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Abstract

Purpose of review: Weight stigma and discrimination are significant issues facing people who are overweight. There is growing acceptance that obesity is caused by a neurobiologically-driven addiction to some foods. This review examines the evidence that obesity is due to a food addiction and the impact that this may have on attitudes towards excess weight. 

Recent findings: There is limited evidence that food addiction explanations may reduce external stigma and self-blame. However, these positives may come at the expense of adverse impacts on overweight person’s self-efficacy and eating. The “addict” label may also further exacerbate weight stigma. 

Summary: Current research on the topic the impact of food addiction explanations on stigma is scarce and inconsistent. There is almost no research examining the clinical impact of food addiction on self-efficacy, eating or treatment-seeking. More research clarifying these issues is essential given the growing acceptance of “food addiction” explanations in society. 
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Introduction

There are an estimated 1.9 billion adults worldwide who are overweight or obese [1] translating to approximately 37% of the global population [2]. In developed countries like Australia and the United States, the rates are higher with two thirds of individuals being overweight or obese [3, 4]. The rapid increase in body mass index (BMI) observed over the past two decades has coincided with an increase in fast food outlets [5], portion sizes [6], and the availability of highly-processed hyperpalatable foods, particularly those high in refined sugars and fats [7]. Yet despite the high rates of overweight and obesity, individuals with high body weight remain a common target of significant stigma and discrimination [8, 9]. In addition to the well-established health risks of obesity (e.g. cardiovascular disease, diabetes, and a range of cancers) [10, 11], weight stigma can have a detrimental impact on health [12]. Weight stigma can result in increased physiological stress, maladaptive eating patterns, increased food intake and weight gain, barriers in health care, and can negatively impact psychological wellbeing [13-16]. Weight discrimination by employers, health care professionals and others in society can also undermine quality of life [17]. There is therefore a clear need to reduce the stigma and discrimination experienced by individuals with overweight and obesity.
Despite increased public knowledge about the harms associated with excessive food consumption (volume and frequency) [18], many people still consume large quantities of foods, feel their eating is out of control, and/or engage in binge eating [19]. This evidence has led to the suggestion by some clinicians, neuroscientists, and obesity researchers that many people who struggle with their weight may have an addiction to some foods, or a “food addiction” that contributes to weight gain. It is estimated that between 11-14% of the population [20] and up to a third of people who are obese may be addicted to food [7]. Even though only a minority of people meet the criteria for food addiction, 28-52% of people perceive themselves to be “food addicts” [20-22]. 
Food addiction has received increasing attention in the scientific literature and mass media [23-27]. In recent years there have been a series of award winning documentaries, including “Fed Up” (2014) and “Hungry for Change” (2012), exploring the concept of food addiction. These initiatives have led to increased public acceptance of the food addiction concept [28]. It is not clear, however, what impact food addiction messages will have on internal perceptions and societal views of people who are overweight or obese.  Proponents of the food addiction model (FAM) of obesity argue that recognition of the addictive nature of hyper-palatable foods may reduce self-blame and increase treatment seeking among people who are obese or overweight and reduce stigma and discrimination directed towards them. Critics argue that it may undermine individuals’ belief in their ability to control their weight, encouraging the fatalistic view that there is nothing that they can do about it. It may also have unpredictable impacts on weight stigma, including discrimination, internalised stigma, and body dissatisfaction; all of which are key factors of eating, weight-gain and well-being. Given the prevalence of overweight and obesity, it is important to ensure that clinical messages and health promotion materials about food addiction do not further exacerbate both internal and external weight stigma.
As the links between food addiction and weight stigma have received little attention, this review brings together several relevant literatures and summarizes recent evidence on: 1) food addiction; 2) stigma of individuals with obesity; 3) associations documented between food addiction and weight stigma; and 4) potential applications of a FAM of obesity to stigma. We conclude with an analysis of the implications of this research for public health policy, health promotion and clinical treatment and identify gaps in the literature for future research. 

Support for Food Addiction 

Emerging neuroscience research suggests that chronic consumption of energy dense foods causes changes in the brain’s reward pathway that undermine people’s ability to control food intake, similar to that seen drug addiction [25, 29, 30]. Neuroimaging studies have shown that hyperpalatable foods (those high in refined sugar and fats) increase dopamine (DA) release in the nucleus accumbens (NAc), a key structure in the reward pathway [25, 30, 23, 31-33]. Similar changes are seen following the use of many substances of abuse (e.g. stimulants, nicotine, alcohol and marijuana). The size of this DA release correlates with the self-rated rewarding effect of either food or drug consumption [34]. The sights and smells associated with hyperpalatable foods can also cause an increase in DA activity that correlates with the self-reported level of craving that can drive the overconsumption of energy dense foods [30].
The chronic consumption of hyperpalatable foods, however, causes a reduction in dopamine activity through a loss of dopamine 2 receptors (D2R) in the striatum that is also seen in people with addictions [30]. The loss of striatal D2Rs in humans is negatively correlated with BMI [35].This loss of striatal dopamine activity is associated with a loss of self-reported reward following the consumption of hyperpalatable foods or drugs. These changes are thought to explain the emergence of withdrawal symptoms and the development of tolerance that drives the consumption of greater quantities of refined foods in order to achieve the same rewarding effect. Structural and functional neuroimaging studies have shown that obese individuals have deficits in frontal-striatal systems that overlap with those seen in cocaine users [36]. The frontal regions of the brain are responsible for executive control and impulse inhibition. Deficits in these regions may explain the loss of control over food intake seen in some people with obesity. 
Animal studies provide a similar picture. Animals fed a diet high in refined sugars and fat will develop an addiction-like pattern of behaviour that includes binge-eating, compulsive food seeking and withdrawal [37, 31]. These animals will also over-consume hyperpalatable food in the face of aversive events such as electrical foot shock [31], much like animals exposed to the chronic use of addictive drugs [38]. Like overweight humans, animals fed a diet of hyperpalatable foods show diminished striatal D2R expression [37] and reduced DA signalling in the NAc [39]. Obese rats also exhibit more compulsive-like eating and reduced striatal D2Rs compared to lean rats [37].
People who are overweight and obese also display patterns of eating that resemble the ways in which addicted individuals consume drugs [19]. Ifland et al. [26] adapted the structured clinical interview for substance dependence (DSM-IV) to investigate experiences of eating amongst self-identified “food addicts”. Participants reported requiring greater amounts of hyperpalatable foods progressively over time to reach the desired reward and satiation. Participants also reported using food to resolve anxiety or depressive symptoms, eating more than intended, having failed attempts to cut back or stop eating refined foods, missing social, occupational or recreational activities because of their eating, and continuing to eat refined hyperpalatable foods despite knowledge of negative consequences such as weight gain and fatigue [26]. DSM-IV criteria for substance dependence have been used to develop the Yale Food Addiction Scale (YFAS), which has been shown to possess good predictive qualities in populations with obesity and binge eating pathology [40]. Though the extent to which the YFAS predicts variability in weight and BMI beyond existing measures of problematic eating has been questioned [41]. A recent study further assessed public understanding of food addiction [22], identifying six themes that individuals use to define themselves as either food-addicted or not. These were: 1) eating for pleasure/reward rather than hunger; 2) preoccupation with food; 3) inability to exert self-control over food intake; 4) experience of food cravings; 5) being overweight or eating an unhealthy diet; and 6) having a specific problem food. 
The food addiction concept of obesity is not without its critics. Some academics and clinicians point out important differences between obesity and food addiction [42, 43]. Firstly, only a minority of people who are obese meet the diagnostic criteria for food addiction, whereas some normal and underweight individuals do. Secondly, it is not clear whether changes in the brain are a cause or a consequence of food consumption. Thirdly, obesity is a complex multifactorial and heterogeneous condition that can arise from sedentary lifestyles or other hormonal or thyroid conditions; there is no equivalent feature of drug addiction. Similarly, unlike drugs, food is essential for survival.
Despite critiques of the diagnostic validity of food addiction, food addiction models and explanations for eating and obesity are pervasive in mainstream media and society [44, 45] and have influenced the thinking and behaviour of overweight individuals, clinicians, and the general public [28]. Media coverage of “food addiction” has had a significant influence on public attitudes. A recent study found that among 479 Australian and American participants, 86% believed that certain foods (e.g. those high in refined sugars and fats) were addictive, and 72% accepted the view that obesity may be due to a food addiction [28]. The personal, health and societal implications of perceiving others or oneself as a “food addict” are not well understood. 

Stigma and obesity

Weight-based stigma and discrimination have increased in recent decades. For women, weight stigma has been found to be as prevalent as race-based discrimination [46]. Common societal stereotypes of people with obesity include views that they are lazy, unmotivated, and lacking will-power or self-discipline [17]. Societal stereotypes and stigma can lead to overt forms of discrimination and unfair treatment, such as limited opportunities for employment [47]. People who are overweight and obese are, respectively, 12 and 37 times more likely to experience weight stigma in the workplace than their lean counterparts [48]. People with obesity are also rated as poorer candidates for managerial positions and are often offered lower starting salaries than people without obesity [49]. 
Weight stigma is also prominent among health care providers in medical settings. In a recent review, Phelan et al. [15], showed that many health practitioners hold negative stereotypes of overweight and obese persons that adversely affects the quality of service provided. Such anti-fat attitudes have been observed at both an implicit and explicit level, with medical professionals expressing greater liking for thin, rather than overweight, persons [50]. This is particularly concerning as experiencing weight stigma may lead overweight and obese persons to stop engaging in a range of health services. For example, physical educators, who often play a central role in promoting participation in sport and physical activity, have been found to have higher levels of implicit and explicit bias against obesity [51]. 
[bookmark: _Hlk503112646]Weight stigma can have adverse consequences for both psychological wellbeing and physical health. Considerable evidence shows that weight stigma is associated with greater depression, anxiety, substance use, poor self-esteem, lower body image, and suicidal ideation [52, 16, 53-55]. Research also suggests that experiences of weight stigma are an important mediator of the relationship between higher BMI and lower psychological wellbeing [56, 57]. This relationship may be partially explained by the interaction between psychological and physiological mechanisms, with weight stigma related to increased physiological stress (e.g. cortisol reactivity) in overweight individuals [58-60]. Aside from its association with cardiovascular disease and cancers, chronic cortisol levels have been shown to be associated with stress-induced eating and significant cravings for high fat and sugary foods [61]. Weight stigma has also been found to increase calorie consumption and lower perceptions of control over one’s weight [62], leading to binge eating and unhealthy weight control behaviours and interfering with weight loss efforts and increased weight gain over time [63, 14, 13].

Internalised Weight Bias 
Being the target of weight stigma can lead individuals to direct negative stereotypes and blame toward themselves, referred to as internalised weight bias. Internalised weight bias is associated with increased depression, body dissatisfaction and anxiety [64, 65]. Adverse consequences of internalising weight bias may be distinct from those resulting from experiences of weight stigma alone [66], and may be associated with a range of negative physical health indices including cardiovascular risk factors [67]. In addition, weight bias internalisation has been found to mediate the relationship between BMI, eating behaviour, health-related quality of life and emotional wellbeing [68-70], and is associated with a higher likelihood of engaging in emotional binge eating, perpetuating a cycle of weight gain, stigma, and overeating [69, 71]. 

Reducing Weight Stigma 
Despite evidence documenting the severity and prevalence of weight stigma and its adverse consequences, there is insufficient research identifying effective strategies to reduce weight stigma [72, 73]. Methods that have been employed include evoking empathy and positive emotion towards overweight persons, changing views about controllability and responsibility for weight, adjusting social norms for weight, and increasing awareness of one’s own biases [73, 72]. Though the scarcity and inconsistency of the existing literature makes it difficult to draw conclusions about the effectiveness of any one strategy, both Alberga et al. [73], and Daníelsdóttir et al. [72] highlight the promising effects of changing causal attributions of obesity. For example, medical students exposed to a genetic explanation of obesity (i.e implying eating and weight is outside of one’s control) will elicit less negative stereotypes towards a virtual overweight patient than students who receive a behavioural, or non-causal explanation [74]. 
Whilst it remains to be seen whether short-term changes in attitudes result in sustainable reductions in weight bias or prejudice, studies suggest that attributing excess weight to a neurobioloigcally-driven food addiction that impairs decisions about eating and weight may similarly reduce anti-fat attitudes [75, 76]. However, given that people with overweight or obesity are already a vulnerable group for societal stigma and internalised weight bias, research is warranted to identify whether a diagnosis of food addiction further reinforces societal stereotypes and/or increased internalization and self-blame. 

How Might Food Addiction Messages Affect Weight Stigma?
Some researchers have argued that attributing obesity to factors beyond one’s control, as suggested by a FAM of obesity, may help to reduce the negative attitudes and stigma directed towards people who are overweight or obese [77, 24]. This plausible suggestion is consistent with established theories of stigma such as Attribution Theory [78], which states that illnesses or conditions viewed to be within one’s personal control (e.g. obesity) are more likely to be stigmatised and resistant to prejudice reduction compared to conditions viewed to be outside of personal control (e.g. addiction). For example, research shows that stronger attributions regarding personal controllability and responsibility of weight is associated with higher levels of prejudice toward people who are overweight or obese [79]. In contrast, others have argued that the “addict” label may increase stigma [80, 81]. Drug addictions are some of the most stigmatized conditions within health and medicine [82]. According to attribution theory, a FAM could also have adverse impacts on overweight individual’s belief in their ability to control their eating (or self-efficacy) and their motivation or willingness to lose weight or seek assistance. These contrasting possibilities highlight the need to carefully consider the potential influence of food addiction messages on these key outcomes, especially in the context of clinical treatment and health promotion.

What does the evidence say?

	Despite growing public awareness and acceptance of food addiction, there has been little research examining its relationship to societal stigma and discrimination, or to individual self-understanding, body image, or self-efficacy. A systematic search of the literature across three databases (PubMed, PSYCINFO, and SCOPUS) conducted in December 2017 identified only nine studies examining links between food addiction messages and weight stigma (see Table 1). A search combining the keywords: “food addict* OR “eating addict*” with stigma related concepts: “stigma” OR “bias” OR “prejudice” OR “blame” OR “body image” OR “dislike” returned 46 articles, 37 of which were excluded for being review articles, not in English, or unrelated to stigma. 

Table 1. Summary of research detailing the effects of food addiction messages on internalised and externalized weight stigma
	Reference
	Sample
	N
	Study Design

	Measures
	Findings

	[83]
	Obese (BMI > 30kg/m2), age = 44.88, 75.8% female, 45.3% white, BMI = 38.3 kg/m2
	96
	Quasi-experimental. Compared those who met criteria for food addiction with those who did not using Chi-square analysis and ANOVAs.
	Researchers assessed participants eating disorder psychopathology through interview. Depression, emotion dysregulation, eating pathology and the presence of food addiction (YFAS) were further assessed through self-report measures.
	41.5% of participants met criteria for food addiction. No difference in age, race, gender or psychiatric comorbidity between those who did and did not meet criteria for food addiction. Higher YFAS scores were associated with negative affect, emotional dysregulation, binge eating, body image concerns and lowered self-esteem. 

	[84]
	Overweight and obese (BMI > 27kg/ m2), age = 47.4, 68.4% female, 84.2% white, BMI = 38.2 kg/m2
	57
	Participants in the study were engaging in an 18-week weight loss intervention. Data used in the present study was taken at baseline (pre-intervention) and 7 weeks into the trial. ANOVAs and bivariate correlations were used to examine relations between scores on the YFAS and variables of interest. 
	Food addiction pathology, psychological distress (depression), maladaptive eating behaviours, eating self-efficacy, weight-stigma, internalised weight-bias, body image. 
	Higher food addiction symptomology was associated with greater depression, maladaptive eating behaviours (e.g. binge eating), higher internalised and externalised weight bias and body shame. There was no relationship between YFAS scores and body satisfaction.  

	[81]
	
	
	 

	
	

	Study 1
	52% female, 63% white
	659
	Participants completed an online survey assessing attitudes towards a “food addicted” person compared to other highly stigmatised conditions including obesity, addiction and disability.

	Researchers assessed: 1) willingness to interact; 2) emotional responses (e.g. disgust); and 3) beliefs about personal responsibility and blame for the target individual
	The label “food addict” was more stigmatised than obesity and had an additive effect on weight stigma.

	Study 2
	54.7% male, 64.6% white
	570
	Participants completed an online survey assessing attitudes towards a “food addicted” person compared to more specific addictions (smokers and alcoholics). 

	As above
	Food addiction was viewed more favourably than other addictions. 


	[85]
	Adults recruited through an online survey platform 54.7% male, 64.6% white
	570
	Participants were randomly assigned to answer questions about food addiction, alcoholism or nicotine addiction. Participants read a vignette describing a person with one of these conditions and were asked about their attitudes towards the vignette [81] and their beliefs about the condition itself (presented here). 
	Researchers assessed attitudes and beliefs about addiction in general and more specifically about alcoholism, food addiction and smoking. 
	Alcoholism was viewed as more of a “disease” than food addiction which was perceived as more of a “disease” than smoking. Smoking and food addiction were rated more highly on the free will scale (more behavioural based) than alcoholism. People were most likely to attribute food addiction (as oppose to smoking or alcoholism) to general unhappiness with one’s life.  

	[77]

	71% white, age = 34.55, BMI = 25.4 kg/m2
	625
	2 (addiction vs non-addiction) x 2 (obese vs normal weight) Between-Subjects Experimental Design. 

Participants read 
information that explained obesity from a food-addiction or non-addiction perspective. They then read vignettes which described either an obese or normal weight person. 
	Assessed participant’s level of stigma and blame towards both the target vignettes and obese persons in general, as well as their own fear of becoming fat.

	A food addiction explanation of obesity elicited less stigma, blame and lower perceived psychopathology towards the target vignette. A food addiction explanation elicited less blame towards obese people and reduced participant’s own fears about becoming fat.

	[86]
	80% female, Aged 18-84, BMI = 27.4 kg/m2
	479 (U.S. = 215, Australia = 264) 
	Quasi-experimental. Outcome measures were compared on pre-existing groups (Country, BMI). 
	Food addiction symptomology (YFAS), weight-stigma and body mass index (BMI). Also assessed attitudes about the causes of obesity and the impact of food addiction. 

	Low levels of stigma were reported overall. Obese individuals scored higher on some stigma measures. 

	[87]
	University students, 76% female, age = 20.19
	793
	Correlational. 
	Use of survey to assess relationships between body image, depression, food addiction, gender and BMI. 
	Body image scores were lower for females than males. 
Negative relationship observed between depression and body image scores. 
Positive relationship between food addiction stores and both depression, and BMI. 

	[88]
	74% female,  age = 38, BMI = 33 kg/m2
	23
	Qualitative. Semi-structured interview. 

	Interviews assessed participants views on the ways in which “food addiction” impacts stigma, treatment seeking, and support for obesity-reducing policies
	Some thought that a “food addict” label would be accompanied by both increased experiences of stigma, and increased self-stigma, although did indicate it would likely promote psychological treatment seeking. 


	[20]
	
	
	
	
	

	Study 1
	University Students, 90% female, 76% white, age = 18.7, BMI = 22.0 kg/m2 

	658
	Quasi-experimental design. The study administered preliminary tests to stratify three groups: self-perceived food addicts (SPFA), food addicted as per the YFAS, and non-food-addicted (NFA). 
	All participants completed measures of eating pathology, body dissatisfaction, and explicit and internalized weight stigma.
	Significant differences were found between each of the three groups: eating pathology, body dissatisfaction and weight-stigma increased in severity from non-food addicted, to self-perceived food addicted, to those who met criteria for food addiction as per the YFAS. 


	Study 2 
	59.8% female, 58.6% white, age = 35.1, BMI = 27.9 kg/m2 

	614
	Same as above 
	Additional to measures used in study 1, measures of impulsivity, food cravings, binge eating, and depressive symptomatology were assessed.
	Eating pathology distinguished SPFA from those food addicted as per the YFAS but not from NFA.



Note. Body Mass Index (BMI),  Analysis of Variance (ANOVA), Yale Food Addiction Scale (YFAS), self-perceived food addicts (SPFA), non-food-addicted (NFA). 	
	
One study found that “obese” and “food addict” labels elicited similarly high levels of weight stigma, but that when combined elicited greater stigma than either label alone [81]. However, “food addicts” were less stigmatized than other addictions (e.g. drug addiction) and were viewed as more likeable and less responsible for their condition than targets described as having an alcohol or tobacco addiction [81]. These findings suggest that although “food addiction” may not cause the same level of stigma associated with a drug addiction, the term “food addict” may have an additive effect that increases the overall level of weight stigma aimed at this population, but less than that aimed at people with drug addictions.  
Latner et al. [77] randomly assigned participants (n=625) to one of four experimental conditions in which they read about the causes of obesity that described either a food addiction explanation or a non-addiction explanation. They then read a vignette describing an obese or non-obese individual who was portrayed as being either addicted or not addicted to food. Findings showed that an addiction-based model of obesity reduced weight stigma and blame towards both the “food addicted” target and people who are obese in general. Exposure to food addiction messages were also associated with decreases in “fear of fat” (a reduced concern about gaining excess weight). These findings suggest that a FAM of obesity could potentially help reduce weight stigma and its adverse consequences related to emotional eating and/or psychological distress, though effect sizes were small. 
	In contrast to the above studies that examined links between food addiction messages and stigmatizing attitudes toward individuals with obesity, research assessing the effects of such messages on internalized stigma or self-perceptions is scarce. Cullen et al. [88] conducted a qualitative study of adults who are overweight or obese to examine their views about being labelled a “food addict” and how this affected their self-perceptions. Participants commonly reported that the addict label would “make [them] feel bad about [themselves]”. In contrast to attribution theory, participants’ self-stigma appeared to be associated with the view that they had little control over their weight. 
More research examining the self-stigmatising effects of food addiction messages is needed, including research to assess the impact of these messages on clinical and health outcomes, such as self-efficacy, eating and weight, and treatment seeking. Existing literature on the effects of a FAM on eating behaviours and attitudes has returned mixed results [89, 21, 90]. One study found that participants had increased dietary concern and ate fewer calories in a subsequent bogus taste test when given a food addiction diagnosis [90]. Whilst another study found that giving participants a news article supporting the concept of food addiction appeared to have a bi-directional effect on eating behaviour. The variability in intake of indulgent food was much greater in this group than it was for participants who read an article that dismissed the concept of food addiction [21]. These findings suggest that for some people the FAM may promote stringent eating behaviour, dietary concern and treatment-seeking, whilst others may view food addiction as grounded in their neurobiology, thus undermining self-efficacy and weight-loss intentions. Given these uncertainties, it is critical that the impact of food addiction explanations of obesity on self-efficacy for eating and weight-loss receive further attention. 

Potential Insights from Biological Models of Obesity and Stigma 
	Although there is a paucity of research on the direct impact of a FAM on weight stigma, previous studies assessing the impact of biological attributions of obesity offer some insight into how information about food addiction may be interpreted by the public. This is because biological attributions for body weight, like a FAM, reduce the perceived influence of factors under personal control (i.e. poor diet and lack of exercise) and emphasises the role of factors outside of personal control (e.g. neurobiology and genetics). Evidence has shown that biological causal attributions for obesity can have positive impacts on weight stigma, such as decreased weight bias internalisation [91] and increased body satisfaction [92]. Describing obesity as resulting from non-controllable factors (e.g. genetics) rather than controllable factors (e.g. poor diet and lack of exercise) also reduced external blame and weight-based discrimination [76, 75]. Thus, it is plausible that a FAM for obesity could reduce weight stigma through a similar attribution process. However, biological attributions could have negative and as yet unknown impacts on people’s eating and clinical behaviour. For example, Hoyt and colleagues [92] found that while messages that “obesity is a disease” did increase body satisfaction, it was also associated with increased unhealthy food choices. This could reflect either lowered perceived behavioural control or less motivation to make healthier choice associated with increased body satisfaction. A comprehensive analysis of the impact of food addiction messages needs to also consider the potential clinical impact on a person’s eating and weight behaviours and their self-efficacy. For example, a recent study showed that people who believe their weight is due to biological causes, such as genetics, are more likely to perceive their weight as unchangeable [93]. This may partially explain why providing overweight individuals with biological explanations of obesity increases unhealthy food choices [92] and contributes to difficulty achieving weight loss [94].

Conclusions and Future Implications for Research and Policy
Despite considerable media attention to the concept of food addiction, public support of food addiction as a contributing cause of obesity [28], and the growing use of food addiction approaches in the clinical treatment of obesity [95], there is little empirical research examining the impact of food addiction messages on public and personal weight stigma. The limited evidence available leaves many unanswered questions. It is unclear what impact food addiction explanations of obesity may have for the health and wellbeing of individuals with obesity or for broader societal attitudes, especially when these messages are communicated widely via public health campaigns or during clinical consultations in treatment settings. Large surveys of public and patient attitudes are needed to clarify the ways in which a FAM is interpreted and in turn affects attitudes and behaviours. Ideally, there is a need for studies employing experimental manipulations (e.g. a food addiction diagnosis) to identify the effects of a FAM on behaviour (e.g. eating and food choice, behaviour towards overweight individuals) [90]. By elucidating how food addiction messages affect members of society, it may be possible to devise public health promotion and clinical messages that reduce stigma and discrimination towards overweight individuals while eliminating negative impacts on self-image, self-efficacy, eating and weight.
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