,
et al. Health professionals’ and health professional trainees’ Views on addictive eating
behaviours: A cross-sectional survey. Nutrients. (2020) 12:2860. doi: 10.3390/
nul2092860

78. Miskovic-Wheatley J, Bryant E, Ong SH, Vatter S, Le A, National Eating
Disorder Research Consortium, et al. Eating disorder outcomes: findings from a
rapid review of over a decade of research. J Eat Disord. (2023) 11:85. doi: 10.1186/
s40337-023-00801-3

79. Hilker I, Sanchez I, Steward T, Jiméenez-Murcia S, Granero R, Gearhardt AN,
et al. Food addiction in bulimia nervosa: clinical correlates and association with
response to a brief psychoeducational intervention. Eur eating Disord review: |
Eating Disord Assoc. (2016) 24:482-8. doi: 10.1002/erv.2473

80. Thompson SP, Thaw AK. The badly behaving brain: How ultra-processed food
addiction thwarts sustained weight loss. In: Himmerich H, editor. Weight Loss.
IntechOpen, Rijeka (2024). p. 125-40. doi: 10.5772/intechopen.1004428

81. Masheb RM, Dorflinger LM, Rolls BJ, Mitchell DC, Grilo CM. Binge abstinence
is associated with reduced energy intake after treatment in patients with binge eating
disorder and obesity. Obes (Silver Spring Md.). (2016) 24:2491-6. doi: 10.1002/
oby.21664

82. Joy EA, Wilson C, Varechok S. The multidisciplinary team approach to the
outpatient treatment of disordered eating. Curr sports Med Rep. (2003) 2:331-6.
doi: 10.1249/00149619-200312000-00009

83. Halmi KA. Salient components of a comprehensive service for eating disorders.
World Psychiatry. (2009) 8:150-5. doi: 10.1002/j.2051-5545.2009.tb00235.x

84. Jerlhag E. The therapeutic potential of glucagon-like peptide-1 for persons with
addictions based on findings from preclinical and clinical studies. Front Pharmacol.
(2023) 14:1063033. doi: 10.3389/fphar.2023.1063033

frontiersin.org


https://doi.org/10.1371/journal.pone.0117959
https://doi.org/10.1016/j.neuroscience.2010.09.046
https://doi.org/10.1016/j.physbeh.2011.04.048
https://doi.org/10.1007/978-1-61779-458-2_23
https://doi.org/10.1523/JNEUROSCI.4806-12.2013
https://doi.org/10.1080/02791072.2010.1040068
https://doi.org/10.3945/an.112.002998
https://doi.org/10.1016/j.neubiorev.2014.08.016
https://doi.org/10.1037/adb0000136
https://iris.who.int/handle/10665/42980
https://doi.org/10.1007/s40429-020-00295-y
https://doi.org/10.1007/s40429-020-00295-y
https://doi.org/10.3389/fpsyt.2024.1488769
https://doi.org/10.3390/nu16132019
https://doi.org/10.1016/j.appet.2024.107211
https://www.milestonesprogram.org/
https://www.milestonesprogram.org/
https://suncloudhealth.com/
https://suncloudhealth.com/
https://foodaddiction.com/
https://doi.org/10.2196/cardio.8718
https://doi.org/10.3389/fpsyt.2025.1584201
https://infactschool.com/
https://infactschool.com/
https://doi.org/10.3390/nu12102937
https://doi.org/10.1373/clinchem.2017.273532
https://doi.org/10.3390/nu11092086
https://doi.org/10.1186/s12888-023-05331-5
https://doi.org/10.1186/s12888-023-05331-5
https://doi.org/10.3389/fpsyt.2022.1005523
https://doi.org/10.3389/fpsyt.2022.1005523
https://doi.org/10.1186/s40337-020-0278-7
https://doi.org/10.3390/ijerph182312802
https://doi.org/10.1186/s40337-025-01241-x
https://doi.org/10.3389/fnut.2024.1392135
https://doi.org/10.35248/2593-9793.18.3.114
https://doi.org/10.3390/ijerph18147303
https://doi.org/10.1002/erv.966
https://doi.org/10.1002/cl2.1246
https://doi.org/10.1192/bji.2022.1
https://doi.org/10.1002/eat.22838
https://doi.org/10.1002/1098-108X(198511)4:4%3C407::AID-EAT2260040404%3E3.0.CO;2-P
https://doi.org/10.1002/1098-108X(198511)4:4%3C407::AID-EAT2260040404%3E3.0.CO;2-P
https://doi.org/10.1111/ijpo.12990
https://doi.org/10.1111/acer.14765
https://doi.org/10.1007/s40429-022-00411-0
https://doi.org/10.3390/nu12092860
https://doi.org/10.3390/nu12092860
https://doi.org/10.1186/s40337-023-00801-3
https://doi.org/10.1186/s40337-023-00801-3
https://doi.org/10.1002/erv.2473
https://doi.org/10.5772/intechopen.1004428
https://doi.org/10.1002/oby.21664
https://doi.org/10.1002/oby.21664
https://doi.org/10.1249/00149619-200312000-00009
https://doi.org/10.1002/j.2051-5545.2009.tb00235.x
https://doi.org/10.3389/fphar.2023.1063033
https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Thompson et al.

85. Chen JA, Chen JA, Lee S, Mullin G. Potential role for acupuncture in the
treatment of food addiction and obesity. Acupuncture medicine: ] Br Med Acupuncture
Soc. (2018) 36:52-5. doi: 10.1136/acupmed-2017-011366

86. Webb H, Griffiths M, Schmidt U. Experiences of intensive treatment for people
with eating disorders: a systematic review and thematic synthesis. J eating Disord.
(2024) 12:115. doi: 10.1186/s40337-024-01061-5

87. LaFata EM, Worwag K, Derrigo K, Hessler C, Allison KC, Juarascio AS, et al.
Development of the Food Addiction Symptom Inventory: The first clinical interview to
assess ultra-processed food addiction. psychol Assess. (2024) 36:654-64. doi: 10.1037/pas0001340

88. Nguyen KH, Glantz SA, Palmer CN, Schmidt LA. Transferring racial/ethnic
marketing strategies from tobacco to food corporations: Philip Morris and Kraft

Frontiers in Psychiatry

09

10.3389/fpsyt.2025.1586490

General Foods. Tobacco Control. (2020) 29:168-75. doi: 10.1136/tobaccocontrol-
2019-055536

89. Romer AL, Su Kang M, Nikolova YS, Gearhardt AN, Hariri AR. Dopamine
genetic risk is related to food addiction and body mass through reduced reward-
related ventral striatum activity. Appetite. (2019) 133:24-31. doi: 10.1016/
j.appet.2018.09.010

90. DeBenedictis JN, Nymo S, Ollestad KH, Boyesen GA, Rehfeld JF, Holst JJ, et al.
Changes in the homeostatic appetite system after weight loss reflect a normalization
toward a lower body weight. J Clin Endocrinol Metab. (2020) 105:e2538-46.
doi: 10.1210/clinem/dgaa202

frontiersin.org


https://doi.org/10.1136/acupmed-2017-011366
https://doi.org/10.1186/s40337-024-01061-5
https://doi.org/10.1037/pas0001340
https://doi.org/10.1136/tobaccocontrol-2019-055536
https://doi.org/10.1136/tobaccocontrol-2019-055536
https://doi.org/10.1016/j.appet.2018.09.010
https://doi.org/10.1016/j.appet.2018.09.010
https://doi.org/10.1210/clinem/dgaa202
https://doi.org/10.3389/fpsyt.2025.1586490
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Abstinence-based treatment of comorbid eating disorders and ultra-processed food addiction
	Introduction
	Vignette 1
	Vignette 2
	Vignette 3
	Discussion
	Data availability statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher’s note
	References


