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    Are you one of those people who thinks food addiction isn’t real? Then you might be what Dr. Vera Tarman describes in her new book as a Food Junkie! I was addicted to sugar and other processed carbohydrates over a decade ago and found my way back to health and recovery thanks to some basic lifestyle changes that made me whole again. Dr. Tarman walks you through all the necessary steps to make that happen for you too. Addiction is real, but it’s not inevitable. Grab back control of your health NOW!


    — Jimmy Moore, author of Cholesterol Clarity and Keto Clarity and creator of the Livin’ Vida Low-Carb blog: www.livinlavidalowcarb.com/blog


    For all those who have struggled with weight loss and failed, here is a wise book that applies the addiction model to food. Tarman tackles the neurobiology of pleasure and the epidemic of obesity and makes sense of both. With a no-nonsense approach, Tarman offers a thoughtful, groundbreaking exploration of a subject that plagues the majority of readers.


    — Ann Dowsett Johnston, author of the bestselling Drink: The Intimate Relationship Between Women and Alcohol
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    Dedication


    To Cathy,


    my beloved partner.


    —Vera


    To all food addicts, especially those in recovery, their families, friends, and health professionals.


    —Phil
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    preface


    When it comes to food addiction, neither my colleague, Phil Werdell, nor I can be objective. We have both struggled with this disease for decades, so, although our purpose is to present a fact-based examination of food addiction, we can hardly be neutral.


    We have struggled to control our addiction through diet pills, diet doctors, and even diet candy.[1] We have spent thousands of dollars on Weight Watchers and Jenny Craig, therapists and psychiatrists, weight-loss vitamins and herbs. We have ingested diuretics, laxatives, and other substances to purge ourselves of extra food. We have exercised hours each day, so obsessively that we eliminated the “rest and relaxation” most people enjoy on weekends and vacations.


    Our eating has been out of control; we’ve often ingested enough calories in an hour to fuel a two-hundred-pound male for days. We have repeatedly tried, and failed, to tame our appetites. We have enlisted people — friends, family, even professionals — to help us by shaming, blaming, bribing, nagging, cajoling, ignoring, encouraging, comforting, and punishing.


    So, we realized we could not be dispassionate about the contents of this book. We are on a mission to present vital information to the many individuals who struggle with unwanted eating behaviours. We want to give readers a better understanding of the continuum that begins with food compulsions and ends with full-blown addiction.


    For years, food addicts of all types — including Phil and I — have been trying to talk about this phenomenon. All too often, though, our disclosures were met with light-hearted dismissals (Oh, everyone eats a little too much sometimes) or blunt skepticism (It’s not a disease, you know; you just eat too much). Now that obesity, one of the hallmark symptoms of food addiction, has grown to epidemic proportions, scientists and medical professionals are no longer laughing. Instead, they are taking a closer look at what is really going on in the bodies and brains of those of us who struggle with our food intake. In Food Junkies, we will present this information about the addictive nature of food in a format that can be understood by patients, clinicians, and, most importantly, the general public. We will introduce you to people who are struggling with this disease and hear the stories — the tragedies and the victories — that have been for so long silenced, scoffed, scorned.


    We don’t want the book to be drily academic, the sort written by experts dispensing prescriptive advice. Though you will find helpful information in the book, much of it drawn from authoritative studies, the book also contains very personal stories, moving accounts full of feeling and struggle. Given our histories as food addicts, as well as educators in the addiction field, we are both well situated to present this information in an authentic, accessible way. As yet, there have been no books like ours, written by authors who have both experienced food addiction and its recovery and who are also equipped to speak from the authoritative stance of clinicians in the field.


    In this book you will meet men and women suffering from food compulsions and addictions as well as those who have recovered. You will also meet people who are not addicted to food but have a tendency to overeat. Although their names have been changed, they are all real people we have met in our practices. You will meet Mary, who made a decision to lose weight when her scale indicated that she weighed more than two hundred pounds. She has managed to keep her weight off for many years. And you’ll meet Janet, who insists that her lack of willpower is her real problem; she has lost weight and kept it off, but she is only able to do so as long as she sticks to her diet. And you’ll also meet Ellen, who, despite great willpower, simply cannot control her bingeing at night. She worries that she might be a food addict.


    You will also be introduced to Laura, who is addicted to alcohol as well as food. While she no longer drinks, she simply cannot stop eating. As badly as she wants to stop, her cravings for food are even stronger than her cravings for alcohol. You’ll learn about Lawrence, a morbidly obese food addict, whose death marks the inevitable conclusion of this disease when left untreated. And you’ll meet Ruthann, whose primary addiction is to undereating. Yes, we believe that even anorexics suffer from a kind of food addiction. Ruthann learns to control her anorexia by applying to her undereating patterns the same approaches we present for food addicts who overeat.


    We have interviewed clinicians who have stepped outside the box, experimenting with treatment approaches for eating disorders. Among them, you will meet Ester Helga Gudmundsdottir, who runs a successful outpatient clinic serving more than eighty food addicts in Iceland. Another specialist is Renae Norton, who has treated hundreds of anorexics and bulimics and has concluded that both groups achieved recovery only when they abstained from all drugs, alcohol, and specific trigger foods. (If they didn’t, she found, her clients would eventually relapse, with each relapse harder to recover from.)


    Finally, you will meet people who have found effective solutions for themselves. Martha, for example, has stopped eating sugar and flour and weighs and measures her food down to the last ounce. Despite inquiring looks from others, she brings a scale to every restaurant meal. Once one hundred pounds overweight, she has kept the extra weight off for more than twenty years. More important, Martha has finally found a level of contentment with her eating. She provides a message of hope that freedom from food cravings is possible. For Martha, this freedom is so delicious that it overrides any pleasure that the food might have given.


    Our message is simple: if you see yourself as a food addict you must treat your trigger foods as a drug. The most successful treatment for any drug addiction, from alcohol to drugs to food, is abstinence from the trigger substance. Our addicted brain — whether it is so for genetic, psychological, or even environmental reasons — is wired to crave more as soon as even the smallest amount has entered our system. Like a flame igniting kindling, trigger foods ignite a fiery and voracious appetite that makes us want to eat, eat, eat.


    While our message may be simple, it’s not an easy one. The message of abstinence from a drug of choice is a hard one to hear, especially since so many otherwise excellent diet programs give conflicting messages. The first phase of most diets is often very restrictive: no sugar, starches … but the dieter is promised that in the second and third phases she will be able to eat all her desired foods, only in smaller portions. We shake our heads at this advice. If a particular food is your drug, any portion, large or small, will ignite insatiable cravings. In this book, we will explain the physiology of this reaction so that you understand the critical importance of abstinence.


    There is good news. Abstaining from problematic foods does not have to be a hardship. Instead, you will experience a freedom from obsession as well as all the negative consequences of addiction. If you think you really are addicted to food, you may never have felt this freedom. That’s why Phil and I invite you to take the first step: keep an open mind and read this book. Overcome food addiction now and discover that freedom really does taste great.

  


  
    

  


  
    

  


  
    


    this book, bite size


    OUR MESSAGE TO YOU


    Christine’s Story


    November clouds began to drop the first snow of the season as I tossed my book bag over my shoulder and started to walk. I was not happy about the half hour it would take to get home from school, where I was a sophomore. To distract myself, I looked up and caught a snowflake on my tongue.


    “Tastes pretty good,” I thought to myself, “like a snow cone without the syrup.” As I walked, I began to think more about snow cones — lime, cherry, raspberry, grape.


    I knew I should not go down this path. I knew that thinking about snow cones, or anything edible, was dangerous for someone carrying thirty extra pounds, especially since I had just started another new diet. I knew from experience that one fleeting image of a cheap carnival confection could be my undoing. I told myself that today would be different, that I would be stronger than the food.


    Before I was halfway home, I knew it was hopeless. I had gone from thinking about snow cones to thinking about ice cream with Oreo cookies in it. I started walking faster, so I could raid the refrigerator and the cabinets before my roommates returned.


    I started with the M&Ms, stuffing a handful in my mouth, barely chewing them before I swallowed. After scarfing down the rest of the bag, I opened the freezer and grabbed a virgin gallon of vanilla ice cream. It was gone in minutes. Next came the toast with butter and jam, followed by potato chips, salted peanuts with lemonade, peanut butter from the jar, slices of American cheese, a bag of Nestlé’s chocolate chips meant for baking.… I didn’t stop until I hit oblivion.


    My friend and collaborator, Phil Werdell, talks openly about his own struggle with food. Here’s his story:


    My grandmother died of a massive heart attack at age fifty-two. I can’t prove it, but I have come to believe that she really died from untreated food addiction. Of course, my grandmother didn’t think of herself that way, nor did her doctor. No one in the medical professional did at that time.


    Three decades later, I, like my grandmother, was having trouble with my weight. I kept losing it then immediately putting it back on. One day, after a long day of working too long and a long night of eating too much, I had a heart attack myself. It did not even occur to me that I, my grandmother, or anyone else could become chemically dependent on food.


    My food addiction had to get worse before I could address it. A few years later, I had another brush with death that scared me even more. I was sure it was caused by overeating a specific food (wheat), but no matter how hard I tried, no matter what I did, I couldn’t stop eating that food for even one day. I felt demoralized and hopeless.


    When I shared my experience with a friend who happened to be a recovered alcoholic, he surprised me by telling me, “Phil, you eat like I used to drink.”


    Those words changed my life.


    When an office worker sheepishly polishes off the last cookie from the plate, or a poker player grabs the last slice of pizza from the oversized box, they are not necessarily showing signs that they are addicted to food. There is a difference between simply enjoying food, even to the point of overeating, and having a food addiction. Our brains are wired to enjoy food; it is a primal survival mechanism. We enjoy foods that are high in fat and sugar, because we relate to the immediate energy they provide. Centuries ago, facing a potential famine, these energy dense “junk foods” might ensure our survival.


    In this book I will explore the science behind the dynamic of food’s enticing, mood-altering effects. I will look at why we find food so enjoyable. At the level of the emotional brain, eating — as well as other activities that encourage survival, such as sex, social interaction, and exercise — are all reduced to the same pool of neurochemicals in our brains. These organic molecules, such as dopamine, serotonin, and endorphins (with dopamine as the key carrier), travel specific neural pathways to influence our moods. They give feelings of safety, comfort, and joy.


    Food addiction results when the enjoyment of food has become so euphoric that it dominates our natural impulse to stop when we are full, when the pleasure of eating should be diminished. If the pleasure continues beyond our natural satiation point, something has gone wrong in the hormonal and neurochemical complex that governs our behaviour. Eating with abandon is a biological imperative gone awry. In Food Junkies: The Truth About Food Addiction, I will explore how this occurs by looking at the mechanics of this frustrating and all-too-common phenomenon.


    Today, abnormal eating habits have become a focus of interest, especially in light of the obesity epidemic affecting much of the developed world. Many attempts to understand this phenomenon have been made, principally by dieticians, nutritionists, and eating disorder clinics. Self-help books on how to take off weight are as plentiful as cookbooks. Many experts offer solutions on how to solve our problems with food. Yet no solution has successfully worked over the long term.


    Both Phil Werdell and I believe that by applying the principles of addiction to our destructive eating patterns, we have found the missing piece of the puzzle. We wish to explore the addictive impulse that morphs the normal pleasure of food into what is, for some people, an insatiable and relentless desire. Hot, buttered popcorn becomes a means to settle anxiety; a quart of butterscotch ice cream numbs emotions; a rich chocolate cake provides a burst of euphoria. Food becomes a drug.


    Using emerging scientific techniques such as genetic testing, neuroimaging, and neurochemical alterations, we are finally able to see that some foods have the same qualities as commonly abused drugs. Sugar, for example, shares the same neurochemistry and neural pathways as cocaine. Sweetened chocolate mimics the effects of alcohol and opiates. Flour modulates moods and anaesthetizes pain just as many drugs do.


    Genetic research now suggests that people can be predisposed to becoming alcoholics or drug addicts. This research has found that the same dopamine D2 receptor alterations that are common amongst these subgroups are also found in the obese. Demographic data shows shared familial patterns between alcoholism and obesity. There is also strong demographic evidence indicating that bulimics are more likely than the general population to become alcoholics. In our clinical practices, we have frequently found that alcoholics are more likely to become bulimics once they have stopped drinking.


    In a groundbreaking study in the June 2012 issue of the reputable Journal of American Medical Association (JAMA), researchers report that of the 1,900 bariatric surgery patients surveyed, alcohol abuse increased significantly in the second year after gastric bypass surgery. Sixty per cent of these patients insisted that they did not have problems with drinking before the surgery.[1] We have concluded that both conditions, the drinking and the overeating, can be interpreted as different indications of the same addiction. When the person is no longer able to overeat, he or she turns to another means to find intoxication.


    As recovering food addicts ourselves, Phil and I are both well aware of the daunting physiological force that drives some of us to eat compulsively. We will use our own personal stories as well as numerous stories from our practices to put a human face on the current research about food addiction; we will also discuss the solutions that are typically attempted and, finally, our solution.


    However, we are more than recovering food addicts. We are also clinicians on the front lines of this baffling and unrecognized condition. I have been an addictions physician for more than twenty years; Phil Werdell has been a long-time counsellor, writer and educator in the field of food addiction. Together we have worked with thousands of people who have struggled with food. We have seen many failed attempts to regain control of normal eating, but we have also witnessed a number of remarkable recoveries. We wish to share this information so that you can better understand the complexities of out-of-control eating.


    We believe a paradigm shift is in order. Society needs to recognize that people who struggle with abnormal eating behaviours may be struggling with the same demons as the alcoholic or drug addict. Some may be potential food addicts, in the early phase of battling urges that only occasionally erupt and lead to a binge. Others could be driven by the compulsion to eat, even after hours upon hours of eating and purging have left their tongue and throat raw. What they all have in common is an inability to tame an overpowering impulse to eat, which is magnified by the potency of some particular foods.


    You might wonder whether a paradigm shift is necessary. Do we need to take the extreme stand of calling this struggle an addiction when that is not a label most people are inclined to favourably accept. Doesn’t overeating alone carry enough shame, with its implications of gluttony and greed? Even “foodies,” who know that they like food more than the next person — who will say they “love” apple crumble or “couldn’t give up their bread” — will deny they have an addiction.


    Most people will acknowledge that problems around eating and food exist, and some may even be willing to confess to their own deviant relationship to food. To the extent that it’s now more acceptable to speak out about these disturbing inner demons, we can thank celebrities.


    Karen Carpenter was a pop singer with a devoted following in the 1970s. In 1983, the public was stunned when she unexpectedly died of heart failure caused by complications relating to anorexia. Until this time, most people hadn’t heard of eating disorders. In her memoir, Gilda Radner wrote of her experience with ovarian cancer and how she struggled with bulimia throughout her comedy career. Radner was a much-loved comic and, despite her disclosure, her fans continued to adore her.


    Actress Kirstie Alley has also lived a cycle of weight loss and gain. In 2008, she had lost about one hundred pounds using the Jenny Craig diet, then gained it back, then lost it again in 2011 using another program: Organic Liaison. Again her weight has returned. This pattern of weight fluctuations has been attributed to a binge-eating disorder. She has been quite candid about her struggles, even chronicling her regime in her reality show: Kirstie Alley’s Big Life.


    What she said in December 2013, as a sixty-two-year-old woman, indicates her understanding of her condition to date:


    
      I used to be able to eat whatever I wanted in huge quantities, but that all changed about the time I turned fifty-three. What works for me now is to eat 90 percent organic. Most days I eat no sugar and very little dairy. If I work out hard for an hour a day, that keeps my metabolism boosted and I can eat more. When I’m filming the show, I don’t always have the opportunity to exercise, but I’d always rather eat more calories and work out harder. That to me is a winning combination.

    


    In the early nineties, when biographies of Princess Diana were published reporting on her eating disorder, it opened the door for many to admit to their own bulimic tendencies. Unfortunately, the explanation that Phil Werdell and I put forward — addiction — carries with it an air of disrepute that adds to the shame already cloaking these kinds of eating issues. It introduces an unwelcome dimension into our everyday lives. Even Oprah Winfrey, who openly admits to a past history of crack abuse, has not declared herself a food addict who has merely shifted her focus from crack to food. Instead, she has positioned herself as the “everywoman” who struggles with her weight by regulating her eating behaviours through diets, personal coaches, and affirmations. Her previous relationship with addiction is in the past, a tasty bit of gossip hidden in her memoir, while she publicly provides her own year-by-year account of her food and weight issues on network television.


    Oprah’s weight has fluctuated quite dramatically, from 237 pounds in 1992 to 160 pounds in the early 2000s. She has attributed the fluctuations to a thyroid condition and depression, and her success in losing weight to various diets (among them Weight Watchers) as well as personal coaches. She has talked in the past about her relationship with food:


    
      As far as my daily food choices go, I’m not on any particular program. I’ve gone back to the commonsense basics we all know: eating less sugar and fewer refined carbs and more fresh, whole foods like fish, spinach, and fruit. But in order not to abuse food, I have to stay fully conscious and aware of every bite, of taking time and chewing slowly. I have to focus on being fully alive, awake, present, and engaged, connected in every area of my life.…


      What I’ve learned this year is that my weight issue isn’t about eating less or working out harder or even about a malfunctioning thyroid. It’s about my life being out of balance, with too much work and not enough play, not enough time to calm down. I let the well run dry.


      Here’s another thing this past year has been trying to teach me: I don’t have a weight problem, I have a self-care problem that manifests itself through weight. As my friend Marianne Williamson shared with me, “Your overweight self doesn’t stand before you craving food. She’s craving love.” Falling off the wagon isn’t a weight issue; it’s a love issue.


      When I stop and ask myself, “What am I really hungry for?” the answer is always, “I’m hungry for balance, I’m hungry to do something other than work.… If you look at your overscheduled routine and realize, like I did, that you’re just going and going and that your work and obligations have become a substitute for life, then you have no one else to blame. Only you can take the reins back.”

    


    Gradually, discussing the gritty details of problem eating has become more acceptable and today it’s almost commonplace. These dark forces from within have finally been named in medical circles, labelled bulimia, binge-eating disorder, or compulsive overeating.


    Alas, food addiction has never achieved a place in the medical canon. It is odd: Why has behaviour that is compulsive, impulsive, often self-destructive, and even called an addiction in the popular press not been flagged as addictive in the respectable corridors of modern medicine? We believe that this obvious interpretation has been largely rejected for an alternative diagnosis, one that identifies most eating irregularities as primarily some version of an eating disorder.


    Indeed, this new diagnosis has emerged with an industry surrounding it. Research, medication, and freshly trained clinicians have appeared to help treat what has been labelled under the rubric of “eating disorders.” While critics in the alternative health communities have demonized particular foods, the focus of medical science has been to look at the pathology of the individual, the behaviour of eating, rather than the addictive content of the food itself.


    That’s why we believe that recognizing certain foods and eating behaviours as true addictions is essential. It points to new solutions at a time when the results of the standard ones, such as specialized diets and exercise, have been discouraging. Far too many people, for example, have found that their resolution to diet in the morning dissolves by the end of the day. Even if a diet is successful, most are impossible to maintain beyond a few weeks. The exercise industry is a highly profitable business premised on the illusion that increasing physical expenditure can neutralize bad eating habits. Exercise has tremendous value for physical and mental well-being, but personal trainers are the first to warn overeaters that exercise has minimal efficacy on weight control. Therapy, medications, and surgery also have limited success. Clinicians are puzzled why treatments that work so well in the short term do not, in the majority of cases, result in long-term weight loss or mental stability.


    Within the proposed paradigm shift is a solution that works. As with any true addiction, the key is identifying the drug that creates or intensifies the desire. Once it’s identified, abstain from it. If taking even the smallest amount of the offending substance creates a desire to have more and more and more — what addicts call the “phenomenon of craving” — then the most obvious solution is to abstain from the substance. While abstinence from particular foods may sound like an unpalatable suggestion, we will show why this approach is actually the simplest, easiest, and most successful solution.


    This information could save the lives of many people. Even though the current menu of diets, cognitive therapy, bariatric surgery, medications, and other approaches will not solve our current obesity epidemic, they continue to be promoted. We also question the efficacy of policy initiatives such as removing soft drinks from public school vending machines, taxing junk foods, and threatening with legal action parents who allow their children to eat excessive sugar.


    It’s time to dispel the shame around food addiction and shine a light into the darkest corners of our psyches, and reveal the private eating rituals as well as the slippery lies that we tell ourselves and others. We believe that it is imperative to redirect this focus from the individual to the addictive nature of food itself. By including this addiction dimension to our understanding about aberrant food behaviours, we can contribute vital knowledge that has been missed, knowledge that is needed to make a diet work permanently.


    At the risk of sounding too dramatic, we are running out of time for costly initiatives that will either fail or make little headway. A study by The U.S. Centers for Disease Control and Prevention estimates that by 2030 almost 84 percent of the population will be overweight and 42 percent will be obese. Even those of us who are not overweight today, or who are just concerned about our intake of junk foods, may have succumbed by then to this deadly epidemic.


    Our hope is that by shedding light on the addictive nature of food, we will begin to see more effective action aimed at healing this serious sickness, a connection between comfort and food that damages the body, mind, and spirit. Years ago, one infomercial diet coach claimed to be able to help “stop the insanity!” In Food Junkies, we will give you a roadmap to help you to eat and feel fully satisfied and in control. Addiction, despite its aura of shame, frustration, and despair, is a beatable foe. You will learn to confront and, ultimately, overcome, your compulsion to overeat and step into a brave new world of food serenity.

  


  
    

  


  
    

  


  
    


    chapter one


    EATING, EATING, EATING: WHAT IS THE PROBLEM WITH ME?


    It is 1979, late at night. I have been awake for sixteen hours and I’m exhausted and agitated. I pace between the bed and my desk. Should I write my term paper, go out for a run, or recalculate my daily allotment of calories to see if I can afford just one more slab of chocolate? Or just go to sleep, if that’s even possible.


    I am twenty-three years old and experiencing something I have in common with 25 percent of the female population at Canadian universities — an obsession with weight and food. I am beside myself. My mind is scurrying between one option and another, all in an effort to feel better. I cannot settle. I cannot sit for one minute. Each of my options implies relief, but I know in my gut that none will last beyond even one half hour. Thirty short minutes. How will I ever make it through the night, filled with so many half hours?


    All I have to do is make it to the morning. Daytime will bring the relief of distractions, a break from this incessant ruminating. Meanwhile, I feel as if there is a creature inside me, breathing heavily, filling up my insides like a balloon getting bigger and more menacing. It wants to eat ferociously, but if I give it food, even the smallest bit, it will rear up and demand to eat everything in sight. It does not care whether I am full or if I plead with it to stop, my stomach engorged with food, gas, terror. In that moment, I am just a thin layer of skin containing this monster. It paces and with every slight movement I feel gut-wrenching pain and excruciating anxiety.


    I just have to make it to the morning.


    Thirty-five years later, having been at this juncture too many times to count, I have found a way to quell the beast. It came only after repeated trial and error and having tried many strategies: after many failed attempts to control my urges by creating rules such as eating junk food only on Saturdays, or eating only low-fat, low-calorie items or eating only in the company of others. I had tried drugging my cravings with alcohol. I tried working non-stop until the cravings passed. Most of the time, though, I just gave in.


    Eventually, I found a solution that tamed this creature inside. It was the most effective, yet it was the very last thing I wanted to do, and after each relapse I had to rediscover this truth. Each time, it seemed too ridiculously simple to be true, but at the same time, I thought the solution shouldn’t have to be so extreme.


    I had to stop eating my favourite foods, the ones that provided immediate relief: the doughnuts, the croissants, the ice cream. Just stop. Whenever I lapsed and tried to revert to what I thought of as the “common sense” notion, that I just needed to learn how to eat properly, I soon slipped back to the same obsessive unmanageability. I would try to have just one smallish dessert each night with a nutritious meal. It might take one night, or it might take three weeks of white-knuckling it, but eventually I gave in to the same old pattern of voracious eating. I would start with a slightly bigger dessert the next night; a week later I was eating two desserts a day; the following week it became desserts instead of nutritious meals.…


    No matter which set of rules I gave myself (only on holidays, only on Saturdays, only low-fat), soon enough the rules dissolved and the obsession was back. So, I finally asked myself, what price was I willing to pay for peace of mind?


    I had to see my favourite foods as drugs, despite being aware that most would think the idea preposterous. But it worked. If I did not drink alcohol, I did not want more. If I did not eat the first cookie, I did not want a second, then a third, then more. The trick was simply not to start eating these trigger foods, because I would just stop, re-start, stop again. A lifetime of struggling with a solution that had seemed so unpalatable yet was so successful.


    Today, I say that I am an addict. A respectable addict, of course. Not like the desperate addicts who have cashed in their mortgage, the last of their retirement savings, even cigarette money to get their drug. After all, my drug is cheap, the cheapest of all drugs, and therefore the most pernicious. After all, a bag of day-old doughnuts and a case of root beer costs less then five dollars. And my drug is everywhere I look: in the drive-though gas station’s convenience store, in the supermarket, on the lusciously displayed menu of an exclusive restaurant. And my friends, family members, and colleagues are all users. In fact, almost everyone I know abuses food in some way, although if I suggested it they would say, “What, me an addict? No way!”


    In those voices I hear my own years of rationalizations. I would tell myself that we all need to eat food, that it is an essential social activity, that I just require better discipline, or that I have had a bad day and deserve a treat. My “common sense” thinking that food cannot be an addiction repeatedly led me straight to yet another relapse, with its secret closet eating, hoarding of food, furtive digging through yesterday’s garbage, the bingeing and gorging on pizzas, bagels with cream cheese, bags of chips.


    Even at the best of times, when things were going well in my life, I was continually distracted by the thought of food. At lunch, while my friend excitedly told me about her promotion at work, I silently counted the calories of the cheesecake I had just eaten. Could I squeeze in another piece of cake or tactfully get a nibble of hers? I continually forgot, or put off, the resolution that I made the day before never to eat this way again. Whenever I would tell myself this was normal behaviour, it was the addict in me talking. In my heart I knew I was laying the groundwork for the next binge.


    All this finally ended a decade ago, when I gave up sugar. Today, whenever I tell myself that I can share one small dessert with a dinner companion, I think, Who am I kidding?


    This is my story. It may not be yours, but I wonder if you can relate to some parts of my tale. Most people can, having felt the lure of some foods that compel them to eat, even against their better judgment. Maybe it’s cookies or peanut butter cups. Maybe it’s the tease of the ice cream tub in your freezer promising to soothe you at the end of a rough day. Have you ever wondered why you automatically reach for the chips instead of the celery to munch on while watching TV? Or felt guilty that you wanted more cookies and ended up polishing off the bag after planning to eat only two or three? You are not alone. As the food industry is well aware, most people are vulnerable to these temptations.


    What can explain this phenomenon? When we consider that more than 60 percent of the population is overweight, it is clear that there is something happening on a grand scale that is affecting a majority of people. Is it addiction? Is it simply poor willpower? Is it something in the food?


    Certainly, the quality of foods that we have been eating has changed over the last thirty years. Much of what we eat contains more sugar, high-fructose corn syrup, and salt than ever before. As I will outline in the next chapters of this book, we are essentially biological creatures motivated by pleasure who, through evolutionary selection, now also happen to think. As such, we are wired to desire the more energy-dense foods that will provide us with immediate energy as well as storage for the anticipated spells of famine. In short, we are programmed to like sugar and fat. We are at the mercy of our evolutionary heritage even though, in developed countries, the parts of our brain that regulate appetite and hunger have not caught up to the twenty-first century, where famine is no longer the norm. Food is abundant; in fact, it is too readily available, especially artificially created, energy-dense food — junk food.


    David Kessler’s book The End of Overeating, and, more recently, Michael Moss’s Salt, Sugar, Fat: How the Food Giants Hooked Us argue that the food industry is deliberately hijacking this universal biological imperative, making our foods so tasty, so deliberately engineered to target the primal part of our psyche, that few of us can resist them. The food industry is skillful at this; it’s their business and they make good profits from our vulnerabilities.


    Our social behaviour further supports eating patterns that are often to our detriment. Think of all the supersize orders and free extras, reassuring us that it is okay to loosen our belts and go for more rather than get up from the table. Eating small amounts seems almost quaint in our era of all-you-can-eat buffets and price deals. At the end of a restaurant meal, the tantalizing dessert that the waiter describes to us with great animation tempts us. We may try to resist, but often give in, shamefacedly and somewhat guiltily. At many work events or family dinners, office co-workers or family members cajole us, even diabetics who are warned by their doctors not to eat sweets, to “have just a taste.”


    Try not to eat in such social milieus! Saying no to food during celebrations such as those at Christmas or Thanksgiving or on birthdays is especially difficult. How many people have gone on a diet only to find that, despite the success of significant weight loss, they simply cannot maintain their austerity? It is the rare person who will draw unwanted attention to herself by refusing her own birthday cake or the Christmas butter cookies made just for her. The refrain, “Have one! You don’t have to be good all the time,” follows every dieter. Not surprisingly, it is the rare person who can keep a significant amount of weight off for longer than a year.


    Wait a Minute! Does Enjoying Food Mean I Am a Food Addict?


    Why is it is so hard to say no to savoury foods despite our better judgment? Is it just peer pressure or do environmental triggers overwhelm our good intentions? More to the point: When does eating food for pleasure become a problem?


    We believe there is something more fundamental than external pressures at work here. The universal human experience of wanting to eat more, especially when delectable foods are on the table, suggests that there is a common dynamic underlying our eating behaviour. For the most part, we have not labelled it an addiction. After all, not everyone who can’t resist the lure to eat hyper-palatable foods is a food addict. We are all prone to the lure of food.


    What distinguishes addictive behaviour is its extreme nature: the degree to which a person is compelled to eat, is obsessed with eating. Some people are merely tempted, giving in occasionally. Willpower works for them. The sight of a buffet is enough to entrap others, causing them to fill plate after plate of food even after they’ve stopped enjoying it. Some of us appear more susceptible to this seduction than others.


    As humans, we all sit somewhere on a continuum, with desire at one end and addiction at the other. Some of us eat for healthy reasons — for nutrition, as part of social interaction and, yes, for pleasure. Others eat because they are driven by an insatiable need to eat, regardless of hunger or health. A need that is beyond willpower or common sense. It becomes a need that is disconnected from nutrition, interaction, or even pleasure. When an eating behaviour leads to a self-destructive end point, when there is a desire to eat that has no “stop” switch, that trajectory points to the dynamic of addiction.


    Let’s explore the pleasure of eating, as well as its dangers. It is helpful at the outset to understand why food is so enjoyable in the first place and how that pleasure can overwhelm us and lead to the frustrations that so many dieters experience. When does pleasure become so compelling that it looks like an addiction?

  


  


  
    


    chapter two


    I JUST LIKE TO EAT! — EATING AND OVEREATING


    “Hey, if you wore the right clothes and put on makeup, you would look just like Princess Diana!”


    Janet shyly smiles at the memory of this comment. We are sitting at the round table in her mother’s kitchen talking about the trials of dieting. Janet is wearing a pair of blue jeans and a print blouse. She has large square sunglasses on her head and wears a thin silver bracelet on her wrist. She isn’t interested in looking like Princess Diana. She isn’t a showy person and cares little about current fashions. Even the laser eye surgery she had done years ago was not, she insists, for cosmetic reasons; she wanted to swim in the lake without worrying about her glasses slipping off her nose. Facelifts, Botox, even dyeing her hair are not in the cards for her. Vanity is not her thing.


    Janet tells me that she is content with her life. A stressful job and the occasional bouts of nausea that afflict her are the only obstacles she has towards feeling really happy. Although she weighs sixty pounds more than she would like to weigh, she says that her excess weight doesn’t affect her happiness very much. “I would be happier if I weighed less,” she concedes, “but it is not my main focus.”


    That’s not entirely true, though. Sometimes she wishes that she would pay more attention to her weight. When she sees a picture of herself she feels motivated to diet. When she stands on the scale at her local Weight Watchers meeting and sees that her weight has crept up another two pounds she starts to fret. But this lasts for only a couple of days and then she is, again, blissfully unconcerned.


    Janet has always been a “chunky” girl and has been on various diets throughout her life. Looking around her parents’ kitchen, where she spent her childhood, the wallpaper has been modernized to a light blue pattern, the stove and fridge upgraded, but she can still see herself as a seventeen-year-old asking her older sister how to diet. They had studied various strategies and she had lost weight with those attempts. “How did I do that?” she asks, recalling those memories of her first diets.


    Janet recalls how she always prepared her food ahead of time. She was able to refuse desserts without any distress. She diligently counted and recorded her calories. With each new dietary regime, she typically lost sixty pounds and kept to her new weight for a few years. But then she would stop following the diet, and as the weight crept back on, her motivation would wane.


    At first there were good reasons to get off her diets. She developed gestational diabetes during her first pregnancy. Her doctor insisted that she stop dieting and eat as much as she wanted. Janet smirks, brushing crumbs from the table. “So I ate. I saw it as permission to eat whatever I wanted. I gained all that weight back.”


    She remembers her husband laughing when he said, “Janet has a new favourite four-letter word: Food!” After her second child, she did not even bother trying to control her weight. Her interest just seemed to fizzle.


    Janet joined Weight Watchers in her early forties. She was ready to tackle that annoying sixty pounds once more. Some co-workers from her office agreed to join with her. They all followed the same food plan, shared notes and recipes, and encouraged each other. Janet even convinced her family to follow her meal plan. To her delight, her husband, who was a big man, lost even more weight than she did. Everything was in sync: the family, her friends at work, and her health; it all seemed so simple then. Sighing, she says: “Why can’t I do that now?”


    Illness derailed her regime. Janet developed an extreme case of vertigo that still plagues her whenever she is under stress at work. She gets dizzy and sick to her stomach and sometimes even has to leave work. Reading or watching television made her feel just as sick, and she would typically end up having to lurch off to bed. “I grew to be afraid of these attacks,” she says, the anxiety obvious in her voice. “So I ate.” She learned that the only thing making these episodes bearable, even preventable, was food. When she felt an attack coming on, she would reach desperately for something to eat, regardless of whether it was healthy. Anything solid settled her stomach. The bottom line, she tells me, is that she has become more afraid of these attacks than she is about her weight gain. So the weight came back, creeping up even higher than before.


    A few years ago, she became alarmed when she saw that her weight had climbed above two hundred pounds, so she returned to Weight Watchers. Shaking her head, she tells me, “I have never been that high.”


    But Janet discovered what many people who return to dieting find: it seems to get harder each time you go back to it. At first you’re inspired but soon you’re discouraged again. She remembers her first weigh-in after a week of dieting. She had expected to see the typical five-pound fluid loss (both salt and carbs retain water), but instead found she had lost nothing. Not even one pound. “My motivation just deflated then,” she says. “It took me one whole month to lose five pounds.” Burying her face in her hands, she adds, “All that work for five pounds? Now, I come home and think that I should prepare tomorrow’s lunch, but I’m too tired.”


    Why Is Eating so Pleasurable?


    Enjoying food is not the same thing as being addicted to food. Our brains are wired to enjoy food.[1] It is a primal survival mechanism. In fact, we enjoy foods that are high in fat and sugar for that very reason — they’re energy-dense and ensure our survival by enticing us to eat more for immediate energy and storage purposes. Even the recovered food addict still enjoys food.


    Overeating isn’t necessarily a sign of addiction either. We all enjoy feasting on massive amounts of food. Even if we are full, there are certain times and occasions when we want more. After a satisfying meal, we can usually find room for dessert. This is especially the case when a new food is introduced, because our desire to eat is rekindled by something novel and unexpected. This is why we tend to overeat at buffets. With so many exotic choices, though, we may fill up on one dish we suddenly find we have room for the yet another tasty tidbit. We leave the buffet with our stomachs bursting, wondering how we could possibly have eaten that much. Our actions are a legacy of our primitive ancestors, who were always aware that food available today might be in short supply tomorrow.


    Since consuming food is essential to survival, it is the pleasure of eating that ensures we do so. Think of it: without the enjoyment, would you bother to buy food (or hunt and gather or grow it), take the time to prepare it, eat it at the risk of becoming bloated and, possibly suffering the effects of halitosis, diarrhea, or constipation? When people have colds and are unable to taste and enjoy their food, they often find that they need to “force themselves” to eat. Certain basic human survival needs, like sex and sleep, are related to natural pleasures built into our DNA blueprint; we experience pleasure to ensure we don’t ignore our needs. Water is the primary example of this. When you are parched, a cold glass of water is delicious. When you are no longer thirsty, another glass of water has no appeal and can actually be unpleasant. The same is true for food. When we are hungry, the thought of food is pleasurable and the experience of eating even more so. When you are really hungry, even a plate of steamed broccoli is immensely enjoyable. When you are full, your desire for the vegetable wanes.


    Our hormones and our neurochemicals exist as part of a biochemical feedback loop programmed to make sure that this survival strategy occurs. [2], [3] As our stomach empties, our hunger hormone, ghrelin, is released and tells our brain we are hungry. We begin to feel uncomfortable as the ghrelin increases. The increase in ghrelin levels stimulates the production of the neurochemical dopamine, which makes us start thinking about food. We may think about the approaching dinnertime, about the preparations, about the actual eating experience. Our mouths begin watering, anticipating the pleasure once we finally sit down to eat. The hungrier we are, the more motivated we become. As the motivation intensifies, it can distract us from whatever else we might be doing. The hungrier we get, the harder it becomes to concentrate on reading, driving, conversation.…


    If we don’t eat at this point, hunger actually becomes painful. Thoughts of food become even more prominent, crowding out other thoughts and distracting us from actions that don’t lead us to the dinner table. This is the work of insulin, another key hunger hormone. Since sugar is essential to our brain, insulin, the key hormone that transports sugar to our brains, magnifies hunger to ensure this necessary sugar supply will occur. As insulin rises, we start to feel agitated, eager to start the process of eating. Have you ever noticed that once you’ve decided eat, you realize you have a voracious appetite? Often you have to restrain yourself from picking at the food before you even get to the table?


    In fact, hunger and the desire to eat builds from the moment we first start thinking about food. As we anticipate eating, begin imagining the smell of food and, especially, start to taste the food, insulin levels spike as that hormone prepares to transport the glucose from the food to the brain. This is the premise behind the serving of “appetizers.” Appetizers stimulate the production of insulin so that by the time we are at the main course we should be thoroughly enjoying the food necessary for our survival.


    When we are full, we no longer desire food, and so the degree of pleasure we derive from eating starts to dip. Our sense of taste diminishes, too, when it is no longer necessary to “fuel up.” This curbing of our appetite is also the work of our hunger hormones, which are linked to our endocrine and digestion system. Once our stomach is full of food, our fat cells release leptin, a hormone that regulates metabolism and body weight and tells us we no longer need to eat. Secreted by adipose (fat) tissue, leptin dampens the potency of the insulin-fuelled dopamine spike that gives us the pleasure of eating. When the reward of eating is diminished, why bother to keep eating? Even though the food may still be pleasurable in theory, without the reward urging us on, we lose interest in it.


    Buffets confuse this perfect feedback loop wired into our DNA survival kit. When there are many food choices — those all-you-can-eat restaurant specials, the tables groaning with plates of steaming noodles, roasted meats, candied vegetables, and many varieties of sweets — our dopamine rockets upward, overpowering the leptin intended to halt our eating. We become overly focused on the next new item, curious about the pleasures still to be experienced. The many exotic choices offered all along the table keep the dopamine artificially spiked, overwhelming our natural resistance to eating when full. Our level of satisfaction with food already eaten is overpowered by our desire to explore exciting new territory.


    These spikes of desire, followed by curbs that tell us we’ve had enough, are not specific to food alone; they regulate all pleasures that are intrinsically linked to our survival. When we’re thirsty, a cold glass of water is enticing, but after three glasses, more water becomes unappealing. As for sex, there is only so much a person can have, with nature providing a recuperation period built into our sexual cycles. (The buffet style of sex that exists on porn sites and in magazines has similarly upset the perfect feedback loop inherent in our DNA. The new images artificially spike our dopamine to overrule the signals our bodies are producing that we’re satisfied.)


    What about social intercourse? No matter how much you may enjoy — indeed, require — social engagement, there is a period of time that we all need to recuperate in solitude. Even the most extreme extrovert will eventually tire of companions who have overstayed their visit. There is a symmetry to our desires and our needs: We want what we need, and don’t want what we don’t need. A perfect ecosystem exists for our primal being, when we are living in a natural environment. The grocery store or restaurant is decidedly not a natural food environment, and that can upset this built-in neurological balance.


    Why Do I Eat Too Much?


    Overeating is a precautionary defence against an uncertain universe. In part, it reflects the fact that food is not evenly distributed from season to season and across geographical regions. Enjoying food — even too much of it, up to a point — is tied to the natural ebbs and flows of appetite that have evolved to survive in a historically precarious food environment. Disordered eating occurs when our appetites become misaligned with our actual dietary needs. If you continue to want food, even when you are not hungry, even when there is a constant source of abundant food around you, something is interfering with your appetite’s feedback loop.


    What is it?


    Certainly our traditional “hunger hormones” can be misaligned. For example, abnormal insulin levels, seen in people with diabetes and hyperglycemia, can create a persistent craving for food, regardless of need. A person may have already eaten, but still feel hungry. Recall that as the food from our previous meal has been digested and metabolized into its various components, our insulin ensures that the blood sugar is escorted to the brain and fat cells. The brain feeds primarily on glucose. When our blood sugar is too low, which happens after hours of not eating, alarm bells start to ring. The hunger gnawing in our stomachs makes us feel agitated, racy, anxious, and eager to eat. The sense of urgency will escalate as our blood sugar drops lower and lower. If we do not eat and get sugar to the brain at some point, our very survival is threatened.


    Although hypoglycemia or low blood sugar can be a chronic condition for some people, it occurs naturally whenever a person consumes a lot of sugar. When we indulge in a high-sugar treat like a can of soda, a bag of candy, or a big muffin, insulin spikes to higher than normal levels to transport the excess sugar from the blood stream to the brain and fat cells. An hour later, after the sugar has been transported away, the spike of insulin abates. This is the body doing its job, smoothly and efficiently, and it’s a big job to clear away a wallop of sugar flooding the bloodstream. But after the unnatural burst of energy from excessive sugar, we experience an “energy crash”; as sugar is whisked away into the cells, our system plummets. The result: agitation, ravenous hunger, and extreme anxiety.


    People who suffer from hypoglycemia, a condition often thought to be a precursor to diabetes, feel these swings of high and, especially, low blood sugar in a more pronounced manner. It is as if their insulin response is more hypersensitive to sugar, hijacking their physical and mental well-being to a focus on food alone. They need to eat right away or else they will feel disabling dizziness, mental fogginess, irritability, and, once again, hunger, hunger, endless hunger. Thrust into a low sugar state, their brains are clamouring for nourishment, usually by way of intense cravings for sugar, since this promises the quickest, most energy-dense fuel.


    The medical solution to overeating has largely focused on this hormonal regulator of our appetite. Nutritionists offer diet plans that attempt to curb the excess sugar and stabilize insulin levels. The “diabetic diet” is low in sugar and high in complex carbohydrates (green and brown vegetables) in order to avoid the sugar/insulin spikes.


    Unfortunately, keeping our appetite steady is not as simple as following this typical medical diet. Bariatric practitioners who work with obese clients have found that the more a person weighs, the more likely they will become insulin resistant. The insulin receptors in the brain and muscle cells, through overuse from a high-sugar diet, wear out and can no longer manage the task of transporting the necessary sugar needed to keep the body running efficiently. This is what we call Type II diabetes. The obese patient becomes permanently fatigued, mentally unfocused, agitated, and, once again, has increased cravings for sugar. Her brain is starved of glucose, even though there are high levels of sugar in her bloodstream.


    Science writer Gary Taubes even postulated in his 2010 book Why We Get Fat and What to Do About It that receptors in the fat cells become especially efficient at storing fat in the face of excessive sugar loads. Sugar in the blood must get removed — ideally to the brain and muscles that use it for energy. If the sugar cannot go to the brain and muscles due to insulin-resistant cells (Type II diabetes), it is stored as fat instead. Excessive sugar in the bloodstream will eventually erode the blood vessels, creating blindness, kidney damage, and heart disease. According to Taubes, obesity is a last-ditch effort to prevent the ravages of high blood sugar in a body where insulin is unresponsive. Diabetes (unregulated high blood sugar) and obesity typically coexist as a condition that some called “diabesity.”


    There has been much exploration of other hormonal regulators of appetite, particularly of leptin. A genetic condition of leptin dysregulation, called Prader-Willi syndrome, has been studied for insights into overeating and obesity management.[4] Patients who suffer from this condition have insufficient leptin levels: they are always hungry, regardless of what they have eaten. Not surprisingly, they are very obese and almost always have the coexisting conditions of diabetes and high cholesterol, a condition that medical practitioners call “metabolic syndrome.”


    This disease was thought to be extremely rare, but the Foundation for Prader-Willi Research claims that variants of it are under-diagnosed and suggests that there could be many people who suffer from the disease but do not show indicators that are detectable in lab tests. Could there be something faulty about the functioning of leptin in people who overeat?


    Overeating and obesity can also occur due to leptin resistance.[5] Like insulin resistance, which is a result of the pancreas producing excessive insulin, leptin resistance occurs when too much leptin is produced, creating an overuse syndrome of the leptin receptors. These patients are not suffering from insufficient leptin, as those who have Prader-Willi, instead, the levels of leptin circulating in their blood are too high, so the reward component of eating is suppressed and hunger is never satiated. Like the Prader-Willi patients with insufficient leptin, these people paradoxically feel the effects of leptin insufficiency despite having abnormally high levels of leptin circulating in their blood. Even after eating large quantities of food, they remain hungry.


    Scientists have discovered that the more a person weighs, the more likely he will become not only insulin resistant but also leptin resistant. This makes sense. Fat cells produce leptin to indicate to the brain that there is plenty of available sugar stored in the fat cells for fuel — no need for more! Increased fat cells lead to increased leptin levels. Increased leptin levels lead to the overuse syndrome of leptin resistance. While increased leptin levels in obesity should correlate with higher levels of satisfaction, because of leptin resistance, the opposite occurs.


    If obesity causes leptin resistance, leptin may play a larger role in appetite regulation than we imagined. In fact, leptin resistance could be a very common phenomenon. Scientists are discovering that fructose, largely consumed through daily servings of processed foods, can also lead to leptin resistance, regardless of weight.[6]


    There has been a drive for a treatment that can overcome leptin resistance. Pharmaceutical companies have attempted to find a “magic bullet” medication to curb abnormal hunger by addressing leptin imbalances. As you will see in Chapter 11, the results, so far, have been disappointing, but valiant efforts are also being made in the nutritional communities.


    Changing our diet can make all the difference to avoiding or treating leptin resistance. Two of the most popular of many food plans available are Dr. Jack Kruse’s leptin resistance diet, as described in his My Leptin Prescription,[7] and the diet found in The Art and Science of Low Carbohydrate Living by Dr. Stephen Phinney and Dr. Jeff Volek. In both cases, the premise is that a diet high in processed foods has created artificially high leptin levels, so by eating a diet that is low in simple carbohydrates and higher in fat content, leptin levels are subdued and leptin resistance is corrected.[8] This diet will also control sugar and insulin spikes, thus reducing the chance of becoming obese. These clinicians maintain that it isn’t fat that makes us fat, but sugar and simple carbohydrates, which are driving up insulin and blunting leptin receptivity.


    It has become abundantly clear over the past decade that hormones play a key and complex role in regulating our appetite. The study of these hunger hormones — namely insulin, ghrelin, and leptin — is promising yet still elusive. New research and the potential for effective medical intervention has spawned a new discipline of bariatric medicine to complement the bariatric surgical mainstays of gastric bypass and lap bands. Many new medications and dietary regimens are anticipated in an attempt to redress the hormonal irregularities of obesity.


    Is it enough?


    We believe that, for many, there is an even more powerful dynamic, superseding these primal hormonal urges: our neurochemical addiction to food. Some of us eat too much regardless of physical hunger or pleasure. For a food addict, these goals of satiety are beside the point. We just eat because we want the food, even if we know we’re not hungry. It is all about the overwhelming demand for more, regardless of how much we have just eaten. The satisfaction just cannot meet the want. Our obsession with food is a response to a mental compulsion that is beyond even our powerful hormonal drives to eat. This is what we call food addiction.

  


  


  
    chapter three


    SUGAR MAKES ME HAPPY!


    “I was always a chunky child,” says Ellen, leading me down a quiet hallway to an empty conference room, away from the lunch hour bustle. We have agreed to meet in her downtown Toronto office where she works as a legal secretary. Ellen is forty-nine, attractive, and heavyset. I thank her for graciously setting aside her lunch hour to discuss her lifelong struggle with weight and dieting. Like so many others, Ellen has many stories of losing weight, gaining weight, losing, and gaining — with each repetition gaining just a little more.


    In the conference room there are large glass windows that showcase a corridor of tall financial buildings outside. We sit at a round black table with eight chairs. There is a whiteboard on one wall and on a credenza sit cups, glasses, and a coffee pot. While sipping my coffee, Ellen reassures me that she has already eaten her lunch at her desk.


    “I was chubby,” she says. “It started when I was four years old.”


    She has a vague recollection of her mother hovering over her when she was sick, urging her to eat. Even when Ellen’s sore and swollen throat made it painful to eat, her mother persisted, fearing her daughter would become malnourished.


    As this dynamic continued throughout her childhood, Ellen began gaining weight. By the time she was in elementary school, she was one of the heaviest kids in the class and the other children teased her. Although Ellen’s aunt scolded her for eating sweets, her mother discouraged all her attempts to lose weight.


    Ellen has a round face and expressive brown eyes. Her hair is stylishly cut and she wears fashionable glasses. Draping a long, black sweater over her purple print dress, she sits with her arms on the table telling me about her life. Today, she lives in a semi-detached townhouse in a suburb of Toronto with her husband and two teenage children. Their home, on a tree-lined street with no sidewalks, is quiet even though it is close to a discount mall just a block away. When her children were younger, they often played in the small park at the end of their street. Ellen says she is happy with her life. She especially feels lucky that her husband has never said anything about her weight over all the years they have been married. It didn’t matter whether she was at her lowest weight of 140 pounds or at her maximum of 235, Ned seemed not to notice or care one way or the other. They met when she was quite heavy, so she knows that he loves her regardless of her weight.


    Ellen currently weights 217 pounds, which is sixty pounds over her ideal weight. While others might define her as plump or voluptuous, she would be classified as clinically obese by the medical profession. Obesity is defined as a BMI of over 30, and Ellen scores at 38. In fact, Ellen would actually be classified as morbidly obese and thus runs a higher than average risk of suffering hypertension and arthritis at some point in her life. She has already been diagnosed with diabetes, a by-product of her obesity, which she is attempting to control through diet.


    Ellen’s relationship with her mother has always been fraught with tension; she crosses her arms over her chest as she tells me about it. Her mother was frequently ill: she had diabetes, heart issues, even breast cancer in her later years. She was always obsessed with her poor health. Numerous hospitalizations meant that the children often stayed with other families. Ellen was much closer to her father, always a “daddy’s girl.”


    Ellen could not understand why her mother was so upset whenever she tried to lose weight. Her mother was overweight as well and had tried many diets herself, so why not see Ellen as a comrade in the weight wars? Instead, her mother baked regularly and would be irritated if Ellen refused her homemade offerings. Most of the time, it just seemed easier to accept rather than face the guilt or hostility. It didn’t help, Ellen admits, that she has always had a sweet tooth.


    Ellen remembers sneaking down into the basement when she was ten years old and stealthily eating food late into the night. She would cram food into her mouth, moving from one shelf of treats to another. “There was always cakes and cookies, and lots of them,” she recalls. “I liked the sweets, not the chips and nuts that other people ate.” Although her mother encouraged her to eat these treats, Ellen had a hunch that bingeing was not acceptable behaviour.


    When she got married, this secret bingeing continued. In public, she made a point of eating normal portions of what she thought of as “good” food. She ate properly at dinners and with friends, but privately, when no one was home, or late at night when her family was sleeping, she would slip downstairs and eat whatever sweet food she could find in the kitchen. There was always something in her house, since both her son and husband loved baked goods as much as she did.


    When I asked her about her relationship with food, she laughed and said: “I love food. I don’t eat to live but I live to eat. Food is my friend.” I was struck by how quickly she answered, without having to search for the right words.


    When I asked Janet (discussed in the previous chapter) the same question, she was puzzled: “Relationship to food, what do you mean?”


    Janet clearly had a relatively detached relationship to food. Ellen intuitively knew that she depended on food as an aid to survive in the world, much like addicts feel about their drugs. They often refer to their drug as their lover or best friend.


    When Ellen was fourteen, she went on her first “official” diet, despite her mother’s objections. Her girlfriends had been talking about the Scarsdale Diet, which was popular at that time, and she wanted to fit in. She doesn’t remember many details about that diet, but she can recall eating slices of ham and grapefruit at her school desk while others around her ate pizza and drank cola. When she lost weight, Ellen was pleased with her success and promptly stopped the diet. To her surprise and dismay, she slowly gained back all the weight she had lost.


    Since then, Ellen has been on so many diets they’ve become a blur in her mind. It was always the same: she would lose weight, stop the diet, and then regain the weight. Ellen is not alone in this experience. Estimates vary: from one-third to three-quarters of the population is on a diet on any given day. One U.K. study of over 1,400 subjects showed that British women spend an average of six months a year on a diet and more than 20 percent are on a permanent diet. The researchers averaged out their data and concluded that thirty-one years of a woman’s lifetime is spent on a diet.


    Confirming what Ellen discovered after trying each new diet, a European poll found that amongst six hundred people scattered across seven European countries, more than three-quarters of respondents were on, or had just been on, a diet. Most had been unable to avoid regaining the weight. Estimates suggest that only somewhere between 1 and 10 percent of dieters keep off their weight after one year. Ellen’s experience is the heartbreaking story of so many — after an initial success, there is a slow decline into disappointment and shame.


    Ellen continues to tell me about the diets that she can remember. There was the cabbage soup diet, memorable because it did not work at all, even while others purportedly watched the pounds melt off. Another diet had her eating only five hundred calories a day: cottage cheese, eggs, and very limited carbs (some melba toast was allowed). Rolling her eyes, she told me that she ate so much cottage cheese that to this day she cannot eat it without feeling sick.


    She found that, while some of these diets were successful, none were sustainable. After a year of eating food from the Nutrisystem diet — a concoction of powders and shrink-wrapped portions — she came to hate the food plan. Deprived and cranky, she yearned to eat “normal” foods again. Weight Watchers worked for her, although only if, she admits ruefully, she worked very hard at it.


    Today, she says reflectively, she has identified the pattern that so many people fall into over a lifetime of dieting. At first she would adhere to the rules of each diet, preparing her foods and, in the case of Weight Watchers, counting her food points, documenting her weight, and going to the weekly meetings. She would lose thirty pounds, but then, despite the success of her weight loss, she would gradually drift away from the rules, the groups, the weekly weigh-ins. Inevitably, her weight would slowly return.


    Three years ago, when Ellen was diagnosed with diabetes, she was very reluctant to go on medication. But when her doctor told her she could reverse her condition with diet and weight loss, she was motivated to try once again. She signed up at a medical weight-loss clinic in her office building.


    At the outset, the physician diagnosed her as having a binge-eating disorder. She was floored. There was a name for her condition? A diagnosis for her eating behaviour? She found this comforting, since she’d long ago realized she was different from other people, who seemed to be able to control their eating. However, she only needed to look at her family to see the differences. Her husband was oblivious to what he ate and, to her annoyance, remained thin no matter how much junk food he consumed. On nights in, when they snuggle together to watch TV on the couch, he often offers her his tub of ice cream. “I am on a diet,” she would remind him. He typically gives her a sly smile and coaxes her, “but just one small scoop won’t hurt, will it?”


    He simply did not understand her struggle.


    Nor did her daughter. A lean and athletic seventeen-year-old, she kept to a strict meal plan without any qualms about it. She didn’t seem to battle the same feelings of deprivation and resentment that Ellen felt whenever she had to refuse some mouth-watering item. Food just didn’t seem to be that important to her daughter.


    The medical clinic proposed a meal plan that consisted of eating a specific proportion of proteins, fats, carbs, and fruit. The plan was similar to the one offered by Weight Watchers, but for one important difference: she was not allowed to eat any sugar. She was taught behaviour modification techniques to identify and manage the food triggers that made her want to keep eating even after she was full. This was the first time that she had heard a doctor declare that she was using her food as if it were a drug. This rang true to her. “Yes,” she concluded to herself, “I am using food like a drug.”


    This time, Ellen lost weight and felt invigorated and healthy. For the first time in her life, she did not crave sugar. She leaned towards me, splaying her hands. Something new had happened to her, she said. She found that she had entered a “zone” where she could refuse any food offered to her. Intuitively, she knew, without understanding why, that if she even had the taste of sugar, she would be thrown out of this zone. That would be the end of her diet. So, she told me, “I did not touch sugar. I can’t have just one cookie. I was afraid to eat a cough drop.”


    Ellen is an all-or-nothing type of person.


    Then one day the inevitable happened. She was at a birthday party and the hostess offered her a sliver of birthday cake. Ellen smiled weakly, protesting that she was on a diet. Her friend chuckled and teased her. “Not even one little bite?”


    Ellen sighs, remembering the fateful moment. “I couldn’t get around this. I had to eat it. How could I say no?”


    She took a nibble from the cake on the paper plate, already knowing she would finish the piece. She resolved to restart her diet the next day. Her motivation was still high after having the experience of feeling great for months. She hoped that memory would carry her over this risky bump.


    Before she knew it, she went off the rails. “I went straight back to eating the wrong things at the wrong times,” she says. “Sweets, pretzels, fruits. What happened to my motivation to stay on the diet?”


    Ellen was shocked at the suddenness and power of the relapse. She had really thought that the onset of diabetes would have frightened her into staying on the diet. She also thought that if she did fall off the wagon, the memory of how good she’d been feeling would make it simple to return to her diet. She struggles to explain what happened. “When I lost the focus, I was not in the zone anymore. Then everything felt like deprivation. Then I could not imagine not eating sugar. It just seemed impossible.”


    Today, Ellen is clear that she uses food like a drug. “Food is a stress reliever,” she explains. “I eat when I get home. It helps to ground me, relax me.”


    She tries to eat healthy foods to compensate: Crackers and hummus or fruit instead of cookies and chips. When she is upset, however, she still reaches for sugar.


    “Sugar,” she says, shrugging, “makes me happy.”


    I explain to Ellen the concept of food addiction. To a food addict, eating even just a little bit of sugar, or any other trigger food, will set up the phenomenon of cravings that leaves her wanting more. Just one cookie is enough to act as a trigger; like a lit match to kindling, it inflames a highly volatile reward pathway. It’s just waiting to be set ablaze, an inferno that consumes willpower and makes it impossible to rationally moderate portions after that first taste.


    Ellen nods, agreeing that food does this to her, just as that one sliver of birthday cake did. I see the relief she feels in knowing that there is term to explain this lack of focus, this derailing of motivation. It is more than a failing of willpower. It seemed to capture her experience more accurately than the binge disorder diagnosis, which described her eating behaviour but not what actually triggers her binges.


    Really? Food Addiction?


    Is everyone who eats too much a food addict? No. But the question of where to draw the line between behaviour that merely indicates the enjoyment of food, at one end of the spectrum, and behaviour that is symptomatic of someone suffering the persistent and annoying cravings of food spurred by addiction, is sometimes a difficult one to answer. While it is true that almost everyone can be tempted to eat too much of the wrong things, at least some of the time, I contend that some people, like Ellen, experience that temptation so often that it compromises their physical and mental health.


    The next chapter will investigate why food tastes so good and why it makes you feel better — why it can soothe or even make you giddy at times. Understanding the basic neurobiology of pleasure, and how particular foods bolster this pleasure, will explain why it is so difficult to say no to the offer of a sugary, fatty confectionary. Food addiction is a disorder related to this fundamental level of desire. What makes some people simply unable to control their diet, despite the best of intentions and determination? Answering this question is the goal of this book, a journey towards understanding the very nature of food addiction.

  


  
    


    chapter four


    SO, WHAT EXACTLY IS FOOD ADDICTION?


    Louise’s Story


    Picture this: a marching band of ants, complete with conductor, playing drums and singing: Food, food, food, food …


    That is what is in my head all day.


    I wake up and my first thought is, “What shall I do for breakfast?” Should I drive through Tim’s and get a muffin? Yogourt? Doughnut? Twenty Timbits? Full breakfast at the local eatery? Maybe just a coffee and then I’ll get a mega-muffin from the bakery.


    Food, food, food …


    It’s around 10 a.m., time for a smoke break … umm, I wonder what we’re doing for lunch. Swiss Chalet? Chinese? McDonald’s? What do I feel like?


    Food, food, food …


    It’s 11 a.m., I can’t wait for lunch …


    Food, food, food …


    It’s 11:30, I wonder if I should go have a smoke now and meet the gang at the restaurant after I’m done?


    Food, food, food, food …


    Here we are at the restaurant. What to have? I can always say I’m not going to have time for dinner so they don’t think I’m a pig. I can be healthy — yah, sure!


    Food, food, food …


    It’s 2:45 now and my stomach’s rumbling. Perhaps a bag of chips, a chocolate bar, or some ice cream? If I buy for everyone in the office I won’t feel so guilty.


    Food, food, food …


    Wow, 4 o’clock already. I’ll call Joe and see if he wants to grab a bite. Indian? Chinese? Local pub? Maybe I’ll just go home and order in. Dinner for four from Chinese-A-Go-Go? Family pack from Swiss Chalet — with two desserts of course.


    Food, food, food …


    Driving home, 5:30 p.m. Better stop on the way and get some supplies for the night. Will it be salty or sweet?


    Food, food, food …


    I’m home, it’s around 7:30 p.m. What shall I munch on? Popcorn, chips, a loaf of bread?


    Food, food, food, food …


    Sitting by myself at 10 p.m., lonely, tired, depressed, stressed. I’m hungry again. How about a chocolate bar?


    Food, food, food …


    Having a good day? Having a bad day? Friends aren’t around tonight? Feeling down and depressed? Feeling up and excited? It doesn’t matter how I feel, food makes it more extreme. Happier, sadder, worse, better. Or, if I do it right, I can eat so much I’ll just pass out; no time to feel whatever it is I am feeling. Oblivion at last.


    No, I’m not going to overeat. I will start a new diet regime tomorrow, first thing in the morning. Fruit and yogourt for breakfast, no snacking, salad for lunch, proper balanced dinner, no TV snacks. That’s it. I’m tired of feeling physically ill. You’ll see, I can do it. Tomorrow! I promise.


    But when tomorrow comes, I start overeating yet again.


    Enjoying food is not the same as being addicted to food. Our brains are wired to enjoy food; it is a primal survival mechanism. In fact, we all enjoy foods that are high in both fat and sugar for that very reason. They’re energy-dense and ensure our survival by making us want to eat more for immediate energy and storage purposes. Whether you’re a normal eater, an overeater, an undereater or even a recovered food addict, everyone enjoys food.


    Disordered eating occurs when the natural ebbs and flows associated with the pleasure of eating are scrambled. Notice that when you are very hungry, a plate of broccoli is extremely enjoyable. When you are full, you no longer desire it. Your taste for that food diminishes when it is no longer necessary to “fuel up.” If you continue to want food even when you’re not hungry, something is wrong.


    In the last chapter, we touched on the hormonal reasons that can explain disordered eating. Hormones such as insulin and ghrelin, our traditional “hunger hormones,” can be misaligned. When we become hypoglycemic, with our blood sugar level plunging to dangerously low levels, we become agitated, almost frantic, in our need for food. An imbalance of the ghrelin and leptin hormones that govern our food satiety can also leave us feeling perpetually hungry, no matter how much we have eaten. We believe that the neurochemistry of addiction trumps even these most powerful and primitive drives.


    The Neurobiology of Pleasure


    How can something as seemingly benign as a sliver of birthday cake lead to the total destruction of body, mind, and spirit? How can a person wake up in the morning and think about nothing other than food from the time she opens her eyes until she falls asleep late at night, in a puddle of ice cream and cookie crumbs?


    When we choose to eat rather than go to see a friend or hang out with the kids, when we keep eating despite feeling bloated and uncomfortably full, something is driving us that is a lot more powerful than the rational part of our brain that whispers, “You’ll feel better if you don’t.” Saint Matthew got it when he said, “The spirit is willing but the flesh is weak.”[1] There are powers at work in the human body that can override the best of intentions.


    It’s just the body doing its job.


    As a result of our biology, we are motivated to fulfill essential tasks of survival, such as eating, procreating, and sleeping; accomplishing these tasks is motivated through a reward-seeking mechanism built into our brain. This mechanism is in a deep, primitive part of the brain made up of a complex of neural processes called the limbic system (found in the paleomammalian brain).[2] The limbic system, comprised of the ventral tegmental area, the nucleus accumbens, a cluster of nerve cells located beneath the cerebral cortex, and the front lobe directs our moods, motivations, and unconscious, instinctual behaviours toward survival-enhancing functions. The specific neurochemicals that are involved in this process — the “happy” ones that create pleasure — are serotonin, dopamine, and endorphins.[3]


    Serotonin makes us feel calm, satisfied, and content. We are experiencing an abundance of this chemical when we are feeling grateful and content about our circumstances. It is also the neurochemical that propels the feeling we commonly have when, for example, we are socializing in a meaningful way, feeling as if we belong to a group, and feel safe. We need it in order to sleep. It is the neurochemical that produces the warm fuzzy feeling that might make us think, I have everything I want and need.


    Dopamine gives us a natural, excited high, the feeling associated with the expectation of pleasure. Dopamine sparks the eagerness we feel on a first date and the allure we get from reading a really good book. It’s also responsible for the thrill we feel as we anxiously await the lottery ticket numbers to be read over the airwaves and the satisfaction we experience after achieving a long-sought-after goal. Dopamine is our natural “curiosity” neurochemical: counteracting complacency, it stimulates us to meet new people, find new jobs, and generally seek new experiences in life. It is the neurochemical that gives us enthusiasm when we want and anticipate.


    Endorphins are our natural pain relievers. When we are hurt, endorphins flood our brain and body so that we are numbed to pain, mental or physical. The pain-relieving effects of endorphins explain why a person can still limp after rupturing a tendon or can still cope despite experiencing a calamitous event. Sometimes the person exalts in the crisis, feeling a sense of mastery of the situation and none of the anxiety sure to follow when the mishap is resolved. Later, though, the emotional or physical pain will come on full-force as the endorphins subside.


    Endorphins also give us the energy to get out of dangerous circumstances. A mother who is able to lift concrete blocks in order to save her infant during a bombing raid is able to do so because of endorphins. The many people attracted to crisis situations, extreme sports, body mutilation (cutting, burning), and, of course, exercise are seeking an endorphin boost. The so-called “runner’s high” is a natural endorphin rush. We only feel pain the morning after the workout.[4]


    The rewards that these neurochemicals provide are essential to survival. Eating, sex, sleep, and so on must be pleasurable to ensure we do these things that keep us alive. The reward must be robust enough to motivate us even through painful circumstances, like fatigue, cold weather, danger from threatening predators roaming outside our lair. Yet, while the reward must be strong enough to motivate, the reward circuitry must also “sense” when to let up on the rewards so that we’re not so attracted to pleasurable activities that they will do us harm.


    For example, too much of serotonin’s easy contentment can actually de-motivate a person. This often occurs when someone is stabilized on an anti-depressant. Why do more if I am content with what I already have? the patient sometimes wonders, no longer wanting to return to work after a period of short-term disability has run out. Unrestrained dopamine can lead a person to extreme risk-taking activities, such as crisis sports, or to addictions to such things as gambling or Internet porn. An over-reliance on endorphins can lead an individual to seek out stressful practices, such as physical fighting, or self-mutilating behaviour, such as cutting or slashing.


    Serenity is best achieved when we find an ideal balance of these neurochemicals. We thrive best when we have a good deal of serotonin, such as when we are in familiar and friendly circumstances. And we need to have enough dopamine to be stimulated, with the occasional introduction of a novel circumstance, such as a new person, food, or book. It is my experience that we do best when 80 percent of our feelings relate to safety and social ease (linked to serotonin), and 20 percent of our feelings relate to novel experiences (which spike our dopamine), just to spice things up and keep us from getting bored. Too much stimulation, however, disturbs our general sense of well-being, which is premised on feeling safe and unruffled. Then we get anxious and seek out stabilizing routines to ground us.


    We also need to have access to plenty of endorphins, to cope with the discomfort of stress or injury. Overall happiness seems to be the level at which these neurochemicals are balanced appropriately to each individual’s temperament.


    All too commonly, however, problems occur with these neurological mechanisms of motivation. Rewards can be too diluted to have any effect, or, alternatively, they can be overwhelmingly seductive, making it impossible to resist their lure. Depression, for example, occurs when the rewards are so dulled that they are barely discernible; a person does not wish to eat, have sex, or socialize. Why bother if there is not enough return for the effort involved? If there is no satisfaction in doing something, the depressed person may not see the point of doing anything, even getting out of bed.


    On the other side of the reward continuum lies the potential for addiction. Human nature, imperfect as it can be, often leaves us wanting far more than what reality can deliver. But there is always a limit as to how good it can get. The peak of a sexual experience subsides within minutes; the exquisite taste of a piece of good chocolate eventually wanes; the glass of water that was initially so refreshing when I was thirsty is no longer compelling — it can even seem outright unpleasant — by my fourth glass.


    When we want more than life can realistically deliver, we are expected to curb our desires. In order to do so, we learn skills of emotional regulation, skills that are essential for negotiating the balance between “have” and “want.” Each one of us has experienced examples of unbridled enthusiasm that fall flat, leaving behind dashed hopes, disillusionment, even despair. Most of us work through these experiences, learning to tailor our expectations to match what is realistically possible.


    Crossing the Line: From Pleasure to Addiction


    Perhaps more than anyone else, addicts experience the dilemma of wanting more than is realistically possible. They want more and more and more; it’s as though their on-off switch has no “off.” Whatever the person gets is never enough. “I can’t get no satisfaction” is the plaintive cry of the addict. Nothing in reality can match the need, since the need is artificially boosted.


    This artificial need — or, in the case of food cravings, “false hunger” — can be the result of an imbalance due to insufficient serotonin: the “nothing is good enough” exasperation that many despondent people experience. No matter how good the experiences, without the necessary serotonin to actually create the feeling of satisfaction, the person is left unmoved. Or it can be due to an excess of dopamine, whereby the person may not even know what it is he wants, just that he wants… something, anything. We call this experience of wanting the “phenomenon of craving.”


    Alcohol, addictive drugs, gambling, and food can all fire up the reward pathway to heights that our evolutionary brain cannot possibly achieve naturally. These, and intense behaviours that provides excessive gratification or anticipation, like shopping or Internet games, can hijack the limbic system, that primitive and crucial part of our brain. They give a big payload of “happy neurochemicals” to the nucleus accumbens, which results in the artificially high load of expectation that is the euphoria of intoxication.


    Drugs that boost serotonin levels are primarily hallucinogens or psychedelics, such as LSD, mescaline, ketamine, “magic mushrooms,” and PCP. Drugs that hijack the dopamine surge, maximizing it to unstoppable heights, are cocaine, crack, amphetamines, Ecstasy, and even nicotine. Behaviours such as gambling and shopping, where anticipation of the result plays a big role, can also produce a dopamine rush. Drugs that mimic endorphins are in the opiate family and are used clinically to minimize physical or emotional pain: Codeine, morphine, oxycodone, methadone, and hydrocodone. Alcohol provides access to an abundance of all three neurochemicals; that’s why alcohol intoxication can give the drinker an enhanced effect of all three experiences: safety and sociability, excitement, and a numbed, pain-free state of mind. Small wonder it is so universally popular.


    Clinical experience has indicated that if these substances are introduced into the brain at a faster pace, the gratification is heightened. A person who drinks on an empty stomach gets drunk more quickly, since the absorption of alcohol is not competing with food. If a person injects a substance rather than ingests it, the transit time to the brain is shorter and the drug experience is that much more euphoric. Snorting or smoking a substance produces the most potent high and the fastest road to tolerance and addiction. Immediate gratification is extremely compelling. Ogden Nash had it right when he quipped, “Candy is dandy but liquor is quicker.”[5]


    We see evidence of this with opiate medications, typically used to treat severe or long-term pain. Even though the doses are often high and the drugs are potentially addictive, when patients take these medications orally (especially in a slow-release format that gives a steady level of the medicine over hours) the opportunity for addiction is minimized. But, when a user chews the pills — thus destroying the slow-release mechanism — or snorts or injects the drug, it has a powerful and almost instantaneous effect on the brain, increasing the likelihood that the patient will become addicted.


    This highjacking process can be explained by neuroscience. We know there is a system of neural structures in the brain that controls behaviour by creating pleasurable effects. This is known as the “reward system.” The source of addiction — whether alcohol, a drug, the act of gambling, a sexual encounter, or certain foods — causes the nucleus accumbens to receive the pleasure-inducing neurotransmitter, dopamine. The intensity and speed of a drug’s entry to the brain provides the immediate gratification, or “quick fix,” that is at the core of addiction. This is not the result of natural causes; it has been artificially created via the production process of the drug itself.


    Let’s look at alcohol as an example. When animals in the wild nibble on fermented grapes, they feel so lazy and sleepy that they stop eating long before they would become drunk. The alcohol content of unprocessed natural sugars (fermented grapes, honey, soggy rye) is at most 5 percent.[6] But when the alcohol content of fermented grapes (or grain, in the case of spirits) has been enhanced into the potent alcohol we’re familiar with (13 percent in the case of wine, 40 percent in the case of whiskey and other liquors), the brain’s ability to moderate consumption is bypassed.


    The same is true with cocaine. There are only so many coca leaves that an animal can chew before it grows weary of chewing. However, the cocaine that creates rampant addiction has been chemically extracted from coca leaves. The intense, near-instantaneous euphoria it creates in this form makes users want to snort or inject, regardless of weariness or any other inhibition to consuming the drug.


    Finally, food: The fibrous stalk that protects the sucrose of sugar cane, or the thick bark protecting the sap in a maple tree, limits the amount of sugar that a primate can ingest. But if one harvests and removes the sugar from the sugar cane or transforms the maple tree’s sap into syrup (or removes the honeycomb from a beehive to extract the honey), the product is one of the primary raw materials contributing to food addiction. It’s so easy to drop sugar cubes into coffee or pour maple syrup on ice cream, yet doing so results in an extraneous, “unnatural” process, which allows us to circumvent the consequences that would otherwise curb our consumption. We are able to experience an artificial high from the refined product that is far more powerful than what the natural version would otherwise allow us.


    So the “big payoff” of addiction comes about when the reward is unrestrained by the limitation of what life can deliver through natural means. Our reward circuitry becomes highly sensitized, anticipating the promise of a greater and more substantial prize. It’s the dangling carrot leading the galloping horse out of the corral, unable to stop even when its muscles are straining with fatigue. Addiction, with its promise of the big payoff, motivates us to act even in the face of extremely dangerous consequences, even when the promise is impossible to attain. Addiction is the land of never-ending want.


    No one knows precisely when a person will cross the line and begin to choose artificial over natural rewards, but we do know that artificial substances work because, as shown above, they are more intense and more concentrated than natural rewards. There are many things in life that induce pleasure, but what matters is the potency of the stimulant. For example, sex gives a dopamine surge of about two hundred units, while cocaine, in comparison, releases four hundred units. It’s generally accepted that our brains can handle between one hundred and three hundred units before addiction kicks in.[7]


    It’s as if our brain was designed to run on diesel and suddenly we’re giving it rocket fuel. Our grey matter has not evolved quickly enough to handle these surges, to efficiently temper these super-charged rewards. We are not yet able to negotiate what is helpful under extreme circumstances (such as a feast after a time of starvation) and what is not helpful on a regular basis (overeating without cause).


    So, when exposed to unnaturally high surges of the “happy” neurochemicals — serotonin, dopamine, and endorphins — the brain tries to adapt. From the first intake of any drug, the brain attempts to adjust to the novel circumstances by reducing (“down-regulating,” in scientific terminology) the receptor sites in the limbic system to match the sudden onslaught. Within a matter of days or weeks, a person develops a tolerance to these surges and no longer feels their impact as powerfully. A “new normal” has been created.


    The memory of that new normal has now been cemented into the neurological wiring of the reward center in the limbic system. Not only do addicts crave the heightened experience, they actually need it just to feel normal. But the new normal will soon feel insufficient, since the nature of addiction is always to want something more, bigger, better. Addicts seek the big payoff — that first unforgettably glorious high they experienced the first time they tried the substance — but their brains’ efficiency at adapting thwarts them. The brain, it turns out, is skilled at creating a “new” new (another way of saying “tolerance”), so more of the drug (or behaviour) is required to amp up the volume of that elusive pleasurable feeling, and, each time, the brain adjusts again and the cycle continues until the addicts find themselves in dangerous territory. In the addiction field, we call this “chasing the dragon.”


    If replicating the first high is not attainable, neither is stopping the drug use. Addicts quickly discover that when they stop their drug of choice, they feel distress. Abruptly cutting off that excess flow of neurochemicals leads to a crash that far exceeds any normal experience of depletion. For any of us, a day of excitement, such as a graduation or a wedding, often leaves us exhausted the next day; we feel we are “running on empty” and need to retreat for a few days to replenish ourselves. The depletion that occurs in the addictive cycle mirrors in reverse the artificially induced overabundance of neurochemicals. As high as a person goes, the crash is equally low.


    The result is a person who is physically, mentally, and spiritually bankrupt. Depression, anxiety, insomnia, and a plethora of other symptoms of withdrawal follow. Most of us can handle the lethargy we feel the morning after a big event, but the enormity of despair that follows an addict’s high would tax even the most strong-willed amongst us. Clinicians call this neurochemical bankruptcy “post-acute withdrawal syndrome” (PAWS); addicts call it a hangover, cold turkey, or just feeling absolutely, hellishly wretched.


    Reason and emotional regulation rests in the frontal lobe, where our executive functions — thinking, reasoning, and compassion — attempt to moderate our primal drives and instincts. With acute addiction and withdrawal, it becomes impossible to rein in the ramped-up desire for euphoria (or its counterpart, the fear of cold turkey). Soon, the streetcar of desire has careened off the rails. Willpower, never a consistent or reliable ally, even at the best of times, is collateral damage.


    This is why addicts are powerless over their addiction. While they may be desperate to get clean — jobs, families, homes may hang in the balance — when their reward circuitry is hijacked they usually feel utterly powerless, unable to control their urges. Even when in recovery, cravings and urges will always occur; for most it is impossible to neutralize triggers such as old friends, familiar haunts, and visual cues such as seeing people drinking or using needles, in person, in movies, on TV, or in advertising. Sometimes cravings occur without the provocation of a trigger; sometimes they are neurologically imprinted. For the individuals with this problem, their powerful wants remain, acting on an emotional and instinctual level, even if the rational part of their brains tries to resist.


    Food: The Slower Picker-Upper


    The awareness of food addiction as a malady is on the rise, but the widespread recognition that it is an addiction as powerful as those involving alcohol or cocaine continues to lag. One reason is that, unlike other addictive substances, food, unless consumed quickly and in large quantities, does not give the same kind of rapid feeling of comfort. It takes thirty minutes of eating before a person settles into that warm, numb place. It offers less a sudden shifting of reality than a gradual easing-into a new place. Alcoholics often vividly remember their first drunk, whereas most food addicts will not remember their first sugar buzz. It is a “slower picker-upper” in contrast to drugs or alcohol.


    It often takes food addicts years to develop the sort of full-blown addiction that has them hugging the toilet or calling in sick the next morning. It’s a gradual, but insidious, progression from one lump of sugar in their coffee to four, or from a few bites of candy to a supersize bag. Food addiction easily slips under the radar: obesity, diabetes, high blood pressure, and depression are all consequences of food addiction, but they are usually identified by their individual symptoms rather than by the underlying cause. The digestion of food is slow and the effect on the brain prolonged; it’s not until food is eaten quickly and in enormous quantities that the surge of happy neurochemicals mimics the euphoria provided by a drinking bout or a line of cocaine. If food addicts could smoke or inject sugar, food addiction would be on the same playing field as cocaine or heroin.


    This understanding of the pharmacokinetics of addiction (pharmacokinetics is the study of the path of a drug once administered) has misled even researchers who study the addictive nature of food. Neuroscientist Dr. David Linden and other researchers halfheartedly call fats and sugars “faintly addictive substances,” thus failing to grasp the essence of why something is addictive.[8] It is the intensity of the neurochemical surge and the immediacy of the substance’s transit to the brain, more than the nature of the substance itself, that propels addiction. The quicker the fix, the faster the addictive process. Cocaine is, in a sense, nothing more than a big bag of sugar ingested at higher speed.


    If eating could trigger the same level of neurochemicals as cocaine, we would get the same result. And we do. Food addicts on a tear consume large quantities in a short time. To be clear: achieving this involves not just overeating — consuming a bowl of potato chips or plate of cookies — but wolfing down the entire bag or box and then going out and buying three more for the night. Under these conditions, food addiction is just as virulently addictive as alcohol and drugs.


    Like other addicts, those addicted to food have preferences for the kind of euphoria they seek. The drinker may choose between the lazy, slow high of beer that is drunk throughout the day versus the hard, accelerated punch of a three-martini lunch. Some food addicts may favour soft creamy foods, like ice cream, that provide comfort. Warm milk, pasta, potatoes, bananas, and turkey provide bursts of serotonin, making them feel warm, soothed, and sleepy.


    Others may prefer harder, crunchier fare — foods high in sugar or white starch, for example, which boost dopamine — that provides bursts of startling energy. Rats given amphetamines for one week later developed the same speedy hyperactivity with sugar intake alone, highlighting the similar dopamine spike from both substances.


    Chocolate, dairy products, spices, and, yes, even sugar, produce the anesthetic effect of endorphins. When was the last time you were in pain and found that chocolate made you feel better? Parents frequently discover that sugar is an effective analgesic for infants, working as well as acetaminophen. Scientists have shown that medications used to treat alcohol and opioid cravings can also be used to moderate food cravings. The fact that Naltrexone (ReVia), an endorphin blocker, can work to dampen sugar highs points to the opioid-like nature of sugar.[9] Experimental evidence has also shown that rats will exhibit the same withdrawal pattern from a weeklong sugar binge — twitching, pacing, and sniffing — as they do during opiate withdrawal. A similar study by Princeton psychologist Dr. Bartley Hoebel found that when rats exhibited addictive behaviour, changes were found in both their endorphin and dopamine receptors.[10]


    Small wonder that well-meaning members of Alcoholics Anonymous will suggest that a newly sober member eat a candy to fend off cravings.[11] The simple substitution of one addictive substance for another often calms the agony of withdrawal. In his fascinating book Wheat Belly, William Davis bluntly draws a parallel between popular agricultural products, like wheat and sugar cane, and alcohol: “Beer is just liquid bread, or bread is just solid beer; rum is just liquid sugar, or sugar is just solid rum.” Fermentation and distillation merely alter each product’s constituents. The net effect is similar: a boost of the three happy neurochemicals to the nucleus accumbens (the reward pathway), resulting in a feeling of warmth and excitement and a dulling of the senses. Given this, it is no surprise that patients who have had bariatric surgery, such as lap band surgery (and who are, thus, unable to return to their old eating habits), have a much higher risk of developing alcoholism.


    Science Catches Up: Food Addiction Exists


    The last ten years have yielded exciting research to corroborate our understanding of our potential neurochemical addiction to food. Bart Hoebel and his team are among the first of many now exploring, and proving, the connections. Even formerly skeptical scientists have begun probing further, not content to stop with sugar. They have tested artificial sweeteners on their rats to measure merely the anticipation of sugar. To their surprise, they found that rats preferred saccharine to sugar. Many food addicts agree with this startling discovery, admitting that it is only when they stopped their diet soda drinks that the true cravings for sugar abated.


    Eric Johnson and Jeffery Kelly, at the Scripps Research Institute in Jupiter, Florida, conducted the crème de la crème of animal studies and food addiction. These researchers found that by overfeeding rats in a laboratory setting, they could literally turn the rodents into food addicts.[12] “These studies,” wrote Pat Harman in a review of the Scripps study for Childhood Obesity News, “show that over-consumption of high-calorie food can trigger an addiction response in the brain.” Ongoing research with Pedro Rada and Nicole Avena show similar findings: when sugar and fat is introduced into rat chow, the experimental rats found the resulting mixture highly compelling.[13]


    It is on this premise that Dr. Avena and John Talbotts’s most recent book Why Diets Fail (Because You are Addicted to Sugar) is based. They posit, as Phil and I do, that in order to stop eating the processed food that contributes to weight gain, we must stop eating the key ingredient saturated in that food — sugar — which drives the addiction.


    Not content to let the naysayers argue that we should not extrapolate from animals to humans, another crop of scientists have taken a different approach. Using sophisticated neuroimaging technology, such as functional MRIs and SPECT (single-photon emission computed tomography), these researchers were able to measure cerebral blood flow and brain activity patterns of people in the throes of their addictions.[14] These studies have been instrumental in expanding our understanding of what goes on in a brain affected by alcohol, drugs, or food. What neuroimagists have discovered in users of these substances is that when the limbic system, the hub of all pleasure, is flooded with dopamine, it literally “lights up” with activity.


    Chief among the imaging studies is one led by Dr. Gene-Jack Wang at the Brookhaven National Laboratory Institute.[15] Wang and his colleagues used PET (Positron Emission Scans) to compare dopamine activity in ten obese and ten normal weight subjects. They found that the overweight individuals had fewer dopamine receptors than their normal weight counterparts. This means that that these individuals need to eat differently (more food, foods with higher sugar or fat content) to get the same satisfaction that a leaner person gets.


    Genetic research has also added to the scientific evidence for food addiction. We have known for some time that there is a genetic predisposition to alcoholism: in a small percentage of cases, we can find evidence of dopamine receptor alterations (changes to the D2 receptor sites) that can distinguish a social drinker from an alcoholic. There appears to be a similar (perhaps the same) genetic indicator for a predisposition to becoming obese.[16] This points to the possibility that a person who is predisposed to alcoholism is also predisposed to food addiction and also obesity.


    Carolyn Davis, a professor of kinesiology in York University’s Faculty of Health in Toronto, examined genetic markers in both obese individuals and people with binge eating disorder (BED). What she and her colleagues found was that BED subjects had significantly higher scores on a self-report measure of what her team called “hedonic eating.” In her summary of the study’s findings, Davis and her colleagues suggested that BED is a biologically based subtype of obesity that may be activated by a genetic predisposition. Davis concluded that genetic studies “provide significant support for the general working hypothesis that dopamine system genes play an important role in feeding behaviour and obesity.”[17] This link is reinforced by the finding that there is strong demographic evidence that bulimics and people suffering from binge eating disorders are more likely than the general population to become alcoholics.


    Food addiction exists. Although the science that supports it is still in its infancy, it may be useful to remind the critical reader that addiction research in general, whether for alcohol, cocaine, ecstasy, or opiates, is at a similar early stage. Clinicians are drawing upon research that is still based on animal experiments and sophisticated radiological scans, and they mainly rely on hands-on “gut” experience — both their own and those of their colleagues — to inform their diagnoses and treatment decisions. Once food addiction is recognized in the clinical realm, we will have a similar wealth of data to inform us.


    But we are getting ahead of ourselves. First we need to know how to spot a food addict. What does a food addict look like? How do you know if you are a food addict?

  


  
    


    chapter five


    ARE YOU A FOOD ADDICT?


    
      	
        Have you ever wanted to stop eating and found you just couldn’t?

      


      	Do you think about food or your weight constantly?


      	Do you find yourself attempting one diet or food plan after another, with no lasting success?


      	Do you binge and then “get rid of the binge” through vomiting, exercise, laxatives, or other forms of purging?


      	Do you eat differently in private than you do in front of other people?


      	Do you eat to escape from your feelings?


      	Do you eat when you’re not hungry?


      	Have you ever discarded food, only to retrieve and eat it later?


      	Do you fast or severely restrict your food intake?


      	Have you ever stolen other people’s food?


      	Have you ever hidden food to make sure you have “enough”?


      	Do you obsessively calculate the calories you’ve burned against the calories you’ve eaten?


      	Do you frequently feel guilty or ashamed about what you’ve eaten?


      	Do you feel hopeless about your relationship with food?

    


    If you have answered yes to more than three of these questions, you are most likely a food addict.[1] And if you can relate to the following conversation, overheard between an addiction counsellor and a client trying to kick the bingeing habit, you might just qualify:


    
      Client: Yesterday I ate all day long. I started with breakfast — big three-cheese omelette, home fries, six pieces of toast. Then I had two raisin bagels with cream cheese, six chocolate-glazed doughnuts with a pint of milk and something else — I can’t even remember what, I was in such a fog. I do remember that for lunch I wanted to eat something “normal,” so I went to a buffet and ate a salad loaded with cheese and cold cuts and tons of blue-cheese dressing and bacon bits. In the afternoon I had five or six candy bars, a bag of corn chips, and a couple granola bars. I went home then and passed out. But then I got up and went out for pizza.


      Counsellor: When do you think you lost control?


      Client: The minute I got out of bed! I told myself that I wasn’t going to eat sugar — sugar really sets me off — but it was like I was two people in one body or like somebody else was driving and I was the car. No matter what I said to myself, I still picked up the food. I had one voice telling me to go ahead and one voice telling me not to.

    


    Sound familiar?


    Am I Really a Food Addict? How Can I Tell?


    How can we know if we are really addicted to food?


    Addiction is a term that’s used a lot these days. People claim to be addicted to everything from romance novels to cars. They feel guilty when they enjoy something just a little too much. When it comes to food addiction, the misunderstanding is epidemic. Office workers whose weight would be considered normal sheepishly say they are addicted to cookies when they take the last Oreo from the break room. Women who simply enjoy the occasional plate of pasta turn to their partners and say with a sigh, “I wish I weren’t so addicted to spaghetti.” Are they clinically addicted?


    My colleague and collaborator, Philip Werdell, a gentle, soft-spoken seventy-year-old, is part of a group of professionals dedicated to raising the visibility and understanding of food as an addictive substance. He says, “If it looks like addiction and responds to treatment like an addiction, then why not call it an addiction?”


    How can we tell? Until now, scientists and clinicians alike have been reluctant to acknowledge that food addiction even exists. Yes, abnormal eating behaviours have been identified thoughout history, but there has long been a resistance to labelling it an addiction. Challenge Werdell about it and he grows militant. “The position that there is no scientific evidence supporting the existence of food addiction, and therefore there are no food addicts, flies in the face of research gathered over the last fifteen years,” he says. “There are well-designed animal experiments, detailed brain imaging studies and more than three thousand peer-reviewed writings.[2] Such blanket, and often unsupported, criticism is just plain anti-science and anti-intellectual, much like the debunking of global warming.”


    As far as he is concerned: If it looks like a duck, walks like a duck, and quacks like a duck, it’s a duck.


    The duck has been quacking for quite some time, probably as long as food has existed. But a surge of overeating over the past thirty years (during which time the public has indulged in the supersizing trend in restaurant meals, the larger soda bottles) has resulted from the industrial processed-food complex, which has exponentially increased the reward potency of food.[3] The one benefit, though, has been a gradual softening of the public’s reluctance to see food as a true addiction. But we are impatient with the pace of change. Until all clinicians acknowledge this diagnosis, the identification and treatment of food addiction remains hampered.


    A Brief History of Food Addiction


    In 1960, the twelve-step fellowship Overeaters Anonymous was founded by an overweight woman named Rozanne after recognizing that her overeating was similar to the uncontrollable gambling addiction of a friend. After attending a meeting of Gamblers Anonymous, she wrote in her personal story, “Our compulsions were not the same. They were obsessed with gambling and money, and I thought of nothing but overeating and food. Still, inside we were the same.”


    In 1975, William Dufty wrote the bestseller Sugar Blues in which he made the case that sugar is an addictive substance that can be compared to drugs such as opium, morphine, and heroin. He blamed the white stuff for a wide array of physical ailments, from acne to mental illness. He had no peer-reviewed literature, no double-blind studies, no MRIs or PET scans to back up his claims, only his own history and that of other believers who knew how they felt while eating sugar: unhealthy and out of control. Dufty and his cohorts called the sellers of sugary foods their “pushers.”


    In 1981, a twenty-nine-year-old woman who was unable to stop bingeing on food approached a well-respected alcohol rehabilitation facility to ask for help.[4] She described her behaviour to the intake team. The head of the facility, shaking his head in surprise, remarked, “That sure sounds like alcoholic behaviour to me.” She was admitted on an experimental basis, since the team had never before treated anyone addicted to food. Her counsellor wisely advised her to think about food whenever she heard the word alcohol.


    In 1986, a psychiatric hospital called Glenbeigh, in Tampa, Florida, opened a companion unit to its drug and alcohol rehab centre that was to be devoted entirely to treating food addicts.[5] Before closing in the early nineties, Glenbeigh managed to establish itself as the place to go if you couldn’t stop eating. Patients described the horrors of their addiction in vivid detail. Their adventures included stealing food, getting stopped by the police while driving and eating, taking food out of the trash, “blacking out” after overeating, and eating well beyond the pain of a distended stomach only to then resume the binge after the pain subsided. Collectively, they had gained and lost hundreds of thousands of pounds and spent enormous amounts of money on food, diet drugs, and weight loss schemes. Many had thought about, or attempted, suicide.


    Four years later, Dr. Frank Minirth and Dr. Paul Meier of the Minirth-Meier Clinics published a book called Love Hunger: Recovery from Food Addiction, which chronicled their development of a method to treat food dependency alongside their comprehensive, spiritually based counselling practice.[6]


    In 1993, mental health counsellor Kay Sheppard published a revised version of her signature work, Food Addiction: The Body Knows. Sheppard drew from her experience working with food addicts and did not mince words. “Food addiction is a chronic, progressive and ultimately fatal disease,” she wrote. “It is chronic because the condition never goes away, progressive because the symptoms always get worse over time, and fatal because those who persist in the disease will die an early death due to its complications.”


    Then, in 1996, Judi Hollis became one of the first professionals to publish academic findings about food addiction, doing so in her book, Fat is a Family Affair: How Food Obsessions Affect Relationships.[7] Hollis, an addictions counsellor, noticed that her own problems with food were quite similar to her clients’ problems with drugs and alcohol. She convinced William Rader, a former director of the chemical dependency program offered by the U.S. Navy, that many of the obese and those with eating disorder symptoms needed to be treated as if they were addicted to food. This led to the establishment of a network of Rader Clinics throughout the United States.[8] Her book became required reading for their patients.


    In 2005, Nora D. Volkow, director of the Maryland-based National Institute on Drug Abuse (NIDA), began to connect the dots between food abuse and other addictions.[9] As an addictions physician, she was instrumental in having food classified with the plethora of other addictions that American physicians were responsible for treating. Writing in the scientific journal Nature Neuroscience, Volkow highlighted studies linking dopamine levels in compulsive overeaters and cocaine addicts. Among other findings, she cited brain study research that recorded dopamine increases in humans who simply looked at images of food. Volkow wrote, “In some obese individuals, the loss of control and compulsive food taking behaviour share characteristics with the compulsive drug intake observed in drug-addicted subjects.” She put food addiction on the medical map.


    Four years later, Dr. David A. Kessler, former commissioner of the U.S. Food and Drug Administration, published The End of Overeating: Taking Control of the Insatiable North American Appetite. Echoing Volkow, Kessler shared his own experiential evidence for the addictive nature of food as well as some of the science current at that time, explaining the brain chemistry behind food cravings and compulsive eating. Kessler stopped short of calling the phenomenon an addiction, opting instead to use the term “conditioned hypereating.”


    Also following the lead of Dr. Volkow and NIDA, in 2011 the American Society of Addiction Medicine (ASAM) redefined the nature of addiction itself. No longer a matter of poor choice or poor emotional control, the ASAM officially defined food addiction as a brain disorder. Certainly, willpower plays a role in curbing the behaviours endemic to addiction, but it is the smallest factor in the successful management of addiction. “At its core, addiction isn’t just a social problem or a moral problem or a criminal problem,” says Dr. Michael Miller, past-president of ASAM, who oversaw the development of the new definition. This disease “is about brains, not drugs. It’s about underlying neurology.”


    The ASAM has taken great strides to proclaim that addiction can involve pretty much any substance or behaviour: the classic culprits are alcohol, drugs, gambling, or sex, but the Internet and food are also candidates for what are now called “process” addictions. If the object of one’s compulsion fits the ABCDE’s criteria, it qualifies as an addiction.[10] The organization is also insistent that, like cardiovascular disease, diabetes, or depression, addiction must be treated as a chronic condition; it has to be treated, managed, and monitored over a lifetime. People who are addicted must learn the tools to keep their urges in check and apply those tools on a continuous basis.


    The ASAM also warns clinicians that addiction is progressive if left untreated. Any food addict will agree, aware that where one bursting bag of popcorn might have been sufficient in the early days, now neither the bag nor the extra candies nor the supersize pop will satisfy. As discussed in the preceding chapter, the neurochemical excess leads to measurable physiological changes in the brain, which in turn lead to a rising tolerance and an ever-greater consumption of food, as well as withdrawal symptoms similar to those of any other addiction once the bingeing has stopped.


    How Do We Diagnosis Food Addiction?


    As food addiction has become gradually accepted as a real condition by the medical profession, there has developed a need for a method of diagnosing the condition — a way of determining whether a person has an eating disorder, an addiction, or is just not motivated enough to stop after the first bite?


    So far, there is no lab test to determine if a person has any addiction, let alone a food addiction. There are no radiological procedures to guide clinicians, although innovations in neurological radiology are transforming modern research. Over the last five years alone, due to neuroimaging innovations such as functional MRIs and SPECT scans, scientists have published many illustrations that strongly suggest a link between our brain’s propensity towards addiction and food. Within the next decade, we can expect that physicians will find external markers to determine addiction in the same way we expect to diagnose clinical depression or ADHD.


    Today, however, we base our diagnosis of addiction mainly on questions and observations — we look for the specific attributes that coexist with addiction. The questionnaire I presented at the outset of this chapter is part of the toolkit, which several twelve-step food addiction programs use to determine if someone is a food addict. If you answered yes to just a few of the questions, it is likely you are a food addict.


    But because, so far, food addiction lacks an official diagnosis, scientists and clinicians usually apply to food the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-V) criteria for general addiction (referring to the category called substance abuse disorder) to help them make a diagnosis. The DSM-V is a world-renowned compendium of categories that document all recognized mental disorders. It provides a specific set of criteria for each psychiatric condition so that a diagnosis can be made and universally understood. The DSM-V, an update on the earlier DSM-IV, has just been released, but despite significant lobbying efforts, it has still not addressed food addiction. It has, however, introduced binge-eating disorder (BED).[11] So far, this inclusion of BED has not had any impact on the diagnosis or treatment of food addiction, although there are currently attempts to define a subset of BED sufferers as food addicted. If food addiction can get official recognition, even through this “back door” of becoming a subset of BED, services for food addiction treatment may become available for insurance coverage.


    Clinicians in the field are slowly starting to use the DSM-V criteria for addiction, but most of the tools being used today to diagnose and study food addiction were formulated using the DSM-IV. These tools have not yet been revised to reflect the changes found in the new version of the DSM. In any case, the DSM-V modifications do not alter the criteria to make a diagnosis of addiction; instead they combine the DSM-IV categories of substance abuse and substance dependence into a singe disorder measured on a continuum from mild to severe.


    Many of the DSM criteria (in IV and V) overlap with those of other eating disorders such as bulimia or binge eating disorder. This makes the new art of food addiction diagnosis especially confusing: it is possible that a patient can be a food addict and also have an eating disorder. We believe that many of you who have been diagnosed with a binge eating disorder, for example, are actually food addicts. For this reason, the next chapter will look at other types of eating disorders that can overlap with food addictions and result in misdiagnoses.


    The DSM


    The DSM-IV and DSM-V provide guidelines for clinicians to follow when making a psychiatric diagnosis. As noted above, the new DSM-V maintains the same criteria for diagnosing addiction as did the DSM-IV. A patient has a substance-use dependency if he or she has developed distress from at least three of the following at any time within a twelve-month period (distress from more than six would be classified as severe addiction, according to the DSM-V):


    
      	Patient has developed tolerance or withdrawal symptoms.


      	Patient has frequently taken more substances than planned.


      	Patient has taken excessive time acquiring, using, or recovering from the effects of the substance.


      	Patient continues to use the substance despite difficulties.


      	Patient has given up work, social, or family activities if they interfere with using.


      	Patient has made multiple attempts to cut down on use of the substance.

    


    Keeping these guidelines in mind, clinicians observe the typical behaviours that their addicted patient displays to make the diagnosis. We can see the patterns exist in food addicts by looking more closely at the typical behaviours of people who abuse food.


    The single most important feature leading physicians to suspect addiction is that patients experience cravings and obsessions surrounding their drug of choice. For the food addict, cravings are typically focused on foods that are high in sugar and fat: the muffin for breakfast, the latte loaded with sugar and cream at lunchtime, the apple cruller on the way home from work. Anyone can look forward to snacks when she is feeling hungry, but a food addict is thinking about her favourite foods all day, whenever her mind is not otherwise occupied. She may even be thinking about her next snack before she has finished the last one. These cravings can be just as insidious and powerful as an alcoholic’s cravings for another drink.


    Cravings for food can even be trigged by quantity alone. Large amounts of food, even healthy foods, can overwhelm the body’s hormonal regulation and satiation signals. The more you eat, paradoxically, the more you want. I once met an addict who would munch through three large bags of carrots a day, eating so many that her skin turned an orange hue. She did this simply to have the experience of putting something in her mouth, savouring the chewing, crunching, and swallowing.


    Withdrawal symptoms constitute another major criterion of addiction. Recovering from a food “hangover” can last for days. Critics often use this criterion as their proof that food addiction does not exist: they insist that there is no measurable physical withdrawal from a food binge — that is, no DTs, seizures, goose bumps, or diarrhea. I have often scratched my head at their reluctance to recognize the signs of withdrawal. I wonder if they have actually asked a person who has just binged on five thousand calories of sugar and fat how they feel the morning after. I have seen the withdrawal symptoms: not seizures, true, but snappy moods, insomnia, tremors, nausea, aching muscles, and a mental fog that can be as dramatic as any alcoholic hangover.


    Substance abuse upends the normal activities of daily life. Work and social events are almost always impacted by ongoing drug or alcohol abuse. An alcoholic may not be able to get through the day without surreptitious swigs of vodka, thus jeopardizing his job. Similarily, a food addict can spend a good portion of his day thinking obsessively about food. He will typically plot his day around meals and snack times, often using food as a motivator to get him over the next hump. He might be getting through the workday by promising himself a spicy cheese pizza and tub of caramel ice cream at the end of the night. Food becomes the reward, the payoff for a hard day at the office.


    Some food addicts may be grazers, constantly eating small quantities, such as a handful of peanuts, a bag of jelly beans, a bagel, or a banana, all to help them quell distressing feelings that would otherwise interfere with their lives. How is this different than slipping into the bathroom for a quick puff of a cigarette? Food addicts can, alternatively, be binge eaters who consume large quantities of food in order to soothe their anxieties or to numb their emotional pain. Ironically, obsessing about food, painful as it may be, usefully distracts from other, more painful, emotions.


    Planning a menu of scrumptious foods, preparing the “stage” — prepping the TV room, selecting the movie and the foodie companions — can be tremendously time-consuming, but is part of the pleasurable feelings addicts experience long before the actual eating occurs. Calorie-counting and excessive exercising after a binge can consume hours. The depression and shame that typically follows can also take days to dissipate and often heralds the next binge. Any behaviour that encroaches on our day so thoroughly that it impairs other activities and takes up prolonged mental space is a red flag indicating addiction.


    Habitual binge eaters will often find that they are too uncomfortable to follow through with their commitments after a binge. Who wants to socialize when suffering from a gaseous and bloated abdomen? Like alcoholics, food addicts often forgo seeing their friends and end up isolating themselves. Asking someone out for dinner or even coffee may invite shame, rejection or reprisal, and of course it takes time away from their favourite activity. Why bother with social activities, the food addict thinks, when he can just turn on the tube and eat potato chips instead?


    Einstein’s remark that insanity can be defined as continuing to do the same thing repeatedly while expecting a different outcome is often cited in the field of addiction treatment. Repeating the same self-destructive behaviour, despite negative consequences, in hopes of a positive outcome is a hallmark symptom of addiction. This is what we call denial. It provides the foundation of distorted thought processes which is popularly known as “stinking thinking.”


    Make no mistake, food addicts, like other addicts, intuitively know that they are engaging in self-destructive behaviour. But they do not want to dwell on this. The food addict knows she is obese; she has probably been warned by her physician to lose weight too many times to remember. Her hypertension, diabetes, and sleep apnea are all clear consequences of her food intake. These are monstrous anxieties that a food addict has to manage on a regular basis.


    How can she live with this ongoing anguish? The food addict’s system of denial becomes ever more complex and defensive as the addiction progresses. She reaches for the most bizarre rationalizations to quell her anxieties.


    
      	The diabetes isn’t that bad yet.


      	I can get away with this binge one last time.


      	I may as well go all out since I blew it today.

    


    These are typical examples of “stinking thinking,” illustrating this delusional process. The more knowledge a well-meaning professional gives to the food addict, the greater the addict’s need for denial. Meeting with her doctor usually does not inspire the food addict to change her eating behaviour, but rather makes her discouraged, defensive, and even more confused.


    The mainstay of addiction is the inability to stop using, despite repeated efforts. How many dieters do you know who have attempted to stop or cut back and been successful over the long term? The dieter starts off with good intentions to cut back her portions of bread and pasta but finds that she eventually returns to eating these foods. Or worse, she begins eating even more. She tries to have just one cookie but finds that inevitably she eats the whole bag. The food addict simply cannot stop — not for long. The desire for the trigger foods overwhelms her willpower.


    The Yale Food Addiction Scale


    The above discussion highlights the ease of applying these DSM-IV criteria to abnormal food behaviours. Some scientists have attempted to develop a scale based on these DSM-IV that is specific to food. Most of us in the field need a common tool to share scientific knowledge and clinical experience. The peer-approved Yale Food Addiction Scale is one such tool.[12] A scale such as this marks the first step towards professional credibility of this disease. You can see how these questions capture many of the observations that clinicians have made about their patients who struggle with their overeating. I anticipate that this is the tool that doctors of the near future will be using to diagnose their patients.


    If you answer yes to three or more of the following criteria, you could be suffering from a clinical addiction to food.


    
      	I find that when I start eating certain foods, I end up eating much more than I had planned.


      	Not eating certain types of food or cutting down on certain types of food is something I worry about.


      	I spend a lot of time feeling sluggish or lethargic from overeating.


      	There have been times when I consumed certain foods so often or in such large quantities that I spent time dealing with negative feelings from overeating instead of working, spending time with my family or friends, or engaging in other important activities or recreational activities I enjoy.


      	I kept consuming the same types of food or the same amount of food even though I was having emotional and/or physical problems.


      	Over time, I have found that I need to eat more and more to get the feeling I want, such as reduced negative emotions or increased pleasure.


      	I have had withdrawal symptoms when I cut down or stopped eating certain foods. (Please do NOT include withdrawal symptoms caused by cutting down on caffeinated beverages such as soda pop, coffee, tea, energy drinks, etc.) For example: Developing physical symptoms, feeling agitated, or feeling anxious.


      	My behaviour with respect to food and eating causes significant distress.


      	I experience significant problems in my ability to function effectively (daily routine, job/school, social activities, family activities, health difficulties) because of food and eating.

    


    These tools are a godsend to those of us working in the food addiction field. Finally, here is a way to tease out the tangle of disordered eating behaviours. Until now, clinicians and food addicts alike have been confused: when is overeating a binge or an addiction? When is it poor willpower? Is an anorexic or a bulimic a food addict, or can they be both? The confusion is endemic and is likely to persist for some time given that there is an overlap of symptoms and conditions as well the residual reluctance of mainstream practitioners to acknowledge that the beast exists even when it is staring them in the face. The following chapter will illustrate that particular mess.

  


  
    

  


  
    

  


  
    


    chapter six


    THE FOOD FIGHTS: ADDICTION OR EATING DISORDER?


    The 1990s was the decade of the food fights. Professionals began arguing about the underlying problems associated with chronic obesity. Was it the result of an eating disorder or an addiction to food? Was there such a thing as a normal eater who just ate too much? For years, leading nutritionists had argued that the entire problem of obesity could be attributed to an imbalance of “calories in and calories out.”[1] People simply ate too much and did not burn off the necessary calories to keep their weight stable. To solve the problem, they needed to be educated about food choices and encouraged to exercise.


    The various professions working for people struggling with their eating issues argued that the underlying problems for the obese were deeper social-psychological traumas, which lead people on a trajectory toward an emotional dependency on food. When confronted with the proposition that food could have a chemical lure more powerful than the emotional, clinicians argued that the concept of food addiction was “without convincing empirical support,” and turned, instead, to the research on eating disorders to probe the nature of and treatment for their obese patients.[2]


    Yet, as early as 1960, Overeaters Anonymous had produced evidence that a twelve-step program that dealt with food as something addictive, in the same way that alcohol, drugs, or gambling can be, could help compulsive eaters by recommending abstinence from certain foods. According to this thinking, obesity is the product of a neurochemical disease; calories are not the issue, nor is insufficient exercise. Joining this camp were the self-declared food addicts, who passionately disagreed with the established perspective that obesity was caused by poor willpower. Noted spokespeople, such as Kay Sheppard, Anne Katharine, and Joan Ifland, wrote self-help books that made the case that people who could neither diet successfully nor control their eating were actually addicted to food.[3]


    So, a disagreement had developed: was abnormal eating the result of an addiction, an eating disorder, or just plain gluttony? For decades, at the annual conference of the International Association of Eating Disorder Professionals, panels of experts debated the topic: Is There Food Addiction? Pro or Con? True believers debated the issue at length, with neither side successful at convincing their opponents.[4]


    We even found the same debate within Overeaters Anonymous. For more than a decade, the central theme of each OA World Service Business Conference has been whether compulsive overeating is the result of psychosocial-emotional disturbance or due to the chemical nature of particular foods. As the fellowship’s cofounder, Rozanne S., describes in her history, Beyond Our Wildest Dreams: A History of Overeaters Anonymous As Seen By a Cofounder, a strong faction of members saw compulsive overeating as a psychosocial problem; they believed that the central aim of the twelve-step program was to redress the emotional problems that were fueling the need to overeat.


    Another group within OA, many of whom were recovered alcoholics from AA, viewed the root of compulsive overeating as a physical craving for food. They maintained that a chemical dependency could occur with food, just as it did with alcohol or other drugs, and that the same methods used to treat alcohol and drug addictions would be the most effective for treating food addictions also.


    What little research exists measuring OA’s efficacy indicates that the latter approach works best. One study of 162 OA members found that those with the most success at taming their overeating were following an abstinence-based food plan.[5] These members were also more likely to report that they had never or rarely relapsed. Among a smaller sample of thirty stable OA members (defined as those with five to twenty years of recovery and weight loss), 91 percent reported abstaining from sugar, 67 percent weighed and measured their food, and 74 percent had eliminated flour, wheat, or all grains.


    So, those who supported the chemical dependency theory for food addiction felt that complete abstinence from addictive foods was the first priority. The twelve-step program, they declared, would create the “psychic change” that was necessary to ensure long-term recovery, but abstinence got the recovery process started in the first place. Those who claim to be in recovery without having found it necessary to abstain from their trigger food, the chemical dependency group argued, were in denial about the true nature of their disease. Meanwhile, the psychosocial-emotional group contended that too much focus on physical abstinence turned the OA program into a mere diet.


    Looking at these historical controversies within the mutual-support fellowships and amongst professionals, we can now see that they were behaving similarly to the three blind men attempting to describe an elephant. One man feels the trunk and believes the elephant is snake-like; another feels the leg and imagines the elephant to be as big as a tree. After running into the sleeping elephant’s large body, the third claims the creature is actually some type of large rock. Each bases his conclusion on only part of the whole.


    How does this analogy work? Those OA members who were helped by therapists to resolve underlying trauma tended to see everyone as having similar emotional problems. After all, a survey of OA members showed that over 80 percent of the members report prior psychic, emotional, or sexual abuse, or some combination of the three. Those who found the therapeutic approach unsuccessful were considered to have not yet resolved the core issues that led them to eat compulsively.


    Those who found recovery by completely eliminating sugar or wheat or other trigger foods alternatively assumed that the members who were claiming to be “in recovery” were actually expressing the denial so typical of addicts. They did not believe that it was possible to treat overeating with an “inside-out” approach of addressing internal issues first before becoming abstinent. Instead, they argued, an “outside-in” approach was necessary: people had to become abstinent first, and then they could address the internal issues that needed to be dealt with in order to maintain food sobriety.


    We now know that the problem with compulsive overeating and obesity is more complex than these debates suggest. Obesity, eating disorders, and chemical dependency on food are three distinct and very different diseases — and demonstrate different behaviours around food. We can categorize the corresponding behaviours of these conditions as problems that occur within the normal eating, emotional eating, and food addiction spectrums.


    Obesity is entirely a physical problem: a result of eating too many calories while expending too few. There are any number of factors that can serve as causes for the condition, factors that might upset the body’s natural balance, such as hormonal or genetic irregularities. A person with a hypoactive thyroid will have a low metabolism and will not burn off calories as quickly as someone with a normal thyroid. Weight gain is the consequence. As we have seen in previous chapters, the hunger/satiety hormones of insulin and leptin can be misaligned, causing a person to feel hungry and eat more than their body’s caloric need requires. Dr. Robert Lustig, in his excellent book Fat Chance: Beating the Odds Against Sugar, Processed Food, Obesity and Disease, spells out a complex web of factors both internal and external (advertising, the careful placement of trigger foods in grocery stores, etc.) that can work to sabotage our attempts to lose weight. If these factors can be identified, it is possible to map out strategies to mitigate these factors and, thus, manage obesity successfully.


    Those we designate as “normal eaters” are found in the obese category. Normal eaters simply eat too much, doing so because of internal factors, such as hormones, or external influences, such as triggers (Dr. Lustig talks about our current “obeseogenic” eating environment that strains willpower). Normal eaters represent a large proportion of the obese. They can regulate their obesity by learning how to change the circumstances that foster poor willpower: better sleep, stress management, improving social skills, and changing a toxic food environment are only a few of the modifications that can be made. Often, simply educating a person on food choices and coaching a person to make good decisions is all that is required to successfully treat their obesity.


    Certainly, people suffering from eating disorders and food addiction can also be obese, but their primary condition is not obesity. In their cases, obesity is just another symptom of their emotional disturbance or their food addiction. The underlying emotional trauma that drives the bulimic to stuff himself needs to be addressed first before the physical aspects of obesity can be seriously addressed; likewise, the sugar that is propelling the addictive overeater needs be removed first before tackling any weight issues. Once these primary conditions are addressed, there is a greater likelihood of success.


    Though there are some similarities: eating disorders such as anorexia, bulimia, and binge eating disorder are in essence completely different than the chronic disease of obesity. Eating disorders are a result of psychological conditions rather than strictly physical ones. Eating patterns arising from these conditions are typically dictated by emotional needs and can be regulated, and even resolved, if the underlying emotional disturbances are dealt with. We can call those affected by these disorders “emotional” eaters.


    Chemical dependency on food, what we commonly refer to as food addiction, is a brain disorder caused by the interaction of trigger foods on the brains of humans predisposed to addiction. To treat food addicts, it is necessary to detoxify their brains, removing from their diets the trigger food treats that they crave. This is followed by education about the disease, introduction to resources for ongoing abstinence, and, only if indicated, professional treatment. No amount of physical treatment by way of drugs, hormonal manipulation, surgery, or emotional work will redress food addiction unless the chemical need for the drug is removed first.


    It is of course possible that a person can be suffering from a composite of two, or all three, of these conditions. While there are many emotional eaters and food addicts who are normal weight, there are probably more who are also obese. The complex presentations of each of these conditions have contributed to the confusion and misdiagnoses surrounding food addiction. Clearly, one coat does not fit all when it comes to obesity or disordered eating or food addiction.


    The most convincing argument indicating that these are separate diseases comes by taking a “the proof is in the pudding” approach. If the treatment for a specific disease works, the diagnosis is appropriate. We are still unclear about the cause of many mental disorders but pragmatically make assumptions about the neurochemistry of mental illness based on the success of our treatments. For instance, we know that serotonin pays a major role in mood since medications that alter serotonin can relieve depression. The successful management of each of these three maladies tells us a great deal about their similarities and their distinctions.


    Normal Eaters


    We can assume that if a person treated for obesity with a prescription for diet modification and exercise successfully loses weight and maintains that loss for years, that person was suffering from the consequences specific to obesity and is likely a normal eater. Enticing success stories in the popular media highlight this phenomenon. The “big losers,” such as former Arkansas governor Mike Huckabee, singers Marie Osmond and Jennifer Hudson, actress and television host Ricki Lake, fast-food pitchman Jared Fogle (“The Subway Guy”), and Sarah Ferguson — better known as Fergie, the Duchess of York and Weight Watchers spokesperson — are some notable examples.


    Sarah Ferguson, for example, who weighed two hundred pounds in 1990, lost fifty pounds while following the Weight Watchers program. She has blamed her weight problems on emotional eating. “My parents divorced when I was twelve years old,” she has said, “and to cope I started eating my favourite comfort goods. I’d gain weight, take great pains to lose it, only to regain it.” Even today, she said, “If I’m feeling overstressed or overtired, my mind does turn to food, which I associate with comfort and security. What I don’t do now, though, is binge eat. Weight Watchers taught me to recognize my warning signs and these days I deal with my emotions head-on.… If I do overeat, I just make sure to get back on track by tracking my points a bit lower.”


    Janet, whom we met in Chapter 2, fits into this category. When she was motivated to follow her Weight Watchers diet, she lost weight for as long as she followed her program. A fair chunk of the population fit into this category. According to an in-depth survey taken in 2013 by over nine thousand subscribers to Consumer Reports magazine, 10 to 30 percent of those who attended commercial weight loss programs lost substantial weight and kept it off for over a year.[6]


    I am also reminded of my friend Maureen, who joined me at my local Indian restaurant a few weeks ago. She is a petite, slim woman, and as she chose the lamb curry from the buffet, she told me that ten years ago she had been quite overweight. This surprised me. She tore off a piece of naan as she told me what inspired her to change her poor diet. She described how she got tired of having sore knees from marching up and down the stairs and an aching back whenever she sat for too long. She also hated feeling tired all the time. Fed up and determined to make a dietary change, she went to a nutritionist from whom she learned which food choices to limit and how to cut back on her food portions. She lost over eighty pounds and kept it off. I tried to imagine what eighty extra pounds would look like on her slight build.


    Today she still eats her favourite treats, but she controls her portions. I noticed that she only went back to the buffet one time after the initial serving, and her plate sizes were not overflowing. She shook her head when I asked her if she weighed herself on a regular basis. She knew there was a problem when her clothes began to feel too snug. If that happened, she simply cut back on the breads and pastas. Most of the time, she consciously eats a healthy diet of greens and chicken breast or fish. From her vantage point, anyone who continues to eat despite ill health isn’t trying hard enough, or maybe just isn’t scared enough of the consequences.


    Given her success, there is no reason to assume that she has an eating disorder or a food addiction. She is content with her food choices and her current weight. When normal eaters, such as Maureen or Janet, struggle with their weight or eating behaviours, they usually say that it is a matter of poor willpower because, when motivated, they just put down the fork and push away from the table. Normal eaters may like junk food but they are usually able to weigh their priorities. There are the negative consequences to poor dietary choices, which eventually outweigh the pleasures of tasty foods. Most family physicians, and programs like Jenny Craig or Weight Watchers, base their advice to those trying to lose weight on the belief that we are all normal eaters. They encourage willpower and subtly imply that those who continue to eat are at fault.


    Emotional Eaters


    Most people admit to overeating sometimes in order to comfort and soothe difficult emotions. Food does provide comfort. Infants given sugar get the same analgesic effect as if they were given Aspirin. It is only when this normal coping mechanism becomes overused to the point of physical distress — obesity, diabetes, and hypertension — that normal eaters seek out help.


    In contrast, emotional eaters are distinctly different. They eat regardless of the pleasure of food. They are primarily eating to self-medicate, to numb unwanted feelings, usually those of anxiety, anger, or depression. The pleasure of the treat, such as the thrill of the first bite of chocolate or the burst of a citrus candy, is secondary to the need to soothe and comfort emotional unrest. The emotional eater will choose junk foods over healthy foods not because these items taste good but for the feeling of comfort they bring. Junk foods are designed to give feelings of warmth and safety, to dull thinking, and to settle butterflies in the stomach. To sum up: the emotional eater’s primary underlying problem is not physical but mental and emotional: It’s not what you are eating but, rather, what is eating you.


    By the time emotional eaters seek medical attention, their need for food has usually become quite pathological. Since their eating behaviour has become a primary mechanism to cope with psychic distress, their symptoms have advanced to the degree that they are usually diagnosed with an eating disorder such as bulimia or binge eating disorder.


    I met Karen when she was in her early twenties and had just finished the Toronto Eating Disorder program. She had spent the previous four years trying without success to control her binges on her own. On that first consultation with me, she described in graphic detail what she would eat: a loaf of bread, a bag of doughnuts, boxes of cookies, and chocolates. Then she would get on her exercise bike and pedal for hours, or she would purge, vomiting the food immediately after eating it. Purge and then fill up again as the binge continued. By the time she came to the eating disorder clinic, she was bingeing and purging about eight times a day and was continuously obsessed by thoughts of food. Despite her compensatory measures of exercise or purging, she gradually gained weight. The unstoppable weight gain would frighten her into another binge of eating with the inevitable purge to follow.


    At the clinic, her therapist believed Karen’s family dynamics were likely the root cause of her problems and encouraged her to examine them. Even as a child, she had had a tendency to put on weight, and she couldn’t remember when her mother hadn’t urged her to stay slim. Karen was even invited to join her mother whenever she dieted. Together, they would compare daily calorie counts and weekly weight markers. Karen admitted that although she felt pressured to participate in her mother’s diets, she was also proud of how close they became during these ventures.


    Occasionally, her mother would switch tactics and entice her to eat baked goods, on holidays or whenever she felt like cooking “something special.” Karen ate the food in an attempt to please her mother, but felt confused when her mother would admonish her for gaining weight. “What did she expect?” said Karen, shrugging helplessly as she told me about it. She did not know what to do: gain the weight or deal with the guilt and hostility that her mother exuded if she tried to refuse.


    “Why did she do this?” asked Karen. “Was she trying to set me up?”


    Gradually, with the help of one-on-one counselling and group therapy, she learned how to recognize her anger and connect this to her binges. She also learned how to stand up to her mother and found that the eating disorder resolved itself.


    The educational sessions at the day program taught Karen that 20 percent of people who attend an eating disorder clinic eventually die of their disease. Determined not to become a statistic, she readily learned the tools to control her eating that her therapist provided. She acquired cognitive therapy techniques that helped her monitor her bingeing thoughts and counteract her purging impulses. She learned how to eat mindfully, slowly, and thoughtfully, rather than rapidly shovelling food down her throat. Having already discovered that eating rapidly could turn a normal dinner into a voracious binge, she learned to eat all the various foods but in moderation. She was also taught that eliminating specific foods, such as desserts or high fat treats, would lead to feelings of deprivation. Knowing that this could spark another relapse, she was too serious about her recovery to risk it. She saw that once her troubled family dynamics were addressed, she was able to modify her eating behaviours so that she could eventually stop being afraid of food and eating.


    The last time I saw Karen a few years ago, her bulimia was still in remission. She continued to live with daily urges to overindulge or purge, especially when faced with an inviting buffet table or when she was tempted to share a tantalizing dessert, but there had been no significant relapses. It is a constant battle, she admitted, but most of the time she is winning. The cravings no longer seemed to daunt her.


    Just as remarkable was her acceptance at being slightly “chunky.” She was adamant that she would rather maintain her current weight than risk starting another cycle of binges and purges. She had been keeping tabs on the other women in her group and knew that eight of the ten had relapsed. One of the women had even died. Karen counted herself as one of the few who had truly recovered from this disorder.


    Eating Disorders


    Karen’s experience is typical of the individual properly diagnosed as having an eating disorder. Her emotional eating was treated as a symptom of a deep-seated emotional disturbance. People suffering from eating disorders typically have a childhood history of sexual abuse, a neglectful environment or, as in Karen’s case, a domineering parent. The treatment must include a therapeutic program that deals with the underlying emotional needs that are driving the eating disorder. Often medication is included to support this goal.


    Classes in the eating disorder program also teach techniques to deal with the symptoms of the disorder itself. These range from cognitive therapy techniques and mindfulness eating practices to faith-based guidance and support groups. The intention is to change the attitude about food, which has become an object of comfort and fear, to disempower it and, instead, make it the safe, nutritional substance it actually is. Patients are taught to feel safe with all foods rather than impose on food more emotional significance than it actually possesses.


    That’s why there is a deliberate attempt to include all foods in the treatment plan. Complete abstinence from binge foods is contraindicated. Eating disorder therapists believe that abstinence will make patients feel deprived, leading to a relapse of the disordered eating. No food should be seen as “good,” “bad,” or “dangerous.” Healthy foods, junk foods, desserts, snacks — all are integrated into the plan so as not to encourage a pathological focus on food.


    The control of the eating behaviour is sought through moderation, rather than abstinence. Portion control is taught, but this too is monitored carefully. Weighing and documenting the caloric content of foods is interpreted as an extreme measure that can trigger a diet mentality and a return to the obsession with food. It can even encourage a new eating disorder; it is not uncommon for a bulimic to acquire anorexic tendencies or an anorexic to have bulimic episodes.


    Studies have shown that this approach works for over 60 percent of bulimics who seek treatment in this type of setting.[7] We can find first-person accounts of success from celebrities such as actress Portia de Rossi, actress and former gymnast Cathy Rigby, and Princess Diana.[8] For those have not succeeded or who repeatedly relapse, the disorder itself is blamed. It is widely known that there is a high recidivism rate for eating disorders. This is especially true for the anorexic.[9] Clinicians estimate that fully one-third will not recover from their eating disorder, and another third, like Karen, will retain sub-threshold symptoms. Only one-third are expected to fully recover.


    But how do we determine success? Is it that the person suffering from the disorder is not constantly working at managing the disorder? But what if the emotional pathology is just too deeply rooted to make a dent in the overlying symptoms of the eating disorder? Or, what if there is there something else operating alongside — or even instead of — deep emotional distress? We believe that one day a missing piece of the puzzle will be found that will explain the all-too-common relapses that occur with normal eaters and emotional eaters. Perhaps it will be discovered that there is an aspect of food addiction at play also.


    The next chapter will provide you with an example of a food addict. You will see that even though Lawrence is morbidly obese and has deeply-rooted emotional issues, it’s still the addiction dynamic that is directing his food intake: Lawrence is a food addict.

  


  
    


    chapter seven


    LAWRENCE: THE TRAGIC STORY OF A FOOD ADDICT


    On the sidewalk in front of Lawrence’s home, I look up at an art gallery’s floor-to-ceiling windows filled with eye-catching contemporary pottery and unusual artifacts. A yuppie-style gallery on the first floor of a sooty factory-like building? Is this a building that is in the process of gentrification, soon to be full of loft units?


    Walking through a doorway into the building itself, though, I find a huge, dark, dirty warehouse, with junk stacked high to the ceilings. There are no elevators so I begin walking up four flights of wide cement stairs, manoeuvring past old wooden chairs and engine parts. Boxes are piled atop boxes, with blankets, books, and old bike parts spilling out. It is a picker’s paradise.


    As I turn the corner on the third floor, leading to the top floor and the home of my new patient, the stairwell becomes darker and narrower, with even greater piles of stuff. It is as if I am entering the centre of a web that would soon enclose its occupant. I was about to meet Lawrence for the first time.


    Friends of Lawrence had pleaded with me to come and assess him. He had become a shut-in junkie, they said, a man so obese that he was literally unable to walk, to move from his bed, let alone out of his bedroom. He sold narcotics to feed his own addiction, but he had run out of customers and was too obese to get out to hustle for new ones. Without customers, he could not afford his own habit. The irony was that he was also too obese to withdraw from his drugs: the vomiting, the diarrhea, the stress of withdrawal on his heart could kill him. I was asked to treat an addict hooked on heroin. I was about to meet a full-blown food addict.


    His friends, Linda and Mitch, who were both patients of mine, had also told me that his depression was just as disabling as his physical condition. Lawrence could not bear to have people see him in his present state. It mortified him to think about running into people he knew years ago, afraid of their shock at seeing what he had become. Despite his ill health, replete with episodes of chest pain and near-death overdoses, he had not left his house to get medical care or even the drugs he needed. He was just too embarrassed. But he needed a doctor to prescribe methadone to substitute for his heroin and to treat all the other ailments he had ignored over the past fifteen years that he had been a recluse.


    When I enter his room at the top of the last flight of stairs, it is like entering a cavern. Boxes are piled up to the vaulted ceiling, encircling a central area. Beyond a threadbare but elaborate oriental carpet stands a king-size bed.


    On top of the bed sits Lawrence.


    Lawrence, who turned out to be in his early fifties, is the biggest man I’ve ever seen. He is propped up like a Buddha, with an Aztec-style smock draped over him from shoulders to feet. Almost six hundred pounds, he fills half of the bed. A large iron ring hangs from the ceiling, which he uses to hoist himself up when he sees me. Oddly enough, my first impression is not of his enormous body, but of his larger-than-life personality. A broad smile crosses his face and he raises a massive arm to greet me.


    “Doctor,” he says, beaming. “How good of you to come! So glad you came. Thank you, thank you.”


    A man with charm, I think. I can see how Lawrence had at one time been a player, a trader and seller in the antique world, like his friends said.


    Lawrence motioned to a rake-thin man hovering nearby, almost hidden in the shadows. “This is Frank, a friend who helps me out.”


    He points toward the kitchen, a makeshift affair that has no door. (Really, it was just a corner of the loft with a fridge, stove and table covered in kitchen items.)


    “Get her something to drink. Do we have any tea?”


    I pull out a stethoscope from my medical bag. I wonder about this man who fetches the tea with a tentative nod toward me and then shrinks back into a dark corner of the room. Turning to Lawrence, I prepare to ask him my list of questions about his drug addiction. After that, I intend to do a thorough physical. How will I test his blood pressure on those huge arms, though? My large cuff won’t encircle his biceps.


    Lawrence wants to talk. I can tell by his quick and easy way with words that he is an extrovert by nature, eager to engage with others. Years ago, he tells me, he was a world traveller, making a good life for himself by collecting unusual items that he would clean, repair, and sell to the Queen Street shops in the funky west end of Toronto. Some of his better finds were included in the gallery downstairs. He starts to tell me about his life in New York, where he lived before he came to Toronto.


    I realize that more than twenty minutes have passed and I still haven’t acquired the information that I need. When I ask him a question about his specific drug use he launches into another digression related to his past life, this time when he was an art collector living the high life on cocaine. Listening, I wonder if he is now a squatter who refuses to move from the top floor of what had once been his studio. Linda told me that the owner of the building, which is choice piece of real estate, sitting one block away from the Art Gallery of Ontario, has wanted to sell the warehouse for some time, but he hasn’t the heart to tell Lawrence to go. Where would he possibly go?


    I can see that Lawrence is very proud of the esoterica he collected over the years. Amidst the old broken engines, boxes, and textiles lie small woven Peruvian blankets, multi-coloured and braided Columbian hats, and straw dolls. He insists that his collection of South American dolls alone, if repaired, is worth a great deal of money. I look around and spot the dolls huddled in rows in an open wooden cabinet. Dwarfing these are piles upon piles of National Geographic magazines, out-of-print rare books, comic books, and unusual drug paraphernalia, everything in large piles scattered here and there on the floor.


    Lawrence tells me that he lived in New York in the mid-1980s and made a thriving business for himself in the art community there. He proudly says he had a gallery of his own at one point and even a following of people who were captivated by his lifestyle. Those were the days that he used cocaine to fuel his busy lifestyle and, knowing that he had a tendency to gain weight, to control his weight. Then he moved to Toronto. No longer in the hub of the art world, he lost his network of contacts for his business. Eventually, he started dealing drugs instead. It was quick and easy money. Over time, he developed a different social network, one that was more drug than art related.


    Unlike the stereotype of the junkie, Lawrence gained weight on heroin. Instead of running around wheeling and dealing, burning off excess calories with cocaine, he drifted through large portions of his day alone in a stupor. His major source of income soon became selling drugs from his home. Lawrence would buy a large quantity of drugs from a dealer, divide it into small quantities to sell, and keep a portion for his own use. People would come over at all times of the day and night, stomping up the stairs under the direction of Frank, and meet Lawrence here at his bedside. He sold them their drugs and often they would spend the evening with him, keeping him company, sharing their drugs. Together, they nattered and nodded off into blissful reveries in this cool loft filled with so many curiosities. At times, it seemed an enchanted life.


    But inactivity was bad for Lawrence. To his mortification, his weight just kept increasing. Soon he began avoiding people, reluctant to leave the house as he was fearful of their disdain. When his drug customers stopped coming around so often, Lawrence became increasingly isolated. Within ten years of moving to Toronto, he had become a shut-in. By the time that I met him, he had not been out of his home in seven years. With the exception of Frank, Linda, and Mitch, he had not seen anyone for two weeks. And in that seven years he had gained more than three hundred pounds.


    His spindly friend, Frank, turned out to be an alcoholic, with an odd manner that was both obsequious and fearful at the same time. I couldn’t tell if he was an old friend or a freeloader who happened to find shelter from living on the street by acting as Lawrence’s gopher. Lawrence is ambivalent towards him; sometimes he responds warmly to the thin man’s presence while at other times he seems almost contemptuous. Over the time that I met with Lawrence, I learned that Frank bought Lawrence’s groceries and prepared the food that they ate together. The odd time drug addicts came to buy from Lawrence, he would escort them up the stairwells. Since it took almost superhuman effort for Lawrence to get up — he was terrified he would fall and be unable to get up (and his slight friend would be of little help) — the thin man would even fetch his toilet pail.


    Lawrence had not seen a doctor in seven years. He had no idea if his blood pressure was high or if he was a diabetic, and, moreover, he did not want to know. He admitted that he had had episodes of chest pain in the past that concerned him but he refused to call an ambulance. Once, years ago, an emergency response team had been called. Lawrence had felt humiliated when they cursed and muttered that the narrow stairwells were a hazard. They warned him that they would not come back until the mounds of debris were cleared. Lawrence had no idea how he would accomplish that task. Frank took stabs at doing this from time to time, and, when he did, he would often be out of sight amidst the mountains of boxes for hours.


    Eventually, this state of affairs became untenable. Lawrence could no longer afford his drug addiction as fewer customers came by and the means of supporting his habit shrunk. OxyContin and crack had replaced heroin as the drugs of choice on the streets, neither of which he had access to. (To obtain them required being out on the streets, hustling and visiting multiple doctors to get the supply he needed for his opiate dependence.) Now, he worried about surviving a heroin withdrawal. How would he cope with violent diarrhea and vomiting? Going to a detox centre was out of the question.


    That’s why Lawrence wanted to get methadone, to avoid the shock of quitting cold turkey. His last reliable customers, my patients Linda and Mitch, had guiltily told him one day that they decided to get off drugs and would take methadone instead. They knew that Lawrence would lose the last crumbs of drug income to buy his own drugs if they left. That’s when they told him they would ask me if I could help Lawrence the way I had helped them.


    After some deliberation on my part, and lots of charm on his, I agreed to take him on as a patient. Because he could not come to my office, I came to his home once a week to prescribe him methadone. While he was stabilizing on methadone, I was expected to monitor him regularly to ensure that he was getting the correct prescription. I had to check his vitals and test his urine at least weekly.


    Over the course of the next six months, I tried to help Lawrence with his heroin addiction as well as his other medical needs. I always intended to stay only twenty minutes, but it was difficult to get the information I needed because of Lawrence’s obsessive need to talk. He was isolated and I was sometimes the only person he saw in a day. We discussed his past, his frustrations, and his hopes for the future. We discussed his drug use and what he might do if he could shake his addiction. Our sessions ended up lasting more than an hour each week.


    Getting the methadone to Lawrence was not an easy task as he had no way of getting to the pharmacy on a daily basis. For a while, the pharmacist gallantly came by every day to deliver the medication, but this was not a permanent solution. It was important that Lawrence get clean from his drug use, but his urine samples continued to show positive for opiates and cocaine. Lawrence was clearly still using and did not show any signs of letting up.


    His housemate must have been bringing drugs to Lawrence. How else was he getting it? I wasn’t even sure how Lawrence could afford to keep using without Linda and Mitch. Was he still dealing? When I confronted Lawrence about his ongoing use, he blamed Frank. “He wants me to keep using so I will stay dependent on him,” he whispered. Then he smiled disarmingly. “Anyway, I can’t stop,” he said. “What have I got? TV and drugs. What else am I supposed to do?”


    I could see what he meant.


    I urged Lawrence to lose weight. It seemed like a monumental task, but I naively believed if he recovered his mobility, his options to find other sources of pleasure besides TV and drugs would expand. If he could get out, meet with old friends, I thought, he might find reasons to stay sober. I proposed a diet and promised to coach him. He listened to my proposed food plan, nodding, excited to try out the new regime. He would try anything I suggested, and together we came up with what I thought was a realistic food plan that would enable him to lose weight.


    Yet, each time I visited it was obvious to me that he had neither stopped using drugs nor curbed his eating.


    “What about the plan?” I asked impatiently. The weeks were dragging on.


    He shrugged. He was trying, he said, sighing and looking down at his massive body.


    I tried hypnosis, but that proved no more successful at stopping Lawrence’s drug use or his eating. One thing he loved, though, was the long script that I read to him each time I came. He said the affirmations made him feel free of the shame and self-loathing that shrouded his days. By way of showing his gratitude, he insisted that I pick out a few of his prized possessions. Once, I left with an embroidered hat and a carved walking stick. As I felt the unusual texture of the bark on the stick and told him how impressed I was, he beamed.


    After three months, his drug use eventually slowed down. But it seemed that his eating got worse. Lawrence explained that he just got too depressed if he didn’t have something to occupy his long days and even longer evenings. I suggested that we try antidepressants, but he protested that he did not want “stuff to mess up my mind.” While that may sound curious for a man who abused opiates and cocaine, it is typical of addicts in Lawrence’s age group. (Today, young addicts are only too eager to get meds.)


    I asked Linda and Mitch, who still came to keep him company, not to bring him treats. (“But he keeps asking us, how can we say no?” they groaned.) I also asked Frank — when I could find him, since he always slunk away when I came — not to enable Lawrence by buying items that I’d put on our forbidden food list. The thin man shrugged shamefacedly when I suggested this, but I knew he still brought Lawrence forbidden food. By now, my sessions with Lawrence had become fixed hour-long sessions as I tried to build his self-esteem and identify the obstacles that were holding back his therapeutic progress.


    Over time, our discussions about dieting became shorter and less frequent as I grew increasingly frustrated. I was also aware that I was not helpful anymore: rather than encouraging Lawrence towards a brighter future, I found myself bullying or scolding him. He said he wanted to change his eating patterns and lose weight, but did he really want to? I was not convinced.


    Sadly, Lawrence died of a heart attack nine months after we began our weekly visits. I received the call from Linda, who was one of the last people to keep in contact with Lawrence. She was still coming by to bring him food, since she did not trust Frank. As I put the phone down, I stared absently at the walls of my office.


    I had mixed feelings. In a way, I felt relieved that an untenable situation had resolved itself. Lawrence’s pharmacist had told me earlier that week that he had to stop coming to Lawrence’s house to dispense the methadone. The official requirements of the methadone program are that if a person is still using drugs, as Lawrence still was, he had to get his methadone dispensed daily by a pharmacist. Lawrence was on the verge of having to deal with an abrupt cessation of methadone, and that withdrawal is worse than heroin withdrawal.


    I also felt a great deal of sadness. Lawrence was an intriguing man. The work of treating addictions is often intense and the doctor-patient relationship can be strong, and in the course of treating Lawrence I had come to know him well. I knew I would miss him terribly. I looked up and saw the row of National Geographic DVDs — a set that comprised every issue since the magazine launched decades ago. I hadn’t wanted them, but I knew that Lawrence needed to give me something from his stash of collectables that he deemed precious.


    Lawrence was only fifty-three years old when he died. He had managed to reduce his drug use from several times a day to a few times a week. Given the circumstances, that was a remarkable badge of success. Maybe he even cut down on his food consumption, but how could I really know? I could not determine if he had lost any weight, as I had never been able to weigh him. But I believed that my interventions had made a difference.


    I heard from his friends that removing the body from the loft fulfilled Lawrence’s worst nightmare: the paramedics had to break down the doorframe to get his body out of the loft. She also told me that Frank had disappeared, taking some of the most valuable items in the apartment with him.


    At Lawrence’s visitation, I saw some of the friends he’d known just before he became reclusive. Most of them looked like they had been his drug customers, the ones who would stay at his place to get high together. They were huddled in groups of three and four, talking amongst themselves. I wondered if I should identify myself as his doctor in this last year of his life. Would they care? Occasionally, we would individually go up to the coffin and look at Lawrence’s large body, a rosary held in his folded hands. Then we would retreat back to our couches and watch each other or newcomers who entered the room. I wondered if Frank would show up.


    Linda and Mitch sat with me, reluctant to converse with the others. They had stopped using drugs and did not want to associate with anyone else in the room. They spoke again about the tragedy of Lawrence’s life: how he had been a rising star at one time, only to turn to heroin and lose his edge in the art world. The weight he had gained during his final years seemed a cruel finish to the life of such a charismatic and generous man. Then the topic of conversation turned to more practical matters. Who would go through the mountains of junk before the landlord carted it all away to a dumpster? How soon could they get into the loft before Frank stole even more of the valuables hidden amidst the junk? They wondered whether they could even store whatever they did find. Lawrence had left behind just too much stuff.


    Are all food addicts destined to end up like Lawrence? Does it need to get this bad? I use Lawrence’s story because his life illustrates a particularly stark, extreme version of the final stage of food addiction, where we imagine most food addicts will end up if they do not seek treatment. You will see in the next chapters more versions of this same terrible trajectory. Though extreme, Lawrence’s story is not unusual.


    Is it possible to diagnose food addicts earlier in their affliction, before so much damage is done? I believe so, but first the disease must be identified. This is not always easy to do, since its appearance can change depending on how advanced the illness is. As we have already seen, the different expressions of obesity and eating behaviours can create confusion even amongst the most astute clinicians.


    Early diagnosis provides a window of opportunity. As we’ll see in the next chapter, with the right intervention it’s possible to slow down the progression of the illness in early-stage food addicts. Obesity, cross addictions, diabetes, and depression can be averted if food addicts simply “get off the bus” of their addiction sooner rather than later. If they can stop eating the foods that propel their addiction and drive the circumstances of their lives further into the ground.


    To discover how a diagnosis of food addiction can be made, it’s necessary to know how to spot the condition. What does food addiction look like over the course of a lifetime? What are the telltale danger signs? That will be the focus of the next chapter.

  


  
    

  


  
    

  


  
    


    chapter eight


    STAGES OF FOOD ADDICTION


    The best way to appreciate the different stages of food addiction is to see how they play out in the life of a food addict.[1] Here are two stories to show what food addiction looks like. Hopefully, they will help other food addicts recognize their own addiction. Once they are able to recognize the telltale signs that appear in each phase of the addiction, they might be willing to consider consulting an addictions counsellor before it is too late. Why not get off the bus sooner rather than later?


    Stephanie’s Story


    Pre-Disease Phase


    Until Stephanie was in her early teens, she did not have any major difficulties with food. She had no problem making the transition from breastfeeding to eating soft foods to solid foods. She ate everything she was given, showing no particular attachment to sweets. Stephanie did not seem to care if she ate dessert or not. Once, in elementary school, she ate four root beer Popsicles and got a stomach ache. She never did that again.


    So, Stephanie binged once, but it was a one-time incident, and after resolving not to repeat it, she did not think anything about it again. Generally a happy girl, she liked reading and playing soccer, and did well in school. She enjoyed going to church, participated actively in the children’s choir and usually had a part in the holiday plays. She had at least two close girlfriends and they often stayed over at each other’s homes.


    So far, this could be the story of a normal child who, like many kids, overate to the point of stomach upset once. It could alternatively be the story of a girl with a nascent food addiction.


    Early Stage


    Stephanie entered puberty the summer before junior high school and developed more quickly than her peers. A boy she liked told her she was fat. Was she, Stephanie worried as she compared herself to her friends? Not wanting to gain weight, she began reducing the portions of her meals and sometimes refused to eat deep-fried foods.


    In the summer between grade eight and high school, Stephanie joined a circle of friends who liked to party. They smoked pot for the first time, started drinking beer regularly, and experimented with sex. Since all of her friends were “doing it,” Stephanie considered this behaviour both natural and exciting. She worried less about her weight as her friends matured and filled out.


    In her first semester of high school, Stephanie seemed quite happy and well adjusted. But things changed after spring break. Suddenly, she began calling herself “Steph,” retreating from her friends, and spending more time alone in her room, brooding. Her parents wondered what had happened with her boyfriend. “Oh, nothing, really,” she replied. Her parents also quizzed her about her new weight gain, what was she eating differently? “Nothing new,” she said, shrugging.


    Neither answer was true.


    Stephanie, who had often been bingeing on chips and cookies, had become alarmed at about how quickly she was gaining weight. However, earlier that year, she had learned a new habit from her girlfriends. Some of them had been purging their meals to control their weight and Stephanie was curious to try this as well. She liked this trick of being able to eat a lot and not get fat. Stephanie and her best friend talked about it as “their secret.”


    At the same time, Stephanie’s grades dropped. When she stopped playing sports in her senior year, her school counsellor called her into his office to express his concern. She shrugged him off, not daring to tell him about her secret or about anything else in her life. What would he have thought if she had disclosed her binges and purges to him? Would he have assumed that this was the story of a teenager temporarily caught up in doing what her friends were doing, or would he have wondered if she was in the early stage of either an eating disorder or a food addiction? Either way, Stephanie was not at a time in her life when she was prepared to deal with her issues.


    Middle Stage


    Steph, as she now saw herself, loved the freedom she found in college life. Her marks didn’t improve — she hardly opened a book all semester — but she excelled in extracurricular recreation: drinking and using drugs regularly on the weekends. She was in a crowd where “hooking up” sexually was the norm. It was party time all the time. She went from bingeing and purging once or twice a week to doing so at least once a day, sometimes more. Yet, to her dismay, she still gained weight: thirty pounds during her first three months of college. Her secret tool was not as reliable as she had come to expect.


    Just before exam week the party ended; Steph discovered she was pregnant. In a state of shock, she cried in the counsellor’s office for nearly an hour, uncertain of what to do next. She finally decided to have an abortion, but did not know how she would cope with the experience. Electing to drop out of college and go home for a few months to get “her head back on straight,” she quit drinking and smoking pot, although she continued overeating.


    Within a week of returning home, her bulimia spiralled out control. She purged after every meal. At night, she would sneak into the kitchen to raid the refrigerator, promising herself “just to have some leftovers from dinner or a dish of ice cream,” but found that she could not stop at that. Late one night, her mother asked her what had happened to all the crackers, cookies, milk, and ice cream.


    Finally, Steph told the truth.


    Distressed and concerned, her parents discussed her options with her and helped her find the best eating disorder counsellor in town. Steph was relieved to be able to unburden herself: she revealed her secrets to the therapist, who taught her new ways to deal with her feelings without using food. After several months of therapy, Steph confessed to what had been bothering her since her senior year in high school.


    Steph had gone to a hotel one night that year with a young man she liked and trusted, feeling safe in his company. But after they’d stepped into the room, he locked the door behind them and turned to her with an angry face. “If you tell even one person,” he hissed, “I’ll kill you.” He then brutally raped her.


    Feeling humiliated and ashamed, Steph told no one about the incident, not even her best friend. Now, with the support of her therapist, she felt she was ready to talk. She told her family in a group session with her therapist and later accused the man, even testifying at his trial. It turned out she was not the only young woman he had molested, and, to her relief, he was convicted. Although the process had been difficult, she finally felt free of the burden of a secret trauma that had stained her past until then. Having reclaimed her past, she even stopped going by “Steph” and became Stephanie again.


    This could clearly be the story of a young woman with a trauma-based eating disorder. If so, the treatment for her condition was appropriate. But was it the right thing for Stephanie? I don’t think so. As you will see, Stephanie was not able to moderate her binges and purges, despite this successful therapeutic intervention. I believe she has a progressive food addiction. Had Stephanie learned about Overeaters Anonymous or one of the other food-related twelve-step programs, I think she might have halted the progression of her disease at this point.


    Late Stage


    The following year, Stephanie returned to college and applied herself academically. Her grades turned around and she even made it to the Dean’s List. She also tried out for soccer, winning a sport scholarship a year later. It took her awhile to return to dating, but eventually she met someone she really liked. They took it slowly and, by their junior year, they were going steady.


    Stephanie was proud of herself. Studying social work felt like a good fit for her, and she was happy with the way her life seemed to be on track. But there was just one problem. About once a week, Stephanie “treated” herself to a binge. And during exam periods, she would treat herself more often, to help her get through the grind of endless study. At first, she was very careful not to purge, as she did not want to relapse into her old bulimic behaviour. When she started to notice that her clothes were a bit too tight, she decided it would be all right to again use her “secret” weapon.


    By the time Stephanie was in graduate school, she was back to bingeing and purging almost every day. She admitted it to a group of friends, but assured them she was managing well otherwise. She maintained a full-time job while plugging away at her degree. She kept up her relationship with her boyfriend, but, she told me, she was starting to find each day quite stressful, starting to find it increasingly hard to balance all her responsibilities. Eventually, she broke up with her boyfriend and told her friends that her binges had increased to daily episodes. Her friends staged an intervention and suggested she see a therapist.


    Having been through it once before, Stephanie progressed quickly in therapy. She stopped purging, identified old patterns she had developed in childhood, and created a foundation for the problems she confronted in high school and college. She worked on her body image. Gradually, Stephanie rebuilt her self-confidence, intent on healing herself physically, mentally, emotionally, and spiritually. The idea of “eat when hungry, stop when full” fit with her new practices of meditation and yoga. She liked the idea of “listening to your body” as a guide to balanced eating.


    Was she successful? Three years later, when Stephanie graduated with a master’s degree in social work, she should have been happy, but, privately, she was distressed that she weighed more than two hundred pounds. She could not seem to shake her overeating. It seemed that her approach of eating until she was full was not working out. Most of the time she still felt hungry, even when she knew she should be full.


    Nonetheless, Stephanie excelled in her professional life. She found her job working in a program for teen parents meaningful, because she felt that she was really making a difference in people’s lives. She was overjoyed when her clients became success stories. Some were able to give up drugs. Most earned their high school diplomas or GEDs. Several went on to college and fulfilling careers. During this period, Stephanie also enjoyed two relationships with men.


    The only downside was her weight. By the time she turned thirty-five, she was up to two hundred and forty pounds. She did not want to have children at that weight, knowing a pregnancy could make her gain even more weight. But what could she do? She did not want to repeat her purging behaviour and her strategy of managing her appetite had deteriorated into a dismal failure. Listening to her body, she realized, was not working. She could never eat enough ice cream or deep-dish pizza to satisfy her cravings.


    A friend of Stephanie’s told her about Food Addicts in Recovery Anonymous. Her friend had joined earlier that year and lost a significant amount of weight. She urged Stephanie to attend a meeting, to try it just once. Stephanie agreed and they went together the next night. She looked at all the women sitting in a circle in the room, noting that most of them were professional, courteous, and … slim. They told stories about how heavy they had been in the past and about their eating patterns. Nodding, she identified with each one of them. She carefully listened to their stories of how they had changed their lives since coming into the group. She studied their food plans.


    Although she liked the program, Stephanie found its guidelines quite strict. For example, she was required to do things that had nothing to do with eating, like going to meetings and calling fellow group members regularly. Still, she decided she was willing to follow these rules as she was not sure what else to do. Since nothing else had worked, she really had nothing to lose.


    The idea that she was addicted to sugar and flour was a new concept to her, although intuitively it made sense to her. So, she agreed to eliminate these foods from her daily diet. Every day she documented and revealed her food choices and portion sizes to another member of the group and she attended meetings on a weekly basis. But her irritability and obsession with food remained. She was frustrated by how difficult it was to not cheat on the junk food that seemed to occupy her mind all day. It was not until she attended a food addiction recovery workshop that offered 24/7 supports for five days that she was able to abstain for five whole days and get past the initial withdrawal symptoms. To her relief, her cravings for ice cream and pizza gradually lessened. She had never made it that long before, so the lack of cravings was a new experience for her.


    Stephanie, who has stuck with her twelve-step program and lost more than one hundred pounds, now accepts that she is a food addict. With her obsessive cravings under control, she feels like her old self again. The program has worked like nothing else before.


    Final Stage


    Had Stephanie not found and accepted support for her food addiction, her disease would have progressed even further. She would have experienced secondary complications from her obesity. Already pre-diabetic, her blood pressure and cholesterol were on the high end of normal, so she was already at risk for heart disease or a stroke. If she had gained more weight, I expect she would eventually have had joint and back problems. Exercise would have become impossible to do. If she had considered bariatric surgery, there would have been a 30 percent chance she wouldn’t have lost any weight at all, or would have regained it within a year. Instead, Stephanie continues to live an addiction-free life, abstaining from sugar and flour, and maintaining a weight she is very happy with.


    Walter’s Story


    Pre-Disease Phase


    Walter skipped the pre-disease stage.[2] If there is such a thing as a fetus becoming addicted to food in the womb, Walter is a likely candidate. This isn’t wild speculation: there are genetic markers for both addiction and obesity, indicating that some people may be genetically predisposed to both conditions. Walter’s father was an active alcoholic and his mother had at one time been in treatment for drug addiction, so addiction was part of Walter’s family history.


    Walter showed signs suggesting the early stages of food addiction from the time he was born. The first indication of this was his whimper each time his mother tried to pull him away from her breast, after she determined he had more than a full feeding. His first words were uuuu sounds, which his parents quickly figured out meant “sugar.”


    Early Stage


    As an infant, Walter was a non-stop eater. Like many women of her generation — a boomer who came of age in the early seventies — his mother naively believed that hunger was always a sign of health so she fed him every chance she could. Walter was a fat baby, which his family believed indicated that he was going to grow up to be a “real man.” They thought it was cute when they would see him sneaking candies from the bowl in his grandmother’s living room. When Walter’s doctor disagreed, suggesting the family give the boy smaller meals, his parents shrugged, telling friends, “He really just likes to eat.”


    Relatives also contributed to the problem. They bought Walter a Chicago Bears jersey for his first birthday, along with a box of Baby Ruth candy bars. As a two-year-old, Walter starred in a home movie as the “future football player.” Once, his uncles teased him and debated whether he would turn out to be more like Walter Payton II or William “The Refrigerator” Perry, both enormous NFL football players.


    Occasionally, a family member would try to curb Walter’s food intake. However, whenever a giggling Walter started grabbing food from the refrigerator and his father took it away, Walter would have an all-out tantrum.


    Middle Stage


    By kindergarten, Walter was fifty pounds overweight and his doctor had classified him as obese. The doctor told the skeptical family that Walter was not alone in receiving this diagnosis. The rates of childhood obesity have skyrocketed in the last thirty years. Statistics indicate that one quarter of all U.S. children are overweight. The Canada Health Survey shows similarly distressing trends of childhood obesity. In 1978 only 3 percent of children between the ages of two and seventeen were obese, but by 2004 that number had skyrocketed to 12 percent, meaning that a distressingly large number of children were at high risk for diabetes and early death in their thirties and forties due to stroke or heart disease.


    These statistics on childhood obesity match the trends in increased sugar consumption. In 1999, the Center for Science in the Public Interest (CSPI) noted that sugar consumption in the United States had increased 28 percent since 1983. This rise is largely attributed to sodas and sugar­sweetened fruit drinks. Our children are especially vulnerable to these alarming dietary shifts. Where the average sugar consumption of an adult is now twenty-two teaspoons a day, it is thirty-four teaspoons a day for adolescents.[3]


    Walter’s doctor knew that young Walter was heading towards a life of chronic illness if things did not change, and he urged the family to change Walter’s diet. He warned the parents about the potential dangers of obesity: childhood Type II diabetes, high cholesterol, and high blood pressure. Sadly, these are indices doctors would rarely have considered in young people years ago. Did his doctor also warn the family about the possibility that Walter might be developing a binge eating disorder at this time? Perhaps, but food addiction would probably not have been on his menu of possibilities.


    When asked what he liked best about school, young Walter answered, “Snacks.” He used his allowance money to buy candies from the corner store. If he ran out, he pocketed coins from his father’s dresser and lied when asked about the missing change. Although he knew that it was wrong and that it could get him into serious trouble, even at this early age his compulsion to do whatever necessary to obtain the food he craved was so strong that he would steal to buy more treats.


    His typical day would begin with a hearty breakfast, loaded with sugar. He especially liked Froot Loops, a breakfast cereal that contains twelve grams of sugar per one-ounce serving, to which he added sugar on top, eating this along with buttered raisin toast spread with cinnamon sugar. He also loved full-fat chocolate milk. His brothers and sisters teased him about all the sugar he consumed, telling him he was “too sweet!” But when Walter learned that “Sweet” was the nickname of the famous football player Walter Payton, he set his sights on growing up to play professional football. Soon his friends at school nicknamed him “Big Sweet.”


    Although he was bright, Walter seemed distracted in class, as though schoolwork did not interest him.


    “What are you thinking about?” a classmate once asked.


    “Lunch,” he said with a laugh.


    Walter had a cheery disposition that made him popular with the other kids. Still, he would get teased about his weight and he had to hide the sting he felt. When they said things like, “Are you going to be able to fit in that desk?” or “Be careful you don’t break the seats on the bus,” or “Don’t put a pin in Walter’s butt, it will let all the helium out,” the taunts hurt him bitterly.


    During his first year in high school, Walter finally tried out for football (after having been told that he was too heavy to excel at these sports). In the football tryouts, he was offered a choice between being an offensive or a defensive tackle, rather than the position he really wanted — quarterback — but for which he was far too big. Grudgingly, Walter accepted the position. He went home, and with tears on his face, he opened the kitchen cabinet door and found what he was looking for: a big bag of Oreos that would make him feel better.


    That was Walter’s pattern: he would get upset then binge on sugary, fatty foods to feel better. Every day, after practice, he raided the kitchen. His mother found that she could not keep the cupboards stocked with enough cookies and cakes. If he couldn’t find sweets, Walter ate leftovers from the previous day’s meals. To no one’s surprise, by the end of high school Walter weighed three hundred pounds.


    Walter felt vindicated when he got a sport scholarship for college. (He would not have been able to get into college without a scholarship.) With people applauding his success and no longer commenting on his weight, his self-esteem improved. He did not dare tell his family that he had to obtain a doctor’s note, allowing him to play on the team despite his weight, for fear of losing their approval.


    For Walter, college life was all about football, working out, and eating. His coach pulled him aside at one point and said, “There is a chance that you will star on the varsity squad if you can take off at least forty pounds.” Fours hours of intense daily practice helped him work off those pounds and keep him at a steady weight.


    While Walter had been an average student in high school, in college he found it impossible to keep up even a basic grade. He was simply too tired to stay awake in class and exercise the necessary hours needed to maintain his weight. He hired a tutor and got transferred to a special class with other football players; he even paid other students to write his papers and take his exams. He worried constantly that he might fail.


    In spite of his attempt to control his weight, he continued to eat too much of the wrong things. He would tell the server at the fast-food counter, “I’m taking orders for my teammates.” He would eat half the order on the way to his dorm and then finish the rest before he fell asleep. Walter knew that this would mean he would have to work out harder the next day, but he found he could not stop himself from driving back out to the nearest fast-food outlet and buying two or three orders of food each night.


    Late Stage


    When Walter was not recruited to play professional football, he became dejected and gradually stopped working out. He just did not have the heart for it. What was the point? Without the intense regular exercise, he started gaining weight again. He sunk into a low-grade depression that dogged him day after day. When he tried to relieve his despondency by going to the movies, he found he could lift his mood temporarily only if he had an extra-large order of buttered popcorn, a large soda, and an assortment of candy bars. He would eat the popcorn and soda quickly in order to take advantage of offers for “free seconds” on those items. He would laugh and tell friends that the characteristics all his food had in common were that they were “large” and offered “free seconds.” Nevertheless, he fretted constantly about his mounting weight gain, although the more preoccupied he became with it, the more he ate.


    Like most obese people, Walter hated being so overweight. There so many things he disliked: for example, having to be careful wherever he sat down to make sure he did not break a chair. Having to travel first class to get a larger seat and asking for a seatbelt extender was embarrassing, tedious, and expensive. It was nearly impossible for him to reach his genitals when he showered. Everywhere he went, he thought people stared at him with pity or disgust. He had stopped dating long ago. Of course, he also dreaded going to the doctor and hearing the inevitable admonition: “You have to lose weight.”


    Walter was only thirty-two when he had his first heart attack. It frightened him enough to stop eating excessively and he lost twenty-two pounds. (“Gee, I’ll have to do that again,” he joked.)


    But to keep off the weight he needed to change his eating patterns, which he found impossible to do. He wondered if he should get bariatric surgery.[4] When he approached his doctor, hoping this surgery could provide a new beginning for his life, his doctor agreed, but only if Walter could demonstrate first that he could eat the small portions he would be expected to eat after the surgery for the rest of his life. The realization that even after the surgery he would be on a diet for the rest of his life left Walter feeling even more hopeless. On his way home from the doctor’s office he stopped at a grocery store and, later that night, ate as much as he could.


    Final Stage


    Walter’s story does not have a happy ending. He did eventually have the bariatric surgery, but he could not stop indulging in his triple-sized meals and his love for treats like popcorn and soda. He regained the weight quickly and, a after a few years, he died, obese, alone, and addicted.


    Stages of Food Addiction


    Addiction is like an elevator that only goes down, but you can get off at any floor. It is one of the mysteries and frustrations of those of us in the addictions treatment field that one can never predict if or when an addict will disembark.


    Like any addiction, food addiction is a chronic progressive condition. As illustrated with Stephanie and Walter, there are four identifiable stages. In the early stage of the addiction, food addicts experience some loss of control, like Stephanie’s occasional food binges. Like so many in this early stage, she appeared to be a normal, healthy eater, who indulged in only occasional excesses. But something is usually different, even at this early stage. Remember the guilt Walter felt about his early binges, including the lying and stealing that supported them?


    At this early stage, both Stephanie and Walter could have stopped the progression of their disease by simply not eating the binge-triggering foods. But the guilt or shame of overeating is usually not sufficient enough at this stage to justify such radical action. The food addict, like all of us, lives in a society that encourages a mutual sharing of excessive food intake: all-you-can-eat buffets, lavish holiday meals, gatherings where rich and sugary foods are highlighted. Overindulging is held to be normal in these contexts, and identifying a binge as a binge can be difficult — the label is in the eye of the beholder. So, without such a label, early-stage food addicts can easily justify their behaviour as normal.


    By the middle stage of the disease, most food addicts will have gained unwanted weight and may have resorted to periodic dieting. Both Walter and Stephanie had developed routines to control their weight; Stephanie indulged in her secretive bingeing and Walter used excessive exercise. Others may choose deliberate periods of restricting food intake or purging the excess calories by vomiting or using laxatives. These behaviours are typical of emotional eaters as well as food addicts, too. In the early stage, it would be easy to misdiagnose either Stephanie or Walter as having an eating disorder instead of a food addiction.


    Middle-stage food addicts, however, engage in other behaviours specific to addiction. Hoarding particular foods, especially if stores don’t restock preferred items quickly enough, is one red flag. (In this case, food is being treated like a drug stash.) Sometimes, food addicts steal items from stores. Also, they frequently find themselves finishing off other people’s food. They almost always lie about their food — about what they eat and especially how much of it they eat — although they are lying to themselves as much as to others. I have seen the confused look on their faces as they quiz the nutritionist: “Why am I not losing weight? Everything I eat is healthy!” They constantly underestimate their food intake. Unless asked to keep a food diary, they forget about their daily cola and morning bagel slathered with jam; they don’t remember the quick grabs of candy at the office door; they forget to count the packets of sugar and dollops of whipped cream in their lattes.


    As with alcoholics at this stage, they may say that they “want to want to stop,” and may believe they can control their food intake — “I just need more willpower,” they will say — but they cannot follow their diet, no matter how motivated.


    Late-stage food addicts finally realize they have no control over food, although many die before they reach this stage. They deny that their diabetes, heart attacks, or strokes are a direct result of the food they have been unable to stop eating. But a small number “get it” before the downward spiral happens. They recognize the failures of previous diets, hypnosis, psychotherapy, diet clinics, and peer support groups. While there are often many benefits from talk therapy, they have learned that controlling their eating is not one of them.


    Although Stephanie learned some tremendous coping skills in talk therapy, her binge eating continued. Sorting out her issues, even the deep-seated childhood sexual abuse, made little difference in the long run. Walter was so ashamed of his eating that he did not tell his doctor, dietician, or therapist the full extent of his overeating. He could not bear hearing their advice to stop eating, knowing that it was impossible for him to do so. They simply did not seem to understand his struggle.


    In late-stage food addiction, there are always medical consequences. As with those suffering from obesity or an advanced eating disorder, late-stage food addicts often have high blood pressure, diabetes, heart disease, depression, anxiety, and many other physical ailments. As Walter’s story illustrates, people suffering from obesity are in danger of shortening their lives by five to ten years because of these conditions.


    I applaud the American Medical Association, which, in 2013, officially acknowledged obesity as a chronic illness in its own right, requiring a range of medical interventions. This will lead to more research being invested into the causes and management of obesity, as well as into its consequences. But unless the underlying substance use disorder is addressed, I am concerned that this research won’t help food addicts. For many extremely obese individuals, bariatric surgery, such as Lap-Band or gastric bypass, and even medication, can be helpful. But if they are also suffering from an advanced stage of food addiction, they are likely to start overeating again within a year, losing the benefits of surgery or medication.


    Although most bariatric clinics insist on a restricted diet of less sugar and starches for a successful outcome, clinicians admit that almost 60 percent of their patients, like Walter, eventually regain their weight by the five-year mark. These patients are not able to maintain the required diet for the long haul. (It is possible that the 40 percent who are successful with surgery and diet were not food addicts, although there is not yet any empirical evidence to support this.) For bariatric surgery to be successful for a food addict, the post-treatment counselling needs to address the underlying food addiction. Simply put, there is no chance of recovery if the addiction is not recognized and treated. Cruelly, we will keep the food addict alive only to overeat again. Sadly, this was the case with Walter.


    There are now a growing number of food addicts in the final stage of the disease. Many are extremely obese, unable to work, and, like Lawrence, have become virtual shut-ins. At the end, Lawrence became so obese that he was unable to get out of bed. Too embarrassed to call an emergency response team, he felt imprisoned in his bedroom. To get medical care, he had to rely on doctors, like myself, who were willing to make home visits.


    Could Walter, or Lawrence, whose story you read about in the previous chapter, have been served better if someone had been able to recognize sooner the telltale pattern of addiction that their behaviour exhibited instead of focusing on their obesity alone? I believe so. In the final chapter of this book, you will hear the success stories of people who have found a solution to their food addiction before it became too late. Once their addiction was addressed, the obesity often resolved itself.


    It is unfortunate that misdiagnosis and under-diagnosis of food addiction is all too common for many of us who have sought help with our weight and food issues. The next chapter highlights this problem and its consequences. Food addiction is a shape-shifter, and, although food addiction has identifiable characteristics, it has as many different appearances as there are food addicts. It is easy to miss it — unless you are looking for it.

  


  
    

  


  
    

  


  
    


    chapter nine


    FOOD ADDICTION: THE GREAT SABOTEUR


    Today the scientific evidence supporting a diagnosis of food addiction mounts. Yet few among the obese or those suffering from eating disorders benefit from this breakthrough. Why is that diagnosis not more commonly recognized and given? Some experts, such as surgeon and TV personality Dr. Mehmet Oz, act as if they have never heard of the term.[1] Others, such as Audrae Erickson,who, as former president of the Corn Refiners Association, lobbied on behalf of corn sweeteners, criticize it mercilessly.[2]


    What is most disturbing are the eating disorder professionals who agree that while addictions to some foods might exist these are still best treated within the eating disorder framework of moderation and portion control.


    Champions of this perspective are Dr. Phillip McGraw (better known as Dr. Phil),[3] members of the International Association of Eating Disorders Professionals (IAEDP), and the writers of countless websites (LiveStrong.com, LoseIt.com, etc.) dedicated to helping people lose weight.[4] They believe that food addiction can be cured by learning to eat moderate portions, exercising more frequently, and by dealing with the emotional factors they believe are at the root of all cravings to overeat. What they don’t suggest is removing the triggering substances. Most commercial weight-loss programs know that people don’t want to follow a plan that will eliminate their favourite “drug” — whether it’s sugar, bread, or ice cream — if the message is eliminate it … forever.


    It is easy to understand why clinicians have been reluctant to acknowledge the dynamic of food addiction: it shows itself in many complex forms, is truly a coat of many colours. Many food addicts are obese, but many are of normal weight; some are underweight. One study, which used the Yale Inventory of Food Addiction estimates that 10 percent of underweight individuals are food addicts, as are 6 percent of those whose weight is classified as normal and 14 percent of the overweight.[5] The Yale Inventory also shows that 37 percent of the obese are food addicted (Meule et al., in press).[6] I suspect this is a low estimate.


    To further complicate matters, in many cases, people are suffering from obesity also exhibit the emotional disturbances belying an eating disorder and the behaviours typical of food addiction. It is no wonder that obesity has been so difficult to treat effectively.


    Missing the diagnosis of food addiction is especially dangerous in this already highly confusing area, however. Food addiction is often the hidden saboteur that is undermining an otherwise solid treatment program.


    Clara’s Story


    Clara, who is in her late fifties, weighs more than six hundred pounds. Truthfully, though, this woman never really knew her weight because she had no access to a scale that could measure it.


    For a long time, Clara was an excessive drinker, but because she was unable to control her drinking she has not touched a drop for more than a decade. It’s interesting that she successfully quit alcohol even though her increasing girth made it impossible for her to leave home to attend the twelve-step meetings that had helped her achieve this. Recognizing that her consumption of food mirrored the familiar patterns she’d recognized with her drinking years earlier, she wanted to try a twelve-step program for her eating.


    A local group of recovering food addicts, who were part of Overeaters Anonymous, heard about Clara’s plight, and when they realized that she was having trouble detoxing, they offered to provide her with in-person support, twenty-four hours a day, for a full week. With their help, Clara became sugar and flour abstinent for the first time in her life. To her amazement, she realized that she had never felt so physically and emotionally good before in her life. But when her OA supporters left, Clara knew she was in a predicament.


    Over the years, Clara’s weight had made it impossible to get out shopping or even move easily around her house. She became dependent on her daughter, especially for food preparation. Her daughter did the cooking and agreed to prepare the foods on Clara’s new food plan, but she also continued to cook her own favourite foods since she had no interest in abstaining from sugar and flour herself. The tantalizing smells filled the house each night and foods that Clara was not supposed to eat were easily available around the kitchen. At first, Clara was able push aside the desserts and baked goods, but having access to these treats she had long enjoyed was difficult. Eventually, Clara gave in and ate the forbidden foods.


    Although no longer abstinent from sugar and flour, she stayed in contact with her OA community for more than a year. She tried half-heartedly to go back on the abstinent food plan, but she kept falling off the wagon. When it was apparent that she was not going to lose weight through dietary changes, her doctor recommended that she have bariatric surgery. She agreed, hoping that the surgery would give her the extra push she needed to get back on track.


    Her surgeon, concerned that her weight would increase the risk of complications of the procedure, had her admitted to a ward at the hospital for a year. This ward supposedly specializes in treating food addiction. The idea was to stay on a medically restricted, low-calorie diet to lose weight. Clara was happy about this, but confused when she met the nutritionist at the bariatric clinic, who did not counsel her to abstain from sugar and flour nor help Clara stay abstinent while in the hospital. The ward kept giving her low-fat starchy foods that left her feeling hungry and dissatisfied. She spent time with the other morbidly obese patients in the ward, who also complained about their diets. Soon, they took to ordering out for pizza and other fast foods. After a year of living in this hospital, Clara actually gained weight and never qualified for bariatric surgery.


    If that doesn’t qualify as sabotage, I don’t know what does.


    Will’s Story


    Will, who was in his early thirties and tipped the scales at 380 pounds, wanted to lose weight. His health insurance provider and the professionals at his local hospital told him that his only option was a medically supervised weight-loss program. He willingly tried the program four times and during each effort lost close to a hundred pounds. But he kept relapsing and would regain every pound of his lost weight.


    Will resisted attending OA because, he said, the meetings had “no young people and no men.” At that time, he did not know about FA (Food Addicts in Recovery Anonymous), another twelve-step program, which attracts a higher ratio of men than women. (Founded in 1998, FA uses the twelve-step model but emphasizes allergies to sugar and flour in addition to problems with portion control. Their diet eliminates all sugar and flour).


    His primary-care doctor suggested that he attend an in-patient program. While agreeable to this idea, Will could not find a program that had beds big enough to support his weight. Also, most of these programs offered treatment geared toward those with eating disorders, with a client base consisting primarily of young female anorexics and bulimics, who were often underweight, or only moderately overweight.


    Will received funding for a weeklong residential workshop for food addicts, but this program presented a similar problem. The bathrooms at the retreat centre could not accommodate his size. Although he liked the program and managed to practise abstinence from the beginning, Will was too embarrassed to ask for help in using the toilet and shower so he decided to leave against the staff’s advice.


    Clara and Will both need a kind of help that is unavailable to them. They represent the rapidly growing numbers of morbidly obese people. This segment of the population has needs that are especially dire, yet most services that are available are not accessible to them. Although only 3 to 4 percent of the U.S. population is in this category, that still represents almost twelve million people. If the exploding growth in childhood obesity, in particular, is not stopped, the number of morbidly obese in North America will continue to grow. We have no way to effectively treat the food addicts among them.


    As I have already noted, the current solution for this group of people is bariatric surgery, which succeeds for 70 percent of patients (although the success rate drops to 40 percent after five years). Most people who are considered bariatric surgery “failures” demonstrate the symptoms of food addiction, although none were diagnosed as such. So, there are three to five million chronically ill, obese people with multiple secondary illnesses, for whom we have no workable answers.


    Unfortunately, Clara and Will are not alone.


    Jane’s Story


    Jane is a woman in her late fifties who considered herself fortunate to get into a hospital-based food addiction treatment program during the 1990s, when such programs were still covered by private health insurance. After completing a six-week in-patient program, she successfully remained abstinent from sugar and flour for seven years. Then she found a well-intentioned counsellor who was surprised that Jane still ate no sugar and flour. Hadn’t it been long enough? The counsellor told Jane that she was doing so well she no longer needed the “rigidity” of total abstinence, nor did she need to keep weighing and measuring her portions.


    Unfortunately, that was bad advice. An elated Jane went off her food plan. Once she tasted the bagels and pizza so long denied her, she realized how much she had missed those delights. But one bagel a day soon became three and one slice of pizza quickly became a large with triple cheese and pineapple. Within weeks, she was bingeing every night, no longer able to abstain from any of her trigger foods. After five years of debilitating relapse, Jane finally found a residential workshop for food addicts that promised to help her. She hoped she would be finally able to detoxify from these foods.


    Jane didn’t understand the insidious nature of her disease. She believed that all she needed to do was repeat what she had done before to enjoy a stable abstinence from food again. Sadly, food addiction, like all addictions, is progressive, advancing even during a prolonged period of abstinence. Jane would resist her trigger foods but then relapse again and again, with each relapse more severe than the last. She also uncovered, to her dismay, memories of childhood sexual abuse. Now she has had to deal with severe post-traumatic stress disorder (PTSD) as well as her worsening addiction. Jane saw that she needed another hospitalization that would support her recovery from both food addiction and the intertwined emotional issues that now co-existed alongside it. How would she find a program like that?


    Tom’s Story


    Tom is an African-American man in his forties who has always had trouble controlling his weight. As an adult, he became an excellent math teacher and a loving father, but his weight problems dominated his life. He had to take high doses of blood pressure medication and was required to undergo weekly dialysis treatments that he dreaded. He had been attending OA and soon came to accept that he was a food addict. Still, he kept relapsing. Tom heard about an extended food addiction treatment workshop where he could learn to become abstinent from sugar, flour, and binge foods and promptly signed up. Although most groups contained few other people of colour, the group he found himself in included three other African-Americans.


    The program was a success. Tom was able to get the support he needed not only from the program itself but also from these members. Together, he and the three other persons of colour discussed some incidents of racism in the group, leading to Tom realizing he’d never been angry in the presence of a white person before; he had been taught by his parents not to show anger when in the presence of white people. This insight made Tom feel empowered.


    Although Tom felt that he had made some progress with the emotional issues stemming from the racism that he had experienced, he found that he was also angry at the effort he had had to expend in order to protect his recovery from food addiction. Why did people keep pushing him to eat foods that would lead to a relapse? In the group, he worked on being honest about his anger about that and dealing with it in less self-destructive ways.


    Prior to this experience, Tom had felt left out in his twelve-step programs because the racism he experienced daily in his life was not addressed — it was seen as an “outside” issue that could unnecessarily derail the group’s intent — and he found therapy unhelpful since its focus was not on food addiction. He also had trouble finding a therapist who understood the nuances of food addiction. Constantly, he felt that he had to choose between working through the unresolved emotions underlying his food addiction or finding a program to support abstinence from trigger foods. In truth, he needed both, since success relied on making progress on both issues. When Tom eventually found an extended-stay halfway house where he could get support for both his underlying emotional issues and his eating, his relapses finally stopped.


    These dramatic cases illustrate late-stage food addicts with particularly intense unresolved trauma. It would be easy to make a simple diagnosis of obesity, binge eating disorder, or bulimia for each of these individuals. But the underlying theme is obvious: food addiction exists as a dynamic that when unaddressed will undermine the best efforts of even the most determined person. Without addressing the addiction, treatment actually made things worse.


    I believe that food addicts need the same type of support offered to alcoholics and drug addicts. They need to detoxify first and then learn about their disease, while dealing with the thoughts and feelings that arise once they are off their drug. Quite often, psychological issues do not become obvious until food addicts have been abstinent for a long period of time. That’s why ongoing support is needed to prevent addicts from relapsing in a panicky effort to cope.


    There Is Hope!


    The message of food addiction has been trumpeted in the popular press throughout the years: Among the supporters are:


    
      	Dr. David A. Kessler, former head of the U.S. Food and Drug Administration and author of The End of Overeating.


      	William Dufty, sixth husband of actress Gloria Swanson and the writer of 1975’s Sugar Blues, which established the couple as two of the first anti-sugar advocates.


      	Michael Prager, the former Boston Globe editor, who wrote the autobiography, Fat Boy, Thin Man, which is about his experience of being an extremely obese child who lost his weight and kept it off once he admitted he was a food addict.


      	Rev. Margaret Bullitt-Jonas, the Missioner for Creation Care in the Diocese of Western Massachusetts and the author of Holy Hunger: A Woman’s Journey from Food Addiction to Spiritual Fulfillment.

    


    In each case, the writers tell of losing weight — the amounts range from ten to over a hundred pounds — only to regain all of it again. Most repeated the pattern several times before they understood what they were doing wrong. They would practise abstinence first and then move into the portion-control stage that typically follows. Once they ate their trigger foods again, the portions would get too difficult to contain and splurges became a daily phenomenon. Each became trapped in the vicious cycle of “yo-yo” dieting, which went on for years. Most had sought talk therapy, which did little to help their problems of overeating and weight gain. Only by treating themselves as addicts, did they find sustainable recovery.


    One convincing story among these personal testimonials is that of Jack LaLanne, one of television’s first exercise gurus.[7] LaLanne’s slim and muscular body has usually been attributed to his physical regimen; this was what promoted his exercise business after all. But off-screen he told a different story. He could not stop overeating. One day he read about Swanson and Dufty, who had maintained their weight loss only after they abstained from sugar and other refined foods. When LaLanne tried a similar approach, he discovered to his delight that his cravings disappeared. It turns out that the “exercise man” had to recover from food addiction before he could build a healthy body through exercise. The message: when a person suffering from food addiction finds suitable treatment, sustainable recovery is possible.


    Pockets of research for the few food addiction programs that have existed show the same good news. A study of the residential food addiction treatment program offered by the now defunct Glenbeigh Psychiatric Hospital of Tampa, Florida, found that by using an addiction model of treatment, the staff was able to report a success rate that any substance abuse program would envy.[8] Even better, the study illustrated that one-third of the patients continued to follow an abstinence-based food plan five years later without relapse. Another third occasionally relapsed but were still able to reclaim recovery. These were the same clients who had, on average, attempted a dozen diets and two to three years of therapy without success prior to embracing a food addiction program.


    Participants in a series of residential workshops for food addicts showed comparable results. These sessions, modelled on the Glenbeigh process, are today facilitated by the staff at ACORN Food Dependency Recovery Services. ACORN is a Florida-based professional group of recovered food addicts who run workshops and support groups for people with eating issues. Of the 1,400 participants who have been surveyed, almost everyone who attended the five-day workshops has been able to stop overeating while “protected” during their stay. Many of these had been unable to achieve anything like recovery through other methods.[9] So, with adequate diagnosis and treatment, food addicts can thrive. This is my mission, the essential reason for writing this book.


    There is one group whose issues with food are particularly difficult to treat. They suffer from the greatest of saboteurs: anorexia. Because overeating is the common symptom between bulimia and binge eating, these two conditions are most commonly confused with food addiction. It might seem odd, however, to envision the aversion to food typically seen in an anorexic as a manifestation of the same phenomenon. The following chapter will elucidate this possibility. Although I acknowledge that anorexia exists as an entity in its own right, I believe that there are many anorexics who may actually be disguised food addicts. Many anorexics simply do not respond to conventional treatment. We believe that if given the proper diagnosis, some of these “anorexics” can finally find relief from their painful condition. This is the subject of the next chapter.

  


  
    

  


  
    

  


  
    


    chapter ten


    FOR THE ANOREXIC


    Ruthann’s Story


    Ruthann is a fifty-eight-year-old woman who has struggled with anorexia for more than forty years. Her weight has ranged from as low as seventy-seven pounds to, at its highest, one hundred and thirty-three pounds. She is five foot six and, as I sit looking at her in the library of her brownstone apartment in London, England, I’d estimate that right now she weighs approximately one hundred pounds. She is tiny, lean, and delicate, and although she has never been fat, she tells me emphatically that she feels she is fat right now.


    I’m sitting on a couch draped with textiles that her daughter made, surrounded by books and paintings that her mother created. There are photos of her extended family nicely arranged on her walls. She is married to a successful man and she herself is the published author of a number of historical novels. She has worked as a writer for many of the years that she has lived in London.


    When Ruthann was fourteen years old, the self-consciousness of puberty translated itself into a loathing of her body. Like so many girls at that stage of their lives, she saw herself as fat and called herself “the pig.” In an effort to cope with this self-image, she chose to go on a five-hundred-calorie-a-day diet. When she did not lose weight quickly enough, she started a regime of doing over one thousand push-ups a day. To motivate herself, she set a goal weight of 109 pounds. If she could attain that goal, she told herself, she would be happy.


    One morning, she discovered that she weighed 107 pounds. Frowning, she realized she was still not happy, so she resolved to lose more weight until she felt happy. She thought that might be at the one hundred pound mark. Reducing her diet from a serving of cottage cheese a day to only one curd of cheese, she lost weight rapidly but did not feel any happier. At seventy-eight pounds, she ended up in the hospital, sick and depressed.


    Medical personnel in the 1970s did not know what to do with her. Although the term anorexia nervosa had been around since the late nineteenth century, it was mainly a subject for a small cohort of specialists. (It wasn’t until 1983, when pop singer Karen Carpenter died, that widespread media attention brought the disease to the mainstream.) Ruthann was put on the antipsychotic drug Stellazine and discharged under the care of a therapist. But her disease progressed when she discovered laxatives and purging. Before the end of the year, she was readmitted to hospital for laxative abuse. When she was released, the behaviour continued. Over the dinner table, her frustrated and frightened father would shout at her, “Eat this for your mother!” So Ruthann would eat but later purge the food. She developed a permanent scar on her hand from her teeth grating the skin during the repeated vomiting.


    Ruthann’s parents were survivors of the horrific World War II Nazi extermination camps. Her father was a talented pianist who miraculously managed to save his life by attracting the attention of a German mentor who arranged for the precocious young man to be taken to safety. Later, her father became a successful concert musician who played at recital halls across Europe and America. As someone who survived the Holocaust, he could not understand why Ruthann refused to eat; she looked like the poor prisoners suffering in the camps.


    Ruthann’s mother was also very talented. She was a painter and, like Ruthann’s father, worked hard at her career. Both of her parents put the demands of their careers ahead of Ruthann’s childhood needs. “All I ever wanted was my mother’s love,” Ruthann confided to me. “I was starving for this.”


    To care for Ruthann, her parents sponsored a Dutch immigrant to act as her nanny. (They were motivated by a sense of duty; apparently the woman had helped some of their family members escape Nazi Germany.) Unfortunately, the nanny was not very maternal. When Ruthann cried and refused to eat, she strapped the child down and force-fed her. Ruthann remembers this as the time when she stopped eating and started to vomit. She was only four years old.


    As the diagnosis of anorexia became more widely known, Ruthann received therapy to deal with her eating disorder. For more than twenty years, she went to a psychodynamic therapist four times a week, exploring the childhood and family dynamics that she believed contributed to her anorexia.


    Apart from the disturbing relationship with her nanny, Ruthann also had difficult relations with her parents. To comfort her mother, she felt she had to fill in for her father’s constant absences, and it seemed that her mother would withhold love from her while at the same time consulting with the little girl about her work and career issues. Once Ruthann told her: “I am only eleven years old! Let me be eleven years old.” But most of the time she was too afraid to assert herself, worried that her mother, like her father, might become absent.


    “I was willing to pay any price to keep her with me,” said Ruthann, recalling their parasitic relationship. “Mother consumed me; everything I did, felt, experienced, accomplished, she stole from me. I could not feel that it was real until I told her about it, until she made it real.”


    Ruthann also remembers her childhood as being full of grand figures: she met academics, musicians, artists, even elected politicians. She felt she had to prove herself worthy of such a heritage. As a child of a Holocaust survivor, and knowing both her parents had lost family members during the war, she felt tremendous pressure to excel, since they were so accomplished and because they had only their daughter to carry their dreams and aspirations forward.


    With treatment, Ruthann’s illness improved, but the overall picture was bleak. Her anorexia morphed into bulimic episodes. She remembers sometimes bingeing and purging seven to eleven times a day. By the age of thirty-three, she developed complications from both eating disorders — cardiac abnormalities, electrolyte imbalances, severe osteoporosis from the anorexia — as well as a gradual erosion of all her teeth from the bulimia. By forty, she’d had ten tooth implants.


    Today, Ruthann continues to struggle, eating only about six hundred calories a day. For breakfast, she will have frozen yogourt, an apple, or an egg-white omelette; she eats a banana for lunch; then two or three small shrimp or a small piece of turkey at dinner. She says she doesn’t get hungry, explaining that “eating less always helps in eating less.” Yet, she contradicts herself, also admitting that most of the time she feels she is starving. Sometimes, in the middle of the night, her hunger will wake her up. Hearing the siren call of food, she told me, “I get up and forage like an animal, steal my daughter’s Halloween candy. I feel terribly guilty about this.” The next day, discouraged and full of shame, she goes to the gym and attempts to burn off hundreds of calories.


    Her psychiatrist says that he no longer has ambitions to cure her. She still meets with him twice a week and takes a daily antidepressant. She attributes this drug as having stopped her bulimic urges completely. “It really stabilized me. It saved my life.”


    While the antidepressant did not alter the anorexic symptoms, Ruthann was heartily relieved that the bulimia was under control. The bulimia was more disruptive than the anorexia she explains, describing the bloated, swollen cheeks and the gassy cramps caused by the ongoing use of laxatives. She also hated the weakness that came with the vomiting: the electrolyte imbalances had made her so dizzy she was never sure she could manage to walk more than a block. And stairs! “Specific subway stops were memorable for me,” she said. “Which ones had stairs I had to climb.”


    What really controlled her symptoms was the nurturing care that a previous psychiatrist provided. She “loved me like a mother,” Ruthann told me, sighing. She encouraged Ruthann to eat, requesting that Ruthann come in daily so she could witness her drink a tin of Ensure. When Ruthann was going through a particularly hard time, she was especially nurturing. When that psychiatrist retired from her practice last year, Ruthann felt as if her “surrogate mother” had left her. She remains bereft today.


    That particular psychiatrist also encouraged Ruthann to go to a twelve-step program, advising her, “Just don’t tell the members of the group that your drug of choice is food, instead of alcohol.” Ruthann was willing to try and, to her surprise, found the group extremely helpful. Attending twelve-step meetings initially seemed odd, but she came to realize that for her, anorexia was like having an addiction. She was obsessed and constantly fighting the urge to restrict or purge. Going to meetings every day made her feel less and less isolated. She met people who understood what addition was, who did not mind if she called for help in the middle of the night. They were there, she told me, whenever I needed them.


    Were Ruthann to show up for a consultation today, she would immediately be diagnosed as suffering from anorexia nervosa. The treatment would involve therapy for her emotional eating, medication, and a food plan that was not restrictive in quality or quantity of food. While treatment has helped in curbing the bulimia and reducing Ruthann’s anorexic behaviour — such as restricting her food to starvation levels — her condition continues to dominate her life on a daily basis. Could an undiagnosed food addiction be the unaddressed dynamic that is still sabotaging her recovery?


    Claire’s Story


    Today, Claire is in her mid-forties. She is five foot two and very slender — weighing perhaps one hundred pounds — and, whether sitting or moving, she is graceful and poised, a reminder of how seriously she once studied dance. Claire was born with a competitive nature and a gift for dancing. As a young teenager, her mother enrolled her in their city’s elite ballet school, which developed children for national and regional companies.


    At ballet school, there is constant pressure. Girls must conform to a certain look or instructors will ignore them during auditions, and, at a certain point, they may be judged as no longer a serious prospect and asked to leave the school.[1] What is that look? Swan-like necks, narrow shoulders, and lithe upper bodies perched on long, thin legs. Weight is a constant issue. Girls are regularly made to weigh-in, reinforcing an obsessive focus on body image. Claire remembers once going to a nearby Starbucks with her fellow dancers; everyone binged on drinks and desserts, knowing that most of them would purge when they returned to the school. It’s a difficult-to-attain, let alone maintain, ideal, especially while following a punishing physical regime.


    Julia Buckroyd, author of The Student Dancer: Emotional Aspects of the Teaching and Learning of Dance, is a British psychotherapist specializing in eating disorders. She has said the environment in ballet schools can be toxic to girls, especially those struggling with low self-esteem. As she told a reporter for a British TV program: “The price you pay is an unnaturally low weight and the price you pay for that is disordered eating.”


    One day, Claire was appraised and told she wouldn’t make the cut to continue at the school. She was devastated. Worse, since her identity had been linked to ballet training for years, she felt adrift, without purpose in life. At university, she could never find the same passion in her studies that she had in ballet. Her one great advantage, she believed, was her appearance: a tiny, almost pre-pubescent body that seemed to correspond to society’s ideal of beauty.


    No longer burning calories the way she did in ballet school, Claire struggled to maintain her weight. She began using cocaine, both to stay thin and because she was able to numb her feeling of having failed at her dream. (“It’s the Jenny Crack diet,” she wryly told me during a session in my office.) To Claire, the next best thing to being a ballerina was being a former ballerina who still looked the part. But she found, to her horror, that if she stopped using cocaine, she would binge on sugary foods. It seemed as if her cravings simply transferred from cocaine to food. Inevitably, she would begin to gain weight, and since that was unacceptable, relapses in her cocaine use were inevitable.


    The equation was simple: Claire preferred to lose her sobriety if it meant staying thin.


    Jeff’s Story


    Jeff was in his thirties when I met him. A successful athlete in the thoroughbred racing world, he had a small frame, wiry and thin. Maintaining this physique, keeping a low weight, is necessary, he explained, since exceeding the weight limit at pre-race weigh-ins means disqualification. (Jockeys fear the scales they all must face before a race, which are known in their world as “the Oracle.”) It’s not surprising, then, that he and his colleagues weigh themselves daily and frequently binge and purge, abusing laxatives and diuretics. A 2008 study from England’s Brunel University reported that “all jockeys embark on extreme programmes to get their weight down, known as ‘wasting.’” The study added: “this might involve a combination of starvation, deliberate dehydration, excessive sauna use and even self-induced vomiting, known colloquially as flipping.”[2]


    Jeff, like Claire, used cocaine to control his weight. But where Claire, whose career as a dancer had ended, used it because she wanted to keep her ballerina’s body as a measure of her self-worth, Jeff’s motives were more practical: he wanted his career to continue, and to do that he needed to control his weight. Over time, he found that he could not manage his cocaine use. Once he was caught snorting a line just before a race. He was ordered to enter a residential treatment program; if he did not, he was told he would lose his job. But each time he stopped using cocaine, he rediscovered a voracious appetite that had him eating uncontrollably. Although he knew that using drugs could cost him his career, in the end he preferred a cocaine addiction to the consequences of his lack of control over food.


    I didn’t believe Claire or Jeff suffered from eating disorders; I think they suffered from an addiction, which included cocaine as well as food. Why? Like Ruthann, who was addicted to food as well as having an eating disorder, Claire and Jeff consumed food in a manner that closely resembled their abuse of drugs. It may even have originated from their previous drug use. I felt that by addressing their addiction first — whether it be food or cocaine, the other issues would sort themselves out later, but this was not to be. After they discontinued our therapeutic sessions, I don’t believe either was successful at sobriety.


    Food Addiction: A Coat of Many Colours


    While food addicts may be suffering from emotional distress, even an eating disorder, they are experiencing a phenomenon that is distinctly different from that which drives a normal eater who eats too much or someone with an eating disorder. Food addicts are chemically dependent on specific foods. The main problem is not the behaviour or the feelings that need to be self-medicated, although each might be a factor in the background. After all, who doesn’t want to eat chocolate when they are depressed? Food soothes and comforts unruly emotions.


    Nor is food addiction about weight. Although most are overweight, many food addicts are normal weight or even underweight. There are few studies of food addiction, but Phil Werdell and I agree on an estimate — based on our own clinical experience and a study by Yale University’s Rudd Center for Obesity Research and Policy — that as much as 50 percent of the obese, 20 to 30 percent of the overweight, and up to 10 percent of the normal weight people are food addicted. We also believe about 10 percent of those who are underweight may also be food addicted.


    Food addiction is a chemical dependency related to specific food ingredients. The food addict’s response to food is bio-chemically different from that of a normal eater or an emotional eater. For food addicts, it is the physical effects of food, not the emotional ones, that initially drive the cravings. Emotions are often a trigger to start eating, but, once triggered by the food, the phenomenon of a craving, or obsession, to eat becomes larger than the emotion needing to be placated.


    As the disease of addiction progresses, food addicts become powerless over their physical cravings for some foods — especially sugar, flour, fat, salt, and caffeine — just as alcoholics are predisposed to being chemically dependent on alcohol and drug addicts to heroin, cocaine, or prescription drugs. As well as arising from a specific food, addiction can also be triggered by an excess volume of any food. When a person exceeds what we might call “normal” eating, the hormonal checks and balance of hunger and satiety are lost. Sometimes just the act of eating — the munching and crunching of food in the mouth — provides so much comfort and pleasure that the person can’t stop. Some food addiction twelve-step groups ask their members to weigh and measure their food because some people can binge on bag after bag of carrots. (People who exhibit this behaviour are known as “volume addicts.”)


    If we reconsider Ruthann’s story, we can see an emerging pattern of addictive behaviour around food. She craves food to the point where she cannot have any of it in the house, not even flour. She grinned ruefully as she told me about her relationship to flour. “Flour, water, salt, and garlic equals garlic pancakes.” And that meant unbearable cravings and voracious binges on pancakes — until all the flour was consumed — often in the middle of the night. Discussing her relationship to food overall, Ruthann told me: “If I could live on desserts, I would want only desserts. But if I eat them, I just want more and more. I love sugar. If I don’t have it, I will go into shock, I crash.… Once I start the sugar, that is all I want.”


    Bulemorexia: The Norton’s Center for Eating Disorders & Related Problems


    Psychologist and author Renae Norton, who founded Cincinnati’s Norton Center for Eating Disorders & Related Problems, has worked with many anorexics and bulimics throughout her career. Over the past few years, she explained to me in a telephone interview, she has witnessed an alarming trend. “Young women who were being treated for their eating disorders, especially the anorexics, are now developing bulemorexia,” she said, a phenomenon where the separate conditions of anorexia and bulimia merge to become a single, even more difficult disease to treat.


    This condition is often caused because anorexics go into a residential treatment setting where clinicians are intent on making them gain weight. The staff feed these girls foods that are highly palatable and intended to create weight gain. These foods are high in fat and carbohydrates. The starved anorexics typically gain twenty pounds in their first twenty days of treatment.


    However, Norton thinks the patients, once discharged, leave worse than when they first came into treatment. Arriving with symptoms specific to anorexia, they leave in the confused mental state which Norton has defined as bulemorexia: the patient’s appetite is voracious for sugar and carbs, yet she is determined to lose the weight she has just gained at any cost. These women are much more likely to die, asserts Norton, because after treatment, their bingeing or purging often escalates to lethal levels. They crave food more than ever before, yet are equally determined to lose the weight gained in the hospital.


    Norton meets these women after they have tried the traditional routes of therapy for anorexics and are now in this muddle of both conditions. By the time she typically sees them, though, the disease is extremely volatile. She works hard with them, but acknowledges that their response to treatment is less favourable than those who suffer from either condition alone. There is also a much higher rate of relapse.


    According to Norton, this mixed condition is more common than we think. With her online survey of people suffering from eating disorders, she found that 38 percent identified as having bulemorexia. This is in contrast to those who identified themselves as specifically anorexic (25 percent), bulimic (12 percent) and emotional eaters (almost 11 percent). Of the people who responded to her survey, only 13 percent identified as obese.[3]


    Norton is convinced that the root cause of this disorder is the introduction of the “addictive foods” into the treatment diet provided for eating disorders. She believes that a diet rich in sugar, starch, and fat, which is typical of what an eating disorder program would serve, is toxic to the highly vulnerable brains of the anorexics and bulimics. I agree. Anorexics who have starved themselves for days, or bulimics who have become dependent on sugar and other rich foods, are vulnerable to the high caloric diet — especially menu items heavy on high fructose corn syrup, the basis of most fattening foods. Their brains are especially sensitive to this heightened neurochemical mixture; for these patients, the reward value of these foods is considerably higher than it would be to a person who has not become either dependent on sugar or in deficit of it due to an eating disorder. That high reward value is what tips the balance: now the person not only has an eating disorder but also a food addiction.


    Anorexia, Bulemorexia, and Food Addiction


    How does this happen? Acute stress, which could be caused by a potential illness or a sudden loss of income, sparks a burst of dopamine in the reward centre of the brain, presumably to prompt us into action so we can deal with the oncoming crisis. This explains why some of us are “crisis junkies,” thriving on the dopamine pumping in our system when we are anxious. The starving state that is typical of an anorexic or bulemorexic creates its own kind of stress. This is intentional; the brain provides an increased dopamine gush to spur us to forage for food. Our pulse quickens. The anticipation of food is so heightened that the smells, even the promise, of food makes us salivate and powerfully desire it. The taste of food will intensify the hungrier we are. This is the reason why any food seems more delicious when you are extremely hungry.


    The anorexic is the quintessential hungry hunter, poised in search of food, basking in the anticipatory dopamine rush of food soon to come. This exciting feeling stops the moment the anorexic takes her first bite. Certainly, the first few bites of food will give exquisite pleasure — the brain, after all, has been primed for it. But, with each bite the anticipation and pleasure ebbs. The anorexic, accustomed to this type of high, becomes more “sober” the more they’ve eaten. Most anorexics say they feel better when they are hungry. They are not lying. Anorexics truly feel great, even if they are near death.


    Purging can also become addictive. The bulimic experiences a complex string of neurochemical and biochemical events: the vomiting process itself induces pain so that the bulimic feels a release of opiates that numbs emotional pain and creates the good feeling of being “cleansed.” Vomiting also impairs the responses of leptin, a hormone that plays a key role in regulating appetite. Recall that leptin, which creates a sense of fullness and satiety, is released about thirty minutes after eating. When the bulimic eats and purges, leptin is unable to have its assuaging effect and so there is no feeling of fullness and satiety that will halt the eating. Dopamine and endorphins, sparked by the sugary and fatty foods typical of a binge, mount with each binge/purge cycle, creating euphoria without end.


    An appreciation of this addiction dynamic is crucial for a food addict’s recovery. While an eating disorder may aptly explain anorexic and bulimic symptoms, it is just as likely that the eating disorder is part of the addictive disorder itself. It may not be principally the result of deep-seated emotional issues. If the person is a food addict, rather than someone suffering from a true eating disorder, then the typical treatment used for eating disorders is not helpful. As Norton has found with her bulemorexic clients, it can actually be dangerous. A modified food plan based on our North American food pyramid (changed to a food plate in 2011) may inadvertently undermine the recovery of a person who appears to be an anorexic or bulimic but is, in fact, a food addict. Could this be the reason for the high rate of recidivism for eating disorders?


    Ruthann’s psychiatrist observed that Ruthann was not responding well to treatment. Seeing an addictive dynamic in Ruthann’s eating behaviour, she intuitively suggested the AA program. Ruthann readily admitted that she felt “addicted” to her behaviours around food and recognized it when she binged and when she restricted her food. “If I eat a certain amount,” she said, “I wonder if I can cut that in half and then in half again and then in half again.”


    How little she can eat, paradoxically, is never enough.


    At that time, food addiction had not yet been accepted as a viable diagnosis into the clinical trade journals that govern the standard of practice that Ruthann’s psychiatrist was expected to follow. So, she insisted that Ruthann eat a diet that focused on weight gain and emotional health rather than on determining what foods could be triggering her relapses. As a medical practitioner, the psychiatrist diligently followed the protocols available to her: medicating with the use of an antidepressant, prescribing regular therapy, and insisting that Ruthann follow a healthy eating regime that consisted of fruits, dairy, proteins, and low fat. But the fact that she also recommended a twelve-step program for Ruthann was frankly progressive and placed her outside the norm of standardized treatment.

  


  
    

  


  
    

  


  
    


    chapter eleven


    HITTING BOTTOM: I NEED HELP!


    The “moment of lucidity” when addicts decide it is time to get off the bus that is hurtling toward their own destruction — this is the very moment when people struggling with addiction decide that the pain of using their drug outweighs the pain of trying to stop using it. How will you know when you have hit your bottom? How bad does it have to get?


    Surprisingly, many addicts long for this moment to occur. They keep using, but at the same time hoping that they will finally get it, they will finally find the motivation, the control — the something that will propel them to change their behaviour. What is this magical moment that some describe as a spiritual awakening? What does it look like for a food addict?


    The moment of clarity is different for everyone. For one person, it might be when he no longer can be weighed at the hospital because there is no scale that registers higher than 350 pounds. At that moment, he refuses to live with the shame any longer. For another person, it’s that moment when she realizes that her partner is no longer willing to live with her binge-induced mood swings and lack of sex drive. Many addicts may never find their bottom, and, as we have seen with Lawrence and Walter in earlier chapters, they will remain prisoners of their addiction until death takes them.


    So, for those who do find their bottom, how bad did it have to get? Here are our own personal stories, showing how unique and powerful each bottom can be.


    Vera’s Story


    It was a busy morning at the Amherstburg nursing home. I was eighteen years old and working at my first “real” job. I had taken the job relishing the idea of working with older people and I was determined to make a good impression. On this particular day, though, I was already running behind schedule. With only fifteen minutes left before the kitchen staff rang for the empty trays, I still had eight more residents to feed. Unsure that I could finish in time, I darted from one bed to the next, trying to get each patient to chew and swallow. In the end, I gave up any serious attempt to be gentle and began stuffing food in each person’s mouth. I knew this wasn’t good care, but I could not fathom how the other nursing aides got this job done in a more compassionate manner.


    With lunchtime finished and all the residents’ faces scrubbed, I was exhausted, although I knew that in no time dinner would be ready and the whole process would start again. My shift seemed to be an endlessly frantic process of feeding, washing up, and then feeding again.


    One day, after rushing through another meal, I discovered that a number of trays returned to the trolley contained meals that appeared to have been barely touched. I tasted some of the cold beef and mashed potatoes. It wasn’t bad and it seemed foolish to waste food. Often, my own fridge was bare — I seldom shopped and I did not like to cook. In those days, I was mainly living on sub sandwiches, burgers and fries, chips and chocolate bars. Often, I would just smoke a cigarette to take away the edge of hunger.


    Gradually, I began eating my meals from the patients’ trays — at first only taking food that looked untouched, but later consuming anything that looked edible. I especially liked the small desserts: the apple crumble, custard, or biscuits and jellies. These treats were often still warm, and were usually untouched since I had had to rush away the plates to get them on the trolley before the slow eaters could finish their meals. Besides, I relished the desserts as little boosts of pleasure to get me through the long, stressful workday.


    I was fairly sure the patients didn’t miss them. The fact that I was stealing from someone’s plate did occur to me, but I quickly rationalized it. They didn’t know what was happening, I thought, and why shouldn’t someone be enjoying this food? Why push dessert down someone’s throat when she could barely finish the main course?


    Then I met Mrs. Graham. An octogenarian with dementia, her head lolled back and her mouth caved into her face. Whenever I brought a forkful of food to her mouth, she groaned and swatted her hands at me. At the time, I saw her as just another wearisome patient in a sea of old faces. One day, when I was anxious, irritated, and hungry, we did not even finish her meal of green beans and roast beef before I began nibbling on her dessert. She ate so slowly she would never get to it, so, I thought, why wait? As I ate her peach tart, her eyes suddenly snapped open, narrowed, and focused on me. I could hear her mutter something. As our eyes locked, I saw, in that moment at least, she was no longer an incoherent geriatric. There she was, defenseless, bound, and propped up in her chair, yet aware of everything going on around her. She was, in that moment, an indignant person rightfully condemning my theft.


    My face flushed with embarrassment. “Do you want another dessert?” I coughed. She glared at me without responding. She had not spoken for years, what did I expect now? A moment later, I left the room. Two weeks later I quit that job.


    My second job was as manager of a small variety store in Windsor, Ontario. I lived rent-free in an apartment at the back of the store. It was a perfect job to fill my summer between finishing high school and starting university. My duties were to open the store at 8 a.m. and keep watch over the till until 11 p.m., when I locked up. The store was on a deserted side street in a working class part of town so sometimes I didn’t see a customer for hours.


    My favourite part of the job was ordering the stock. It was not difficult, as the only items the store regularly sold were chips, soda, cigarettes, and candy. I especially liked to order the candy: I would pore over the catalogs, marvelling at all the different colours, shapes, and tastes, knowing that when they arrived I would treat myself to “samples.” These treats helped me get through the stifling boredom of the job, the long days of silence in an often empty store.


    After closing up, I would walk through the store to my apartment in the back. There I would drink or smoke pot until I fell asleep. Sometimes, when I was high and hungry with the “munchies,” I would remember drooling over the pictures in the order book, unpacking the boxes, stacking the products in the front aisles and boasting to the regular customers about these new items. So, late at night, I would fantasize about these candies again.


    One night, I decided that I had had enough of the fantasy. Without turning on the light in the store, I crawled into the shop on my hands and knees so no one on the street would see me through the front windows. Then I filled my pockets with handfuls of jujubes, caramels, and bubblegum. Delectables! I was thrilled to know I would taste them all.


    Somehow, I rationalized my theft — because it was night and I was on my knees, I did not have to pay for these treats. In fact, I did not see this as stealing at all. I was underpaid, working fifteen-hour days for only a few hundred dollars a week, so I was just evening the score. The manager never found out about these nightly raids and, by the age of twenty, I had become a practiced thief.


    One of my last jobs before I became serious about studying medicine was working as a chambermaid at a hotel in London, England. By this time in my life, I had given up trying to be thin. I was in my mid-twenties and had been struggling with my weight for more than five years. I had already decided I would allow myself to eat whatever I wanted, whenever I wanted, and as much as I wanted. I was overweight anyway; how much worse could it get?


    One of my daily chores at this hotel was delivering coffee and croissants each morning to our guests. Most of the chambermaids would eat any croissants left over after preparing the guest trays. At first, I tried not to eat them, since I was usually too bloated from a binge the night before.


    I always finished my allotted rooms first and then waited for the others to join me in the pantry. There I sat with the stacked trays from the morning filled with half-eaten and uneaten croissants. This proved dangerous. The cold and greasy pastries would beckon and I would give in and start to nibble. I tried to resist, but I kept giving in. When there were no croissants left, I found myself still wanting more. Why did that keep happening? Rummaging through the garbage, I knew I would find something I could eat in there, always looking to make sure no one saw me. I was simultaneously horrified by this behaviour and blasé about it.


    Once, when I was cleaning the room of a Turkish family, I discovered an open box of delicacies from an elite food store. I ate one, pretending that the box was meant to be garbage. Then I found another small box of candy of a type I had never seen before — large, powdery cubes filled with sweet, purple jelly. I decided to take just a bite of one. Then I picked up a full square and ate it, followed by another. It was delicious.


    Had this been money or an article of clothing, I would have recognized it as stealing, and I did not steal from our guests. But this was just food. Yes, it was expensive food from a high-end confectionary, yet somehow I still didn’t see it as theft. In my mind, taking food was not like taking clothes or jewellery or, worse, taking money. Each day that I cleaned this room, I searched for another box of candy or other exotic delight. Sometimes I rummaged in the closets, even in the luggage. These guests seemed to be hunting for unusual sweets and I was curious about everything they selected. When they left, it did not surprise me that I did not receive a tip. Deep down, I was just grateful they had not reported me.


    For me, hitting bottom was not dramatic. It did not occur the night I sat for hours in an emergency department begging to be admitted so that I would not have to face myself alone in my empty apartment. Facing the terror of being alone with that insatiable hunger that led me to eat and eat and eat. That was not yet the bottom. Nor did it occur after the evening that I spent with the “Moonies,” followers of the Unification Church that frequently hosted evenings targeted to recruit lonely people. I was so fearful to be alone with my addictive eating that I allowed myself to play silly games like musical chairs, intended to break the ice with strangers.


    The experience of playing a child’s game with a group of people I’d never met was humiliating, but it was better than trying to fight the demons of my food addiction. I hadn’t hit bottom yet, but after this mortification I resolved to find better diversions to escape my relentless bingeing.


    My fear of being alone with myself late at night resulted in extremes that shamed me. It also struck me as peculiar, since I had always prided myself on being ruggedly independent. No matter how well the day had gone, though, by evening I would get the same panicky feelings and, before I knew it, my hands trembled, my heart raced, and I experienced an incredible rush of excitement, flushed at the prospect of eating all of my forbidden goodies. My resolve not to binge dissipated with this potent combination of dread and excitement.


    I could easily eat two full bags of groceries in one night — peanut butter, French bread, cottage cheese, chocolates, doughnuts, bagels, and croissants with Nutella or cream cheese. Then, stuffed and miserable, my belly cramping with gas, I would find it difficult to breathe. Feeling wretched, I would slink to the washroom for relief. The toilet bowl initially soothed me, the porcelain rim cool against my sweaty, bloated face. After vomiting, I cried and held the bowl tight, praying that each binge was the last for the night. But after the relief would come relentless thoughts of food again, taunting me. What else can I eat? What have I not tried? What is still appealing? What could I still eat?


    Even while I cried, wanting it to stop, the excitement for more fruit-flavoured yogourt or ice cream or candy took over. Eventually, my mouth became raw, my tongue burned, my jaws ached, and my stomach muscles grew sore from the heaving purges. I felt drunk, puffy, and numb. Each night ended after eight or ten of these cycles. I would crawl into bed, sometimes at daybreak, filled with disgust and the resolve to quit. Yet, even this was not my bottom.


    One night I hosted a party. Food addiction is all about strategies and I had developed one for parties: If I drank a “moderate” amount of alcohol and then ate a “moderate” amount, I could get through an evening without overdoing it on either. It was the perfect compromise between my need to soothe myself with food and alcohol and my need to stave off the consequences of being too drunk or too caught up in a bulimic cycle. On this particular evening, I had already drunk my share of alcohol for the night and I was feeling pretty loud and boisterous.


    The party was in full swing, so I put down my martini glass and headed for the buffet. I stuffed myself with all the tasty items people had brought, knowing that I would soon slip downstairs to the basement laundry room where I would vomit. I expected I would do that a few times over the course of the evening. This was my pattern: four double-double drinks and four binge-purge cycles usually got me through a party night.


    Later, downstairs trying to throw up food, I was in a panic. I just couldn’t quickly purge and I did not want to be away from the party for too long. What could I say if people noticed I had disappeared? I heaved and heaved, jabbed my fingers to the back of my throat, only grateful that the basement door was locked and the noise of the dancing and shouting upstairs hid the sound of my efforts to vomit. I started to whimper aloud with frustration.


    “What’s wrong?”


    Mortified, I turned and saw an old friend staring at me with a mixture of confusion, disbelief and concern. “How did you get in here?” I sputtered with a raspy voice. At first I was more embarrassed than I had ever felt before, then I lashed out. “This isn’t what you think!”


    He nervously explained that my partner had given him the keys to the basement so he could get more ice for the drinks from our deep freeze.


    “This isn’t what you think,” I repeated. My eyes dropped. I could not look directly at him. The shame was too overpowering.


    Over the next few months, my friend and I drifted apart. I kept wanting to call, to explain, to make it right somehow, but I was stymied. What could I say? Perhaps the waning of interests that can occur between two old friends would have happened anyway, but my feeling of mortification at that moment when he found me retching into the laundry tub was enough for me. I was not going to experience such degradation and self-loathing again.


    I had finally reached my bottom.


    Phil’s Story


    Maude Lapsley was a good woman. Intelligent, capable, and strong, she was beautiful and had a big heart. When she was twenty-four, her husband died, leaving her with four young children to take care of by herself. Maude immediately got herself a job as an assistant kindergarten teacher. She had her own children come to her classroom after school so they could do their homework while she prepared for the next day. During her first years as a single mother, she also went to school during the summer, working toward a college degree. With her certification in hand, she went on to become a popular first grade teacher, one in demand by parents who wanted her to teach their children to read.


    But Maude’s life had a dark side: her relationship with food. She kept gaining weight and, though this never seemed to affect her work, her commitment to her own children, or her generally good humour, it did affect her health. She dieted constantly, but she would gain back the weight almost as soon as she lost it. In her thirties, she developed severe high blood pressure and was put on medication. In her forties, her body began to show the physical effects of carrying so much extra weight: she would be out of breath after walking up a flight of stairs and her joints constantly ached. Her doctor kept giving her the latest diet advice, but, although she tried to follow his advice, it seemed she just had to have her sweets. “I can’t give up those,” she would say. After each failed attempt, she silently and guiltily berated herself.


    At fifty-two, Maude Lapsley died suddenly of a massive heart attack. Her major goal that summer had been to lose fifty pounds on her latest diet. (Her doctor recommended that she eat only rice and drink lots of orange juice.) The official cause of death was listed as arterial thrombosis, but the more likely truth is that Maude Lapsley died of food addiction.


    Maude was my grandmother. She died when I was four years old and my mother and I cried for weeks. The real tragedy is that if she had known then what I know now she could have been saved years of pain and misery and probably a needlessly early death.


    Thirty years after her passing, I was having the same trouble with my weight as my grandmother had experienced. I kept losing it then immediately putting it back on. I even suffered a heart attack myself. But I could not leave food alone.


    Even as a preschooler there were signs of my addiction. I stole food. I stole money to buy food. I obsessed about food. I gave directions by using restaurants and grocery stores as landmarks. I ate compulsively and I ate fast. At the dinner table, my parents would insist that I slow down, but as hard as I tried, I would be done when they were still on their first couple of bites.


    I binged on my grandmother’s candy, drank Karo syrup out of the bottle, and ate brown sugar out of the box. I would toast slices of Wonder Bread with loads of butter and cinnamon, but I ate them faster than I could toast them.


    And I told no one about what I was doing. I later understood that this was so I could protect my “stash.” I had already learned to always keep a private supply of food around, so that I would never find myself without food late at night, after the stores were closed.


    During high school, I was an active athlete and spent two to four hours a day playing basketball and other sports. After a series of accidents in my senior year, though, I could no longer play sports. This change in my lifestyle happened around the same time that I went off to college and left behind my structured home life — and home cooking. It was at this time that I began gaining serious weight.


    Most of my freshman year at college I wore a full-length overcoat all the time. I used to think, I’m cool, man. The truth, though, was that I was just trying not to look fat. By then I also had started trying diets, often by skipping breakfast, lunch, or dinner, or sometimes two or more of these a day. I counted calories. I ate “health food” and checked my menus with Adelle Davis, a nutritionist and author of Let’s Eat Right to Keep Fit.[1] I could lose twenty-five to fifty pounds per diet, but I always gained it back.


    By the time I finished graduate school I had become an obsessive dieter. From the outside, my career and my life looked successful. I had graduate degrees, a professorship, and a stellar resume. I had written books, was married with children, and I was a community activist.[2] Still, I was miserable. I had tried everything: vegetarianism, the all-liquor diet (which showed me I had another addiction), the rice diet, the Stillman diet, Hindu purification rituals, jogging, the exchange diet, fasting for two or three weeks at a time.…[3] Nothing worked.


    When it occurred to me that I needed to deal with my emotional issues to get the food under control, I tried a long list of other options: encounter groups, behavioural therapy, Eastern religion, yoga, co-counselling, EST, the Forum.[4] I even became a therapist and did graduate-level work setting up a program to help people learn how to control their eating. I acquired the sixty-six credits, the degree, and twenty-five pounds!


    When I saw my doctor, he told me that my cholesterol and blood pressure were so high that I was a candidate for a heart attack. Instead of listening to my doctor’s advice, I just stopped going to the doctor. A few years later, I went to a restaurant and asked for “the biggest item on the menu.” Afterward, I suffered a heart attack. Despite that, I still refused to get help or even call 911 because I did not want to be put in the hospital and miss out on a banquet I was to attend the next day. I relaxed by breathing through the anxiety of that attack, thankfully mild, and woke up the next day thinking about how absolutely crazy my behaviour had been.


    Years later, someone suggested I get tested for food allergies. After that, I abstained from all wheat for nineteen days. Then I sat down with a big plate of spaghetti and a loaf of bread I had made especially for the occasion. I was only about a fifth of the way into the spaghetti when I felt a funny sensation in my chest. I called to my then-wife, but before she could get downstairs, I had fallen on the floor. Thankfully, she kept me from going into shock.


    I believe, although it was never confirmed, that I had almost gone into insulin shock. My body had a clear, unmistakable reaction to the wheat, so I now knew what was wrong with me, but I still could not stop eating wheat. Every day I would have a plan to avoid it, but by the end of the day I would have eaten a sandwich or some other form of wheat.


    No matter how hard I tried, no matter what I did, I could not stop eating these foods for even one day. I felt completely demoralized and hopeless. I had identified the problem but lacked the will to solve it.


    I truly thought this would be the end of my life and finally I shared this feeling at a men’s support group I had joined, crying the whole time. Bless their hearts, the guys let me cry. Then, something wonderful happened. One of the men, a recovering alcoholic, said, “You eat just like I used to drink!”


    This fellow’s words changed my life. That’s when I accepted that I was a food addict. That was my bottom.


    Christine’s Story


    I was born into a family with addictions. My mother was an alcoholic and my father was probably a workaholic. My mother’s brother was an alcoholic, too, and eventually died a horrible death, alone and dishevelled in his own home, unable to do anything except drink. I grew up witnessing relatives on both sides of the family drinking, smoking, and partying to excess.


    As the youngest of three children, I was dragged along to parties, dinners, and other family events where there was heavy drinking so my mother could keep an eye on me. She often placated me while she drank by giving me money so I could go to the corner store to buy penny candy. I remember being at my uncle’s house with my mother once. She, my uncle, and my aunt, were sharing a fifth of whiskey together. I was bored, so I asked if I could eat something from the freezer, a large well-stocked chest-style one that was kept in the basement. Given carte blanche, I helped myself to package after package of frozen French fries, eating them right out of the bag.


    I was probably six or seven at the time and I know now that I used food, even that early in life, to soothe my feelings of abandonment and emotional neglect. Food was my comfort, my playmate, my retreat. At that point, I was not overweight; in fact, even at age nine my father saw me as too scrawny and encouraged me to gain weight. Thus began my obsession with the scale; I carefully kept track of the pounds and told him when I had added a pound or two. Little did he know how successful I would be at eventually meeting his request.


    By age ten I was starting to display the extra weight that can be an indicator of food addiction. My teacher told me I fell into the “stocky” category during a health class on body types. What had happened? How could I have turned from scrawny to stocky without knowing it? I was shocked and I also felt ashamed. From that moment on I began thinking of myself as fat and, therefore, not good enough.


    At thirteen, I started dieting. One episode in particular will illustrate how important it was for me to lose weight. At about that age I was hospitalized for a few days because of a serious infection that made my temperature spike to dangerous levels. The doctors never understood what caused it, but when I was released I weighed myself and found I had lost a few pounds. I was elated. It didn’t matter to me that the doctors said if the infection had worsened I might have died. All I cared about was being thinner.


    In sixth grade, I hadn’t even reached my full height of five foot six yet I weighed 136 pounds. In middle school, my weight rose to 150 pounds and then to 169 in high school. One of my physical education teachers took me aside when she saw that last number and suggested I lose thirty pounds. I felt humiliated and angry. Here I was, an A student who couldn’t figure out how to lose weight and keep it off.


    In my teens, I withdrew into TV, studying, and food. Food, food, and more food. On Friday nights, when my friends were dating, I stayed home, watched television, and ate — popcorn, candy, peanut butter and crackers, potato chips, cookies, anything that I thought I could sneak from the kitchen without my mother noticing.


    When I left home to attend college I weighed 183 pounds — funny how we remember these numbers for years afterwards — and the doctor noted on my physical evaluation form that I was “obese.”[5] Once again, I was shocked and ashamed. This still did not stop me from eating everything on campus, often going from one dining hall to another in the evening to eat two dinners, raiding the vending machines at night, and buying snacks at the student union building. I stopped weighing myself at this point because I did not think there was any point even trying to lose weight. I did not know I had a disease; I only thought of it as a weight problem.


    In my junior year, I girded my loins and joined a diet program that I had to pay for weekly. The people who ran that program actually taught me good eating habits, which was progress. Until then, most of my diets had been wildly unbalanced. There was, for example, the one-yogourt-and-one-fruit a day diet, the starve-all-day-and-eat-at-night diet, the all-protein diet ...


    Super achiever that I was, when I approached my goal weight in this program I cut back on higher-calorie foods and ate lots of tuna fish and cottage cheese, as allowed, in order to hit my target weight sooner. When I finally reached the magic number of 130, I was thrilled, and the diet club facilitator presented me with a commemorative brooch to mark my success. She also handed me a maintenance food plan that included chocolate brownies. In hindsight, she might as well have given me a hand grenade.


    Convinced that I was cured, the very next day I decided to try the brownies. The diet plan allowed for one treat measuring about two inches square. I ate one and enjoyed it so much I ate another. And then another. And another. I was aghast when in short order I had devoured the entire pan of brownies.


    Although I had always overeaten, I had never before binged to that extent. From then on, my life became a miserable roller-coaster of dieting and bingeing, dieting and bingeing.


    My binges grew progressively worse. I ate larger and larger quantities of food, sometimes keeping track of the calories and the quantities although I did not know why. Today, I believe it might have been either a way to punish myself or a way to anchor myself in some sort of reality at a time when I felt completely out of control and untethered.


    A typical binge might include six bagels with butter, a stack of pancakes with syrup, a large cheese omelette with sausage, half a dozen doughnuts, three candy bars, a bowl of sugared cereal with whole milk, a McDonald’s meal of hamburger and fries, and a pint of ice cream. Often my stomach became so distended that I would have to lie on the floor or unzip my pants or both. Many days I would leave work at lunchtime and return with crumbs on my shirt and chocolate ice cream drips on my skirt. There were many, many episodes when my body swelled so much that my muscles hurt and my skin looked puffy and stretched.


    But not even that kind of pain could stop me, nor would the anticipated consequences of gaining as much as ten pounds in a weekend. As soon as the discomfort began to subside, I would get up and go searching for more food.


    I lived alone during this period of my life so I had no one from whom I needed to hide my bingeing. Later, when I was in a relationship, I added another layer of guilt to my addiction because I would have to sneak around behind my partner’s back to get my fix, carefully hiding the wrappers or boxes. Often I pretended I was hungry and ate meals with my partner even though I was anything but because I had been bingeing all day.


    My weight reached 212 pounds. That was when an empathetic female physician’s assistant asked me how I felt about that number. No one, up to that point, had ever asked me how I felt about my weight. One therapist had tried to shame me into doing something about it; another doctor told me, in a critical tone after I had actually lost a great deal of weight, that I had not lost enough. (That made me feel crushed, angry, and defeated.) Until that health professional asked me what I was feeling, no one seemed to care about what was going on with me on the inside.


    How did I feel? I wanted to die but I was too scared to commit suicide. And I wanted to be locked up in an institution because I knew I was crazy.


    Although I cannot mark the exact day, it was around this time, about forty years ago now, that I hit my bottom. When that happened, I started seeking help, at both Overeaters Anonymous and at Alcoholics Anonymous (I would just mentally edit their words, changing alcohol to food). I went through rehabs and workshops for food addicts. I found that bottom was a place; others who had gone there before me offered me something I had never had.…


    Hope.


    

  


  
    

  


  
    

  


  
    


    chapter twelve


    WHAT DO I DO NOW?


    Alexander looked at the bariatric surgeon in disbelief. “I have to wait how many years?” he sputtered. He had just recovered from his excitement at learning that, as a Canadian, he qualified for provincial funding that would allow him to get gastric banding surgery — a procedure that places an adjustable silicone band around the stomach. Now he’d been told that the waiting list was six to ten years long. I will be dead by the time my name comes up, thought Alexander.


    Six feet tall and four hundred pounds, Alexander was already suffering from diabetes and hypertension. He needed to reduce his weight. Gastric banding surgery had seemed the answer. If he had to wait for years to receive it, however, it might be too late. Unwilling to wait for provincial funding, he decided he would come up with the $16,000 himself to pay for the service privately. It took some doing, but he raised the money. That was in January 2008.


    Alexander had already been through the diet mill. In his fifties, he was unwilling to go that route again. He had tried the low-fat diet, Weight Watchers, the Atkins Diet, and the low-glycemic diet, but they had all been failures in the end. He had tried medications. He even went to therapy to uncover the traumatic issues in his past that led to his weight problems. There, he came to understand how he had used food to “reward” himself so that he could tolerate the abuses he had been exposed to throughout his childhood. This insight was revealing, but like all the other ventures he tried, did not make his food cravings go away.


    Even though he lost weight on his many diets — sometimes as much as one hundred pounds — the weight would eventually climb back, along with an additional fifty pounds. “Why do I keep doing this?” he asked himself in frustration.


    When he found out that his provincial government plan might cover laparoscopic surgery, he decided to give it a try. He knew that he would have to change his diet again, but he felt confident that the surgery would boost his morale. Then he found out about the long waiting lists.


    Since he was paying for it himself, Alexander could have chosen to get a gastric bypass, but he preferred the Lap-Band, done at a local cosmetic surgery clinic, as it was more affordable and required less recovery time afterwards. The Lap-Band is essentially a hollow tube filled with fluid that wraps around the stomach. When filled up, it constricts the stomach from the normal fist size to a small pouch, leaving little room for solid food. This makes it almost impossible to overeat or binge on typical junk foods. He would be able to adjust the level of constriction according to how small he wanted his stomach to shrink; the smaller his stomach, the less food he would be able to ingest.


    The surgery was a success. Alexander was discharged the next day with a diet plan in hand. Over the course of the next few months, he returned to the clinic a number of times, getting the Lap-Band adjusted to the most constricted level possible. This meant that he was only able to consume a liquid diet of soup and Jell-O. Although he was able to gradually include other foods, his portion sizes were always very minimal.


    By the three-month mark, his typical meal plan included a protein powder drink in the morning, a small yogourt for lunch, and a can of tomato and beans for dinner. Alexander insisted this meagre diet was sufficient; he was eating whatever he wanted and as much as he needed. He never felt hungry. His weight dropped from 420 to 190 pounds. The staff at his surgeon’s office were so impressed that they wanted to take before-and-after pictures to advertise their procedure. Alexander refused, explaining, “I have to see if I can keep it off.” Losing weight was nothing new, but keeping it off was the true test.


    Two years later, Alexander started to eat a little bit of ice cream. It was just a small serving here and there, because he didn’t want to gain weight again, but he’d decided he wanted to be able to eat anything, relying on portion size to keep his caloric load down. He knew this was risky. Other members of his family, having also undergone the surgery, barely changed their diets. Not surprisingly, they all gained back their weight afterward. Alexander sought help from the clinic about how to eat “normally,” in a safe manner, but was dismayed to see that there was no aftercare offered. Beyond the instructions of how to eat in the recovery phase, there was no guidance on how to maintain a healthy food plan, nor support when his food cravings returned.


    Things went from bad to worse. Later that year, Alexander started to feel nauseous whenever he ate. He had a prior history of acid reflux and a hiatus hernia so he wondered whether these were acting up again. Instead, investigations revealed Barrett’s esophagitis — an inflammation of the esophagus that could lead to cancer if left untreated — was causing the discomfort in his chest whenever he ate.


    No one could tell him whether his condition was caused by the Lap-Band procedure or had been brewing before the procedure, but the treatment was clear. He had to have his stomach released from its constricted Lap-Band stranglehold. Three years later, Alexander’s weight hit 420 pounds.


    He cried the day he realized his weight was going up. He had already been struggling to control his appetite, which had returned with a resilience that horrified him. His cravings were relentless. Once again he sought help from the clinic.


    “I had no dietary advice or support,” he told me bitterly. The clinic took no responsibility for any of the complications that arose after the procedure. Alexander felt he had been “ripped off” by a charlatan surgeon, talked into purchasing an expensive procedure that was promised to be a cure but was really just a temporary solution. No one informed him of what he now knows in hindsight: Obesity is a chronic disease for which there is no guaranteed cure.


    “It is a scam,” he concluded. When he heard that his clinic was forced to close down one year after his surgery, he was not surprised. Alexander conceded that there probably are well-intentioned surgeons who do good work, but he remains suspicious of the surgeries performed in cosmetic surgery clinics. (Lap-Band surgery is more often performed in clinics than by surgeons at hospitals, but standards and regulations governing this relatively new phenomenon are still evolving.)


    Now Alexander had yet another failure to add to his list of aborted attempts to lose weight, with no hope in sight. He had not heard about food addiction until we met in April 2013. Now, convinced that food addiction is his problem, Alexander is trying to create the social supports he needs in his rural community in Nova Scotia, since services of this kind are uncommon outside major urban centres.


    Options for Treatment


    Obesity and Emotional Eating Disorders


    Other than twelve-step groups, there are few proven sources of help for the food addict who wants to quit. As we have seen in the previous chapters, this is largely due to the challenge of diagnosing the causes of obesity and disordered eating. Is the patient suffering from a hormonal imbalance? An eating disorder? Food addiction? All three? The conundrum for any condition that does not have a clear diagnosis: How can you treat something you have not identified correctly? Or in the case of food addiction, that you have not even considered as existing?


    This chapter will cover the treatments that are offered from established clinical venues. The next chapter will address the alternative treatments that are not widely practised but that we believe are the most suitable for the food addict.


    Typically medical professionals have resorted to a shotgun approach to obesity and disordered eating in general. Prescribing multiple treatments, clinicians try to cure their patients, hoping that one of their approaches will lead to improvement, and that the success of one venture will point to the appropriate diagnosis. Aside from the largely disappointing results obtained with this approach, it boggles the mind to consider how many hundreds of thousands, perhaps millions, of dollars may have been wasted chasing the wrong treatments and getting little success, while the very treatment — abstinence from specific trigger foods — that shows phenomenal success is neglected.


    In the medical field, there are three primary approaches to the treatment of obesity and disordered eating in general: surgical, pharmaceutical, and behavioural. Some of these are effective for short-term weight loss, but since none addresses the more complex issue of addiction, they are not likely to be effective for a food addict over the long term. If you have attempted one of these treatment approaches and continue to struggle with your weight or your eating, this may indicate that you are a food addict. Most people try many approaches to solve their eating issues. Food addicts often have to try all the traditional options first before they are willing to try our alternative recommendations.


    Surgical Treatment


    Bariatric surgery is part of the spectrum of surgical procedures devoted to relieving the burden of obesity. Amongst medical professionals, bariatric surgery is often considered the most effective for the morbidly obese. This is often what people want to try first: the effects of rapid weight loss can be quite dramatic and tremendously satisfying. However, if the food that has contributed to the previous weight is not changed, the return of weight is almost inevitable. There are currently four types available:


    
      	intestinal bypass;


      	laparoscopic-adjustable gastric band;


      	duodenal switch;


      	stomach stapling.

    


    For each of these surgeries, the goal is either to obstruct food intake or to limit the absorption of food. More accurately, the ultimate goal is to force weight loss by making it harder for the body to take in calories.


    The intestinal bypass, the oldest form of bariatric surgery, involves a hospital-based surgeon cutting and sealing off a portion of the stomach. This leaves only a small pouch, capable of holding about one ounce of food.


    A newer and more popular form of bariatric surgery is the laparoscopic adjustable gastric-band, or “Lap-Band,” procedure, which also attempts to reduce the size of the stomach. As we saw with Alexander, in this procedure a sterile loop with an expandable inner ring is placed around the patient’s stomach and is adjusted as per the patient’s specifications. At its tightest, it allows for one half cup of food, rather than the six cups a normal stomach will hold. These surgeries are increasingly being performed in private, ambulatory “cosmetic” clinics.


    A third form of weight-loss surgery is the duodenal switch. This hospital-based operation involves shrinking the stomach along its outer curvature and rerouting a long section of small intestine. The small intestine is the site of most of our food absorption, so when this is bypassed, less calories are absorbed.


    The final type of bariatric surgery is stomach stapling. For this type of surgery, the hospital surgeon uses both a band and staples to reduce the size of the stomach. Today, surgeons often prefer the Lap-Band because it doesn’t require cutting into the stomach, making it a safer alternative. It also allows many procedures to be performed on an outpatient basis, away from the constraints of a tight operating schedule. As it is, waiting times for hospital surgeries are typically between three to ten years.


    Of patients who have these surgeries, 50 percent report successful weight loss in the first two years, typically losing somewhere between thirty and just over one hundred pounds. Doctors in the United States now perform more than 220,000 bypass surgeries each year, triple the number performed in 2001.[1] Canadian obesity expert Dr. Freedhoff estimates that in Canada six thousand such surgeries were done in 2013 under publicly funded health care.[2]


    Physicians tend to advocate for surgery. The benefits are incontestable. The success stories — patients who have never been able to lose weight — finally do. Diabetes is cured, high blood pressure normalizes, back pain is relieved, and knee pain decreases. Scooters can be permanently parked. Self-image and confidence increases, depression subsides, relationships get better, and work life becomes more satisfying. Who can argue with these results?


    But, these good results happen only if the patient loses weight. The sad reality is that a significant percentage of patients never lose even five to ten pounds. And for those who do, only about 40 percent are able to successfully maintain their weight loss at the five-year mark.


    The key factor that determines success, most surgeons agree, is if the patient follows the recommended diet and exercise plan. Otherwise, they tell patients, the weight loss will be short-term. They urge avoiding high-caloric drinks and sugary, starchy, and fatty foods. This usually means that patients are expected to change the types of food they’re accustomed to eating in the past.


    It bears repeating that surgical treatments only limit the amount people can ingest; the type of food they eat is regarded as their own responsibility and the challenge of changing a diet to a healthier one is left to patients to confront on their own. Remember Alexander? This is where he felt the most adrift. Other than a few pamphlets, he received little guidance on what to eat in early recovery. There was no counselling or encouragement to help keep him following the drastic lifestyle changes that were required to maintain his weight loss.[3]


    Given the limited success of these procedures in the long haul, the complications of bariatric surgery are especially ominous. These include everything from difficulty swallowing, indigestion, and feeling bloated, nauseous, and constipated. Other medical conditions can follow, ranging from nutritional deficiencies, lactose intolerance, gallstones, dumping syndrome, even depression and suicidal ideation. Forty percent of patients develop new medical problems after their procedure.[4] Because of these concerns, strict eligibility criteria have been implemented to ensure that procedures are not done haphazardly or for merely cosmetic reasons.[5]


    More serious complications can result if the Lap-Band erodes into the stomach. While surgeons have improved techniques for installing these over the years, at least 30 percent of patients suffer surgical complications and 20 percent of these have required further surgery to deal with these complications. A Belgian study found that nearly 50 percent of patients, like Alexander, had to have their Lap-Bands removed within twelve years. One to 2 percent of gastric bypass patients have even died during surgery or soon after and another 5 percent died within a year of the procedure.


    Another unexpected complication that has occurred for many bariatric patients is the development of a post-surgery addiction. Fully 6 to 8 percent develop alcoholism or drug dependencies within a year of the procedure. One study has confirmed what we routinely see in clinics: there is a higher risk of alcohol abuse among patients after undergoing bariatric surgery.[6] Dr. Mitchell Roslin, a bariatric surgeon working in New York, told ABC News, “A gastric bypass patient has a small pouch [for a stomach], so alcohol goes straight into the intestine and is absorbed rapidly. The higher absorption rate makes alcohol more addictive.” One patient reported that before his surgery he could have two drinks, feel sleepy, and go to bed. After the bypass operation, he said, the alcohol would go through his system faster, making him want to drink more.[7]


    Despite these real risks, we do not universally oppose bariatric surgery. We ask only that candidates choose surgery wisely, with a full understanding of the facts about what they can and cannot expect. If they are food addicted in addition to being obese, surgery is at best a short-term solution. Unless the compulsion to eat is addressed, food addicts will find countless ways to circumvent the surgical restriction of the stomach: a diet full of sugar such as soda or creamy smooth ice cream easily slides past the tight band and will quickly destabilize any momentum created by the initial weight loss.


    Pharmaceuticals


    At one time, pharmaceuticals were the Holy Grail when it came to disordered eating. Each year, drug companies announced new medications designed to aid in weight loss. Although it is difficult to determine exactly what portion of the annual $40-billion American diet industry is attributable to pills — ABC News estimates that figure to be $18-billion, or almost half.[8], [9] There are approximately twenty-nine thousand varieties of appetite suppressants alone. However, while the general consensus is that a “silver bullet” medication would be a blockbuster, so far medications have produced disappointing results. According to clinician Robert Lustig, whose 2012 book, Fat Chance: Beating the Odds Against Sugar, Processed Food, Obesity and Disease, is considered a manifesto in the field, many pharmaceutical firms have closed their obesity research programs, searching for greener pastures.


    Traditionally, appetite suppressants have been the mainstay of weight-loss medications. These include amphetamines such as methylphenidate (Ritalin) and dextroamphetamine (Dexedrine). While these stimulants curb appetite, they have other serious consequences. The increase in the body’s metabolism that occurs with these drugs contributes to weight loss but also creates insomnia, anxiety, and, in some cases, paranoia. Ephedrine was taken off the market for this reason, although I suspect the other reason is that it is the key ingredient used to make the street drug crystal meth. Several very popular appetite suppressants — flenfluramine (Ponerax, Adiifax), dexfenfluramine (Redux) and fenfluramine/phentermine — were all withdrawn in 1997 for their potentially fatal cardiac side effects.


    Another drug, orlistat (Xenical, Alli), prohibits the absorption of fats in the small intestine. By inhibiting the pancreatic enzyme lipase, the intestinal tract is unable to metabolize fat, which instead passes through into the stool, thus avoiding weight gain. However, it also causes unpleasant consequences like fecal soiling and incontinence. For many people, losing perhaps only twenty pounds or so didn’t seem worth these socially limiting side effects.


    The pharmaceutical industry placed much hope on the hormone- altering medications. Much focus was placed on Leptin, an injectable version of the satiety hormone, leptin. Upon receiving an injection, the patient feels quickly satisfied with no urge to overeat. But Leptin also diminishes the sensual, rewarding experience of eating, one of the pleasures of life for most of us.


    While Leptin has been helpful for people who have biological leptin insufficiency due to an endocrine disturbance, it has not helped the many obese and overweight people who end up suffering leptin resistance. Injectable Leptin is of no use to a person who already has abnormally high levels of leptin due to his abundant fat cells. Recall that fat cells produce leptin to indicate that no more food is required. Pharmaceutical companies are currently searching for a drug to counteract leptin resistance by making us more leptin sensitive, but so far have met with little success. At this time, the only way to do that is by constructing a food plan that looks remarkably similar to the food plans we recommend for food addicts.


    Another injectable hormone is pramlintide (Symlin). This drug mimics amylin, the hormone released by the pancreas to aid in the feeling of satiety. Many diabetics are deficient in this hormone. At present, the drug is only approved for diabetics. However, experiments are underway to consider if this may one day be useful as another treatment for obesity.


    Metformin (Glucophage) is another drug used to treat diabetics. Its function is to moderate insulin resistance, a phenomenon believed to be the major cause of fat accumulation. Insulin is required to transport glucose to the brain. The excess sugar that is not used for energy is transported to the fat cells for storage. A person who is insulin resistant has abnormally high levels of insulin, which have the net effect of increasing hunger and weight gain.


    Metformin improves the insulin resistance typical of Type II diabetics. Since people who suffer from obesity also suffer from a type of pre-diabetic insulin resistance state, this drug has been explored as another option to prevent weight gain as well as to curb hunger pains.


    Thyroid medication is also being used to treat obesity. Patients who suffer from low thyroid levels have a sluggish metabolism. This means that their body does not burn calories at the normal rate, which results in weight gain as well as feelings of mental and physical lethargy. Giving Eltroxin to people who have low thyroid levels will make them feel energetic and alert. Giving the drug as a metabolism booster to people with normal thyroid levels may lead to the desired weight loss but can trigger a host of side-effects, such as agitation, insomnia, diarrhea, tremors, and even the “buggy eye” swelling typical of someone suffering from Graves’ disease (a type of hyperthyroidism that creates an abundance of thyroid hormone). Moreover, by taking the extra hormone externally through medication, the body’s own need to make it will be suppressed (since there is more than enough in the medication) — any interruption in the drug, however, will result in the person becoming hypothyroid (thyroid-deficient) when they were not before.


    A whole other category of medications are called selective serotonin reuptake inhibitors. SSRIs are antidepressants and work on the principle that increased serotonin from the drug will address the deficit that is apparent in both those who are depressed and those who are obese. Depressed people often overeat to balance their unnaturally low serotonin levels. People who are obese also have unnaturally low levels of serotonin. Giving the drug to correct the insufficiency may take away the need to self-medicate with food.


    Drugs in this group include sertraline (Zoloft), an anti-depressant that is also prescribed for obsessive-compulsive disorder, anxiety disorders, and bulimia. Another is topiramate (Topamax), a mood stabilizer that is used to treat seizures or prevent migraine headaches.[10] To the delight of the pharmaceutical industry, Topamax was found serendipitously to aid in weight loss. For this reason, it is now prescribed on an “off-label” basis, but it has the unpleasant side effect of making people feel listless and cognitively foggy, earning the nickname “Dopemax” by many users.


    Drugs used to block cravings have also been explored. Naltrexone (Depade; ReVia) is a powerful opiate blocker commonly prescribed to decrease cravings for alcohol or to dampen the powerful gratification experienced by addicts of opioid-based medications and street drugs. But it also seems to reduce cravings for food, especially sugar. A similar drug, sibutramine (Meridia), was hailed as a great success until it was taken off the market due to an increased risk of heart attacks and strokes associated with its use. Rimonabant (Accomplia), which blocks the endocannaboinoid system that gives marijuana smokers “the munchies,” was another promising anti-craving drug, but it too was pulled from the market due to grave safety concerns.


    In 2012, two new diet drugs were approved by the U.S. Food and Drug Administration. Lorcaserin (Belviq) boosts the serotonin levels of the brain, triggering feelings of satiety and satisfaction.[11] The manufacturer promises that people can expect to lose twenty pounds using this drug. Common side effects are headache and nausea, but more serious concerns have been listed in the fine print: Belviq can cause tumours in animals and heart-valve defects in humans. Recall that fenfluramine, a similar serotonin booster successfully used for weight loss and appetite suppression in the 1990s ,was taken off the market in 1997 due to the same heart valve concerns.[12] It’s difficult to understand why we are seeing such a drug again, especially when these drugs also have addictive potential and can cause LSD-style reactions.


    Qsymia is the other new drug approved by the FDA. It is an appetite suppressant that looks like a refurbished phentermine with Topiramate added into the mix. Concerns have been raised about this new combo drug, with claims being made that it causes everything from birth defects and suicidal thoughts to depression, poor concentration, high blood pressure, constipation, memory loss, and insomnia. These drugs carry such serious risks that the FDA initially hesitated approving these, but by May 2013 the FDA had placed both drugs under the Controlled Substances Act.


    Behavioural Therapy


    “I did therapy for years and years,” says one food addict. “My therapist and I talked about everything — my marriage, my kids, my job, while I sat there weighing at least fifty pounds more than I should have. The day I left therapy, he turned to me and said, ‘You know, you really should do something about your weight.’ How ironic that the one issue that really was killing me was totally ignored.”


    Therapy typically addresses the emotional issues that are believed to trigger eating problems. It takes many forms: individual or group counselling, classic psychoanalysis, aversion therapy, psychodrama, cognitive behavioural therapy (CBT), and incentive motivation. We expect more programs to proliferate once clinicians become familiar with the new binge eating disorder criteria found in the just released DSM V. It is also likely that as food addiction becomes more widely acknowledged, more clinicians will be drawn to serve this population of addicts.


    CBT is perhaps the most popular psychotherapeutic treatment.[13] It is used to treat both people with eating disorders and the obese, alongside the recommended dietary changes and increased exercise protocol. Techniques include goal-setting, self-monitoring, stimulus control, and behavioural “contracting” with a therapist or other person to whom one is accountable. We saw this approach with Ruthann, in Chapter 10, who contracted with her therapist to eat a specified amount each day, sometimes under her therapist’s watchful eye.


    Other components of CBT might include teaching overeaters how to identify thoughts and feelings that lead to overeating, and how to prevent or deal with setbacks. Karen, who we met in Chapter 6, learned how to recognize her trigger foods and how to circumvent her binges by incorporating distractions, affirmations, and mindful eating practices.


    Contingency management (CM) is another form of behavioural therapy specific to addiction. This type of therapy has been shown to be particularity effective for cocaine abuse. The program involves “rewarding” good behaviour. In the case of disordered eating, a person would be rewarded whenever she exhibited signs of healthy eating. Researchers at the University of Connecticut Health Center have studied CM as an option for treating obesity and suggest that it appears to be quite effective, especially among children. They recommend providing rewards not just for weight loss, but also for activities such as keeping a food diary, exercising, cooking healthy meals, and counting calories.


    Food plans are usually offered within these programs to guide problem eaters. These include a variety of foods, from healthy greens to small portions of sugary desserts. The philosophy behind CM is that by addressing disrupting emotions and correcting poor eating habits, the dynamic of disordered eating will be altered, increasing the likelihood that eating all foods can be possible. Restricting trigger foods is discouraged, since advocates of CM believe doing so increases the chance that patients will relapse back into their former pathological eating behaviours of counting calories and binging.


    While these therapeutic approaches are helpful for many, they rarely provide cures for food addicts. Karen, who is not a food addict, found peace with her bulimia so long as she continued using the tools her therapist recommended. She is proud that she is able to eat all of her favourite foods without bingeing. Ruthann, on the other hand, readily admits that despite ongoing support, she has continued to struggle throughout her life. Since her food addiction was not addressed head-on, her therapeutic advances are continually sabotaged by her food cravings.


    No amount of willpower, affirmations, planning, fear, or bribery can withstand the powerful addictive impulses. These are sparked by the sugars and starches found in the food plans of well meaning therapists. It is only when those trigger foods are restricted that the food addict has any success with these tools. Stopping the food is the first essential step towards recovery.

  


  
    

  


  
    

  


  
    


    chapter thirteen


    FIRST THINGS FIRST: STOPPING THE FOOD


    “You can’t just stop eating!” This is the familiar refrain I hear every time I take questions from audiences at my public talks on food addiction.


    “Of course not,” I say, “but you can stop eating sugar, flour, and processed foods, and you can stop drinking soda.”


    For anyone who has “stepped over the line” into an addiction, the first step in recovery is to eliminate the drug that is causing the addiction. Just as with other addictions, whether they involve alcohol, drugs, or gambling, treating food addictions requires that the addictive agents — the foods that serve as triggers — be identified and terminated. Of course, abstinence from all food is impossible and food addicts often say that whenever they eat they are taking the “tiger out of the cage.”


    The first task is to identify which foods spark the addictive pathways. Sugar leads the list. In a number of surveys of late-stage food addicts, approximately 90 percent identified sugar as the key food they had to eliminate in order to recover from their cravings and compulsive eating. Most of the food-related twelve-step fellowships that boast of long-term success recommend that members completely eliminate sugar.


    The next item on the list is usually flour. While many understand that sugar is toxic, people are less likely to identify flour, especially in its “healthy” disguises, such as whole-wheat pasta or multi-grain breads, as a danger. It seems to be the refined nature of flour itself that is the problem. Stripped of their fibrous husks, wheat, rye, and oats are all rapidly metabolized, delivering a high load of sugar and so spurring the same addictive cravings.[1]


    Some clinicians and self-appointed health specialists and researchers pinpoint wheat as being a particular problem. They claim that the gluten in wheat promotes an opiate-like response in the brain. Small wonder that many people find the savoury food items like breads, bagels, and pretzels just as addictive as their sugary fare.[2]


    Foods that are high in fat are also suspect. Scientists have found that high-fat foods, just like sugary foods, create disturbances in the dopamine and endorphin receptors of rat brains. It is not clear just how addictive fat is, since so many of the fatty foods that are believed to be addictive contain the tasty combination of fat and carbohydrates. I believe this to be a particularly potent addictive cocktail.[3]


    Some scientists believe that it is the highly processed oils in many fatty foods that are addictive. Many food addicts restrict their fat content as a result, but this is not an essential requirement for food sobriety. Indeed, the human body and brain require nutritional fat for optimal functioning. I do not think that all fats should be eliminated; it is better to be selective about which fats are eliminated. Particularly unhealthy ones, such as trans-fats and some saturated fats, should be avoided.


    Another substance that recovered food addicts avoid is salt. In the rooms of Overeaters Anonymous and other twelve-step food-related fellowships, you will often hear members talk about their addiction to sweets, breads, pastas, and also salty and crunchy “savoury” foods. Experimental animal research indicates that salt alters the same reward pathway as sugar and fat.


    There is very little clinical research available today to support our claims that food is addictive. Most studies demonstrating that sugar, fat, and salt are addictive are still in the experimental stage. Research on rats and mice, however, as well as SPECT scans of humans (which visualize active brain pathways), suggest that food is addictive. I expect that more and more research will be conducted on humans once the medical field formally acknowledges food addiction.


    The medical research community may be slow to react, but very sophisticated research is being done by the food industry, which is intent on finding the “bliss point” in each food it engineers. This is the perfect mix of salt, sugar, and fat that will make the processed food not only tasty but also irresistible. In Michael Moss’s 2013 bestseller Salt, Sugar, Fat: How the Food Giants Hooked Us, Moss wrote that the big food companies’ “relentless drive to achieve the greatest allure for the lowest possible cost has drawn them, inexorably, to these three ingredients time and time again. When we hear that the industry is keen to create ‘heavy users’ who will drive sales, we think they really mean ‘food addicts.’ As Moss writes, “If sugar is the methamphetamine of processed food ingredients, with its high-speed, blunt assault on our brains, then fat is the opiate, a smooth operator whose effects are less obvious but no less powerful.”[4]


    Food scientists spend a great deal of time creating what author David Kessler, in his 2009 book The End of Overeating: Taking Control of the Insatiable North American Appetite, calls “hyper-palatable eating.” Kessler, a pediatrician and former commissioner of the U.S. Food and Drug Administration, talks about how the food industry deliberately manipulates this triumvirate of sugar, fat, and salt, adding them to all its foods so that consumers will be compelled to buy products. He makes the comparison between the addictive products of the “Golden Triangle” — Thailand, Myanmar (Burma), and Laos — where most opiates are produced, and the addictive three substances that the food industry engineers into its products.[5]


    Unfortunately, this information is not widely accessible to the public. It is not generated through the usual research protocols nor published in academic literature. But it’s not necessary to find the neurobiological or epidemiological evidence showing the impact of these blissful concoctions. The proof is found not in statistical measures but by sales, by the success of blockbuster food items like Cheez Whiz, Cocoa Puffs, and Dr. Pepper soda.


    Another ingredient recovered food addicts recommend avoiding is caffeine. The medical profession has long recognized caffeine as an addictive drug. Doctors regularly encourage patients to moderate their caffeine intake to prevent insomnia, anxiety, stomach complaints, or palpitations. Although it would be necessary to drink about eighty cups of coffee in one day in order to receive a fatal dose of caffeine, drinking more than the recommended two cups a day will cause symptoms of caffeine intoxication and withdrawal, which includes headaches, decreased alertness, irritability, and fatigue.


    Some food addicts claim that caffeine can lower an individual’s resistance to trigger foods, leading to relapses. They also suggest avoiding the many foods that contain caffeine, such as tea, soda, chocolate, and even some medications. One tablet of an anti-inflammatory medication can have as much caffeine as a cup of tea.


    Many food addicts find that they need to stop taking artificial sweeteners, too. This includes all of them, from aspartame, saccharin, sorbitol, and sucralose, to stevia. And, yes, it even includes natural sugar substitutes like honey. Addicts have found that replacing sugar with other sweeteners does not change their weight or their cravings for sweets in the slightest. They just end up eating more, under the mistaken belief that sweeteners do not affect insulin, glucose levels, or weight. We know this is not true. A recent study has shown that artificial sweeteners do alter insulin levels, thus stimulating weight gain.[6]


    In the early days of OA, many members used diet drinks and the blue-and-pink packets of Equal and Sweet ’n’ Low, but they found they started to binge on the artificially sweetened foods. For food addicts, anything that goes in the mouth — from cough drops to sugar-free mints, from candy and chewing gum to chewable antacid or Pepto-Bismol tablets — can become a problem.


    As one OA member, who no longer uses sugar or any other sweetener, recalled: “I was using two dozen packets of artificial sweetener a day until a massage therapist, of all people, said the only way to cure a sweet tooth was by giving up anything too sweet. I was amazed when I ate unsweetened oatmeal and even yogourt and they tasted wonderful.”


    There is now science that says most laboratory animals and some humans can be addicted to artificial sweeteners. In tests with cocaine­addicted mice, the mice preferred sweetness over cocaine. Judging by my colleague, Phil Werdell’s, clinical experience, this science explains many of his clients’ problems with soda. Since 1986, he reports, he has worked with over four thousand late-stage food addicts and hundreds of self­-assessed food addicts who could not stop bingeing with the help of therapy or twelve-step programs — until they removed artificial sweeteners and caffeine completely from their diets.


    The most common problem was “diet” soda. Food addicts considered these drinks safe when they were dieting because they contained no calories. Even when the addicts practised abstinence from sugar as a part of a food addiction recovery group or food-related twelve-step fellowship, they kept drinking their diet sodas and they kept relapsing, returning to sugar. With this particular subset of late-stage food addicts, eliminating diet sodas was a part of the strategy to achieve stable food abstinence and food addiction recovery.


    The food addicts I know found their way back to recovery only when they eliminated these replacement treats. “I only became willing to give up sugar-free mints after I was reduced to lying on the floor of a public bathroom because I had such abdominal pain from the sorbitol they put in those things,” says one addict. “I was eating, not chewing, packs and packs of them every day, telling myself that they were okay because they were ‘sugar-free.’” Given the power of its addictive qualities, it is not surprising to learn that cocaine-addicted rats were found to prefer artificially sweetened water to cocaine almost 100 percent of the time.


    Phil’s Story


    Twenty-six years ago and a hundred pounds heavier, I … sought out recovered food addicts. It was suggested that I eliminate completely all my binge foods. I wrote them down: there were seventy-six. With some difficulty I abstained from them for a few days and noticed that I didn’t binge. One of my binge foods was sugar-based soda. I abstained from sugared soda by drinking artificially sweetened soda and from coffee by switching to decaffeinated coffee.


    About twelve years later, I started having trouble with diet sodas and decaf coffee. I was drinking more of them, sometimes even when I had made a commitment not to do it.


    Then, one day, I went into a grocery store and picked up a six pack of regular Coke, not diet. A recovering food addict I was with noticed and I took it back. Soon after, I started drinking whole pots of decaf coffee at every meal. I was unwilling to stop until I got some help from a recovered food addict.


    The detox was the most difficult I have had with any food, possibly because I was so clean from other addictive foods. But I am now completely convinced that I crossed over the line into physical craving for artificial sweeteners and the small amount of caffeine in decaffeinated coffee.


    While Phil’s story illustrates the power that specific ingredients can have, food addicts have also told me that the amount of food they eat can be as triggering as the food itself. Many are not able to estimate appropriate portions, since their drive to eat overpowers any true hunger and satiety signals. They experience the phenomenon of “false starvation,” whereby they misinterpret hunger for their craving for the buzz of food.


    How do you know when you are full? One person may only need two pieces of chicken to be full, whereas the food addict may find that two halves of a chicken still isn’t enough. These addicts need the discipline of using a food scale or a set of measuring cups and spoons to measure portions of food. That way, whether they feel hungry or full, they eat a predetermined amount of food each meal. It is medically necessary, but, sadly, they often face scorn and criticism when they do this in public.


    Still, despite the inconvenience of carrying around these utensils, the benefits far outweigh the problems associated with a potential for relapse if the addict is left to her faulty judgment. It is, after all, possible to binge on so-called “healthy foods,” whether carrots, celery, or even water. As one addict explained, “weighing and measuring gives me freedom.” Enjoying appropriate portions, she said “takes away the fear and the guilt about food.… It quiets the chatter and the back and forth about whether my food is too much or too little. It’s worth it.”


    Having someone prepare and serve the food may be especially useful for the food addict who has a history of anorexia.


    Detox


    Once the addictive foods have been identified, the next step is to abstain from these foods. What does abstinence mean exactly?


    Since sugar is universally identified as a major trigger, detox usually means removing any added sugar from a diet. But for some people, this may not be enough to get free from food cravings. In fact, many find that most processed foods contain too much sugar. Some find recovery only when they eat foods in which sugar is listed as the fifth (or lower) largest ingredient in the food and that the items do not include multiple forms of “hidden” sugar. This means going to the effort of reading labels and learning the different names that sugar can go by: high fructose corn syrup, dextrose, fructose, evaporated cane juice, barley malt, etc.[7]


    Eating healthy, unprocessed foods is a start, although it may still not be enough. Not all foods — even those considered healthy — are created alike. How quickly a food breaks down into sugar can be just as important as whether it contains added or hidden sugars. The glycemic index measures how quickly the food is broken down into sugar, so the higher the glycemic rating, the more sugar is present to make that food addictive.[8]


    Even fruit can be addictive. Many people find they need to abstain from fruits that contain high fructose loads, like mangoes, bananas, and cherries. This is especially true if the fibre has been removed. Juices are an excellent example of drinks that are as toxic as soda. We recommend that these be eliminated. Corn, peas, potatoes, and yams are vegetables that are also high on the glycemic index and can cause problems for some people.


    We encourage people to eat foods with a low glycemic load, such as cauliflower or broccoli. The goal is to maintain an even blood sugar level, rather than to have levels that spike up and down. This is usually accomplished through a nutritionally balanced food plan with plenty of green and brown vegetables, proteins, and fats. If you still have cravings, you should try to identify the food that is still driving the addictive cycle.


    It may come as a surprise to you that some people find they also have to eliminate dairy products, even healthier items like skim milk or yogourt. Do you ever wonder why some people really love their yogourt and cottage cheese? These contain natural sweeteners in the form of lactose and casein, which our stomach breaks down into casomorphin, an opioid peptide that some people find addictive.


    Identifying the particular trigger foods, beyond the usual culprits of sugar and high glycemic foods such as flour and fruit, can be a process of trial and error. A successful food plan must be tailored to each person’s unique history of food abuse and the severity of her food addiction. A good rule of thumb for food addicts new to recovery is to abstain from all trigger foods until cravings are removed.[9]


    The temptation to re-introduce these foods back into a food plan will emerge at some point. We live in a world populated by people who cannot fathom a diet of no flour or sugar. Food addicts will eventually be tempted to become less rigid in their eating. Personally, I have found the peer pressure of maintaining a diet free from sugar and carbohydrates to be far more daunting than the simple act of not eating them.


    Reintroducing trigger foods at any point, even after years of food sobriety, can drive an addict back into addictive eating. A simple “cheat” here and there, even the smallest nibble from someone else’s dessert plate, can reintroduce cravings that will undermine months, even years, of good behaviour. It is usually in stage two of the maintenance phase of a diet regime that most weightwatchers fall off the wagon. Most people are surprised by how quickly they return to overeating and how rapidly they regain their weight.


    Food addicts will only find recovery once they have identified all the trigger foods unique to themselves and have eliminated them from their diet. Only then can they hope for freedom from their addiction. But before reaching that place of food serenity, there is a no man’s land of withdrawal and increased cravings that all addicts must endure. Post-acute withdrawal syndrome (PAWS) will try even the most resolute amongst us.


    Withdrawal


    Withdrawal occurs once a person stops eating any addictive food.[10] Though abstaining from foods is a contentious subject in the scientific literature, there is no question that it will cause a level of discomfort that often drives addicts back to eating. Symptoms might include headaches, anxiety and irritability, feelings of being too hot or too cold, depression, sleepiness or difficulty in sleeping at all. It really depends on the addictive food. If the bag of jellybeans provided an excited rush, lethargy will follow. If the ice cream provided a numbed feeling of lassitude, then anxiety and irritability will often follow once the effect wears off.


    Feelings of deprivation, obsessions about food, and anxiety arising from unresolved trauma that was being “medicated” by the addictive foods may appear like spectres that linger, worsening before they get better. The food addict in withdrawal is like a Tibetan “hungry ghost” — an insatiable creature with a tiny throat and a bloated stomach.[11] During this period, addicts report that it is as if the addiction has a mind of its own, and that it senses the end is near. Says one food addict, “It’s weird — [it’s] like all my foods know they are going away and they make one last, desperate attempt to get back in my brain.” Another recovered food addict describes “Having this disease … it’s as if I have two people in one body.”


    It may seem that life without one’s comfort foods is simply not worth living. Even problematic eating is seen as better than feeling bereft to the point of suicidal thoughts. But others might find the symptoms so common they are not even recognizable as withdrawal. I am convinced that many people mistakenly attribute their ongoing depression and anxiety or bipolar symptoms to an inherent genetic disorder that requires medication; I think their mood disorders are actually the manifestation of the addictive cycle derived from the foods they are eating.


    Cravings are the hardest to manage. These translate into the insidious thoughts that whisper to the addict: “Have just one more as a final treat”; “I will start again tomorrow”; “I need this in order to work, sleep, take care of my kids”; “I can control myself this time.…” These addictive impulses can weaken even the most determined person.


    The good news is that detoxification isn’t a long process; it only lasts for a relatively short period — between one week and four weeks. If strong cravings last longer than a month, it might be that the food addict is still eating an unrecognized trigger food — something is still feeding the addiction, thus prolonging the withdrawal process. A person who stops eating sugar may not have eliminated all forms of sugar (as mentioned earlier, these can range from artificial sweeteners, like sucralose or dextrose, to honey, concentrated fruit juices, or the hidden sugars in ketchup, mustard, and sauces). They may need to abstain from starchy vegetables like potatoes or yams, which rapidly metabolize into sugar during digestion. Persistent cravings are often a sign that some food is still sparking off the addictive pathway.


    Cheating by having a bite here or a spoonful there is also an excellent way to suffer withdrawal in perpetuity. Withdrawal will not end if the substance is constantly being reintroduced back into the brain reward pathway.


    An excellent resource on how to detox and manage withdrawal symptoms is Dr. Avena’s Why Diets Fail (Because You’re Addicted to Sugar). This book not only presents the latest hard science on sugar addiction but also gives an eight-step plan on how to go sugar-free. It is an excellent primer to help the reader determine the foods to eat and which to avoid, along with how to navigate the obstacles that can occur in the first four difficult weeks of post-acute withdrawal from sugar addiction.


    Successful detox is not usually done alone. As with most addictions, withdrawal from food addiction is best endured with the support of others. Willpower often crumbles in the face of overpowering urges. Unfortunately, such support is rarely available.[12]


    One organization that provides help for food addicts during detoxification is ACORN Food Dependency Recovery Services.[13] A five-day residential workshop, ACORN’s Primary Intensive program is an alternative to in-patient treatment for those who do not need hospitalization or direct medical supervision. ACORN usually holds its workshops in a private home large enough to accommodate up to twelve participants. The workshop includes education about the disease of food addiction, opportunities to identify and express difficult feelings, and an introduction to the type of spiritual work offered by twelve-step, food-related fellowships.


    However, the primary purpose of the Primary Intensive program is to offer a five-day period of abstinence. Attendees learn how to eat abstinently, taking all of their meals together. Although a variety of therapeutic interventions are offered throughout the week, those dealing with issues of physical abstinence always take priority. It is necessary to attend to such issues first, because a person still caught in the loop of addictive thinking is unable to reap the benefits of any therapy or education that might otherwise be very powerful. The addictive thinking will dominate and obstruct the necessary insight and judgment required to make use of these interventions.


    Participants learn to commit themselves to a food plan that eliminates the major addictive foods, such as sugar, flour, excess fat, and caffeine. Once each participant has identified his own particular binge foods, he removes those, too, from his diet. Such foods can include anything from sugar-free chewing gum to chicken skin to popcorn. If an attendee does not already have a food plan that has worked for her, she is given a healthy eating outline, such as the one devised by author and food addict Kay Sheppard. A dietician or physician who is familiar with the food addiction platform reviews this to ensure that it supports the individual medical and nutritional needs of the attendee.


    There are other programs in the United States that provide similar forms of support. At this point in time, there are no Canadian programs that cater specifically to food addicts. I am aware of several therapists who provide counselling for food addiction in the Greater Toronto Area, and one (see Martha in Chapter 15) who offers detox support on a weekend basis. Some of the better known of the American programs include:


    
      	A six-day session at Shades of Hope in Buffalo Gap, Texas, which is often followed by a program that lasts up to forty-five days;


      	Weekend and seven-day workshops conducted by Kay Sheppard at Kay’s Place, Palm Bay, Florida;


      	The COR food recovery program, offered by The Retreat, Wayzata, Minnesota;


      	A weeklong stay at Rebecca’s House, Lake Forest, California;


      	The Intensive Program for eating disorders and food addiction at Turning Point, Tampa, Florida;


      	A two-day program at Milestones in Recovery, Cooper City, Florida.

    


    What all these programs have in common is that they help an active food addict become immediately sugar free and binge-food free. They teach clients about food addiction, and usually introduce the twelve-step program. Treatment programs generally follow the same food plan, though there may be some flexibility in how the initial abstinence is implemented.


    Some food addicts need to disengage from one substance at a time — first sugar, then flour, followed by sweeteners — while others find it easier to surrender all trouble foods at once. Some food addicts need a flexible approach, especially when it comes to what is sometimes a deal-breaker: the practice of weighing and measuring of food in restaurants or during social occasions.


    The end result is the same: those who follow the detox food plan and maintain the guidelines of no sugar, no flour, no trigger foods, and weighing and measuring foods, will likely succeed in staying abstinent. The food addiction residential treatment program offered at the Glenbeigh Psychiatric Hospital found that up to 90 percent of their patients succeeded at staying abstinent if they followed the recommended program’s Healthy Eating Plan.[14]


    Just Say No! Pitfalls to Abstinence


    Even with support, the struggle to avoid the trigger foods involves a number of obstacles that make it hard to withstand detox. It is worth listing these, since these obstacles can also undermine long-term recovery.


    Perhaps the major struggle is from within the medical community itself. Doctors and dieticians schooled on the notion that obesity is caused by a lack of self-control usually balk at the concept of abstinence. They declare that abstinence creates a sense of deprivation and will foster binge behaviours. If a person has a history of an eating disorder, they are convinced that restricting particular foods and measuring portions will firmly entrench the eating disorder pathology.[15]


    Most medical clinicians prefer to encourage people to eat all foods, including sugar, in moderation. Food addicts who present their abstinence treatment plan are often discouraged, even if their plan is working. The irony is not apparent to health professionals: Would that same clinician urging moderation of sugar insist that a crack addict learn to smoke crack in controlled amounts? Advise a cigarette smoker to cut down to just three cigarettes a day? It is the rare person who once smoked a pack a day who can gradually reduce their habit to three cigarettes a day without undue emotional strain.


    Doctors and dieticians also voice concern about the nutritional soundness of a diet that is abstinent of sugar and flour. There is a prevailing belief that a healthy diet must contain “healthy whole grains” and flour. Thankfully, most health professionals are reassured when they examine our proposed diet of green and brown vegetables, proteins, and healthy fats. They might be surprised to see that their patients could even be eating more calories, since they are not longer engaging in fasts to lose weight.


    Health professionals are especially delighted when they see the results of this food plan, which are often nothing short of miraculous. Their patients are transformed from being morbidly obese, with life-threatening conditions such as diabetes, major depression, heart disease, and serious joint problems, to becoming happier people with normal weight and negligible health concerns.


    The societal attitude toward diets in general presents another major obstacle. The term diet is usually understood as describing a temporary change in eating that is expected to last only until the end goal of weight loss or diabetic control is met. Rigidity is frowned upon; the occasional lapse into sugary, fatty foods is expected, even encouraged. “You have to relax somewhat” is the advice often offered to those unwilling to step out of their plan for the occasional snack.


    Disapproval is greatest when food addicts pull out their scales and measuring devices at local restaurants. “Aren’t you taking that too far?” “Are you still doing that?” Even food addicts flinch, second-guessing themselves, as they notice the wary glances of others at nearby tables. Yet, for the food addict, these techniques of sobriety guard against their temptation to overeat or undereat. A scale could be the difference between momentary discomfort in public and the onset of a relapse that could last for years.


    What CAN I Eat?


    “If I stop all my addictive foods, whatever will I eat? What kind of diet must I follow?”


    This is the always the second question I get from people when I speak publicly about the nature of food addiction. People crowd around the podium, acknowledging they are food addicts but puzzled as to what to do next.


    We do not recommend a specific diet. There is no temporary solution to the problem of being overweight. There are literally thousands of diets and they are, for the most part, finite programs of caloric restriction. Typically they have three stages. Stage one involves a reduction of high-fat and high-carb foods; stage two allows for a gradual re-introduction of the “problem” foods; and stage three involves a restricted, but more permissive, consumption of most foods — including the trigger foods that can stimulate compulsive eating.


    Those of you in the addiction field will be familiar with the concept of harm reduction.[16] This concept, recommended for addicts, involves trying to moderate the use of the abused substance rather than necessarily insisting on abstinence. There are clinics that provide “clean” heroin to users or teach them how to safely use the heroin they acquire; there are hostels for older alcoholics where they are permitted to drink moderate quantities and even supply alcohol to those who can’t afford it. We claim that this approach is analogous to what is advocated in the typical “diet.” The addict is taught to moderate their “drug,” whether it is alcohol, heroin, or sugar, so that he consumes quantities that are not considered dangerous for them. How harmful can a few cookies a day be? The little harm it may cause is minimal in exchange for the benefit of living normally by eating the foods that everyone else can eat.


    This reasoning does not allow for the frenetic, compulsive nature of addiction. Although there is often an acknowledgment that some foods are addictive, none of the diet literature proposes the most successful “cure” for food addiction. Instead, the notion of abstinence is considered a poor alternative to the moderation plan. Some experts even view it as pathological.


    I don’t share this view. That’s why my food plan replaces the notion of moderation with abstinence. Some foods are addictive and need to be avoided. Eating in recovery, therefore, involves more than a change in the choice of foods; it involves a more fundamental change in attitude. Our choices of food follow this philosophical shift in how we view eating.


    I believe that the diets proposed by the low-carb, or paleolithic diet communities are fairly sound. They are ideal for food addicts or anyone who would like to follow a healthy diet free of addictive foods. Most of these meal plans encourage a protein-rich, vegetable-based diet that contains a moderate amount of fat for satiety.[17] The goal of these plans is to decrease insulin spikes that drive hunger, cravings, and obesity. Similarly, the food scheme proposed in Why Diets Fail by Dr. Avena follows the same principles: Discourage all processed foods, since these contain the sugar, fat, and salt combinations that drive people to eat in unhealthy and addictive ways. If you are a food addict, you may need to alter these plans somewhat, as some allow for natural sweeteners such as honey or stevia.


    Books such as The Blood Sugar Solution 10-Day Detox Diet, by Dr. Mark Hyman, who is himself a recovered food addict, can also be helpful. His proposed detox follows the same principles of avoiding sugar, flour, and processed foods, emphasizing instead lean proteins, veggies, nuts, and seeds. In his book, Dr. Hyman also encourages the adoption of other lifestyle changes to support his food plan, such as stress reduction, exercise, nutritional supplementation, and social connection.


    The food plan listed below employs the common thread of abstinence and has been designed with food addicts in mind. We do not endorse a specific plan, since individuals have different needs according to their histories and the stage of their food addiction. Many twelve-step programs do recommend a specific plan, so that members can start from a common template. They have found that their plans have achieved the best long-term success for their members. I have included one of these plans to illustrate what a day-in-the-life of a food addict might look like.


    FAA Basic Food Plan
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            1 Grain or Starchy Vegetable


            

          

          	
            

          
        


        
          	
            

          

          	
            Men: Add 1 Fruit or 1 Grain, or 1 Starchy Vegetable
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    The daily requirement for oil is one serving for women and two servings for men, to be divided among two or three meals.


    The recommendations differ slightly, but all plans are based on the premise that sugar and flour are the trigger foods that must be avoided for lasting success. Some of these diets recommend further restrictions, such as avoiding sweeteners or weighing and measuring food intake. One of these plans may be your first crucial step towards a life free of food obsessions and the real possibility of serenity.[18]


    Slippery Abstinence


    “Slippery,” or imperfect, abstinence is better than no abstinence at all. For addicts who have stopped eating sugar and flour but find that their cravings are just too intense to resist, we suggest that they look at their diet more carefully. Cravings and slips are usually an indication that something in the food plan is still causing a trigger. Are there any new binge foods and hidden sugars? Dairy can cause relapses for some addicts but not others. Kay Sheppard, author of Food Addiction: The Body Knows, explains that the first three things to do if you are in relapse are:


    
      	check the food,


      	check the food, and …


      	check the food.

    


    We cannot stress enough that hidden food triggers are the most overlooked reason for relapses and their presence may indicate that you have not fully detoxified. Registered dietician Theresa Wright, who has helped countless food addicts, finds that many of the clients she deals with have items in their food plan that can cause “low-level cravings.”[19] She asks relapsers to ask themselves: Which specific food or foods am I overly attached to? Which food(s) am I most unwilling to give up?


    Frequent slips, or “cheating,” can also be a warning sign that addicts have not fully accepted their disease. Helpful questions:


    
      	Are you being rigorously honest about your food or are you keeping some information private?


      	Are you doing the preparatory meal planning that is necessary so that there is always abstinent food available? “Failing to plan is planning to fail,” said Winston Churchill.


      	If preparing for food becomes too bothersome, what else is taking place of your first priority to remain abstinent?


      	Have you combed through your list of what you are eating, looking again for the hidden trigger?

    


    We encourage frequent “slippers” to step up their use of recovery tools, such as making phone calls to supporters, writing in journals, reading recovery literature, or just making more time for meditation and relaxation. Writing is an especially effective technique. We suggest that people write about each of their slips. Chronicle exactly what happened, how you felt, where you went astray, and what you will do the next time if the situation repeats itself. Sharing this information with another person will help to avoid secrecy and the feeling of shame.


    I also recommend using the powerful tool that AA’s Bill W. himself discovered. I suggest that addicts help other addicts by taking them to a meeting, helping them through their twelve-step work, or just listening to them.[20] The “Big Book” of Alcoholics Anonymous states, “practical experience shows that nothing will so much insure immunity from [eating] as intensive work with other [food addicts].”[21]


    Perhaps the best technique to avoid relapsing is prevention. Learning to recognize the disruptors of recovery is crucial. These can be sneaky and can slowly erode a strong platform of sobriety if not checked. Based on my clinical experience and that of my colleague, Phil, there are no fewer than forty-five symptoms associated with relapses. Here are some examples from a popular checklist list. Do these “red flags” sound familiar to you?


    
      	Keeping food secrets;


      	Daydreaming about food;


      	Feeling impatient or exhausted or irritable;


      	Slipping into self-pity and feeling jealous about others who can eat “normally”;


      	Becoming lax on recovery routines, i.e. self care, cheating on trigger foods.

    


    Even with these recovery tools, there are people who are simply unable to practise abstinence, despite their efforts and willingness. Despite treatment, getting support, and following a careful food plan, they continually slip back and find themselves eating — each time worse than before. We recommend that these people seriously examine their priorities. Ask yourself whether you are putting “abstinence first, absolutely.” People will often avoid asking for help, letting pride stand in the way of their recovery. They won’t call when they are craving something sweet in the middle of the night. They will let a loved one talk them into eating the special treat made just for them. These small distractions are enough to throw an addict right back into the spiral of use.


    A secondary addiction may also be sparking off the food addiction. Some people are what we call “double and triple winners,” which means they have another addiction paralleling their food addiction. Common co-addictive substances are marijuana, alcohol, cocaine, prescription drugs, and diet pills. Process addictions can include co-dependency, sex and love addiction, compulsive exercising, workaholism, compulsive spending, and gambling. These can all spark off each other. After a beer the drinker craves pretzels; a win at the slot machines calls for a huge dessert. We suggest that these food addicts address their dual addictions simultaneously.


    If you are a food addict, the information in this chapter may seem daunting. The list of tempting foods to avoid can be formidable, the spectre of going through the detox unnerving. If you have managed to soldier through the three weeks of detox, there are all the hidden traps ahead that may lure you back into a relapse. You may be wondering if there is an end to this relentless struggle.


    We caution you to avoid perhaps the most insidious pitfall of all — the temptation to switch your food addiction to another addiction. Redirecting the energy of pent-up urges into another way to self-sooth the ache may initially be attractive for the relief it provides. But it keeps the food addict in a perpetual addictive loop.

  


  
    chapter fourteen


    SWITCHING ADDICTIONS


    
      “Just ’cause you got the monkey off your back doesn’t mean the circus has left town.”


      — George Carlin

    


    “My disease morphed. I stopped drinking and gained twenty-five pounds.”


    “I quit smoking and started eating like a house on fire.”


    “After I was able to quit bingeing on food, I maxed out all my credit cards. I just couldn’t stop shopping.”


    “I put down sugar, but now I drink two or three pots of coffee every day. I’ve become a caffeine junkie.”


    “After I got sober, my bulimia almost killed me … my body was screaming for the same hit.”


    We often hear these laments from addicts who have been successful in giving up their primary addiction. It is as if addiction is a multi-headed hydra: if one head doesn’t bite you, another one will; chop off one head and two more grow back.


    “My husband quit smoking,” one woman wrote on my on-line addiction forum, “and now I think he has replaced cigarettes with food. I try to make sure that he is eating a healthy diet. He has a good breakfast and I pack his lunch with nutritious foods. He doesn’t always eat everything I give him, but he is eating normally.


    “The problem starts after supper,” she continued. “He will usually leave a little on his plate, but whether he eats it all or leaves some, he always claims he is full. Within thirty minutes, sometimes less, he is looking for something to eat and will continue [doing] that until bedtime. He used to get up every thirty or forty minutes to go out for a smoke; now he gets up looking for food. It is always bad food.… I am so happy he quit [smoking], but I think he is still addicted. How can I help him?”


    This woman is right. Her husband is trading his nicotine dependency for another addictive substance. He is using food as if it were a drug to replace his nicotine cravings. The very fact that it works indicates the success of this technique. But the long-term consequences are high. The major concerns of using food as a smoking substitute is, of course, weight gain.


    The latest estimates on people who quit smoking is that they will gain approximately ten to twelve pounds. While some of this is because nicotine suppresses hunger (thus the ex-smoker initially feels more hunger, and needs to eat more often), much of the weight gain is due to compulsive overeating. Smoking also boosts the metabolism, so even if an ex-smoker quits and doesn’t eat more, she may add pounds unless she also ramps up her physical exercise. There is another factor, too. Weight gain also occurs because the bacterial flora in the gut changes from “less efficient” bacteria (Proteobacteria and Bacteroidetes) digesting food to “more efficient” bacterial flora (Firmicutes and Actinobacteria phyla) that metabolizes the food which, if it is high carb, turns to fat. Packing on these pounds can often drive a smoker back to smoking again.


    Last year I attended a conference for physicians in recovery. There were eight of us at a round dinner table, waiting for the keynote speaker to start. I noticed an elderly gentleman sipping on a cup of coffee from his own thermos bottle, another example of how one drug can substitute for another.


    The gentleman told me that his alcoholism erupted after he retired. He had carefully monitored his alcohol intake throughout his surgical career, but once he stopped working he let himself drink daily. Then he got sober and had already been sober for two years before I met him.


    He proudly attributes his sobriety to his increased intake of coffee. “Oh, yes,” his wife said, sighing, “He drinks three, sometimes four, pots of coffee a day. I don’t like it, but it is better than three or four bottles of alcohol!”


    Hearing this, the man grinned and raised his steel, twenty-ounce thermos of coffee that he carries with him everywhere.


    This physician certainly drinks a lot of coffee in a day. A sixteen-ounce cup of Starbucks brewed coffee contains 330 milligrams of caffeine, which is considered a moderate amount for one day. Heavy use is rated at 600 milligrams or more per day. It is hard to estimate how much this man drinks in a day, but you can do the math: eight ounces of black, brewed coffee contains 135 milligrams of caffeine. Decaf coffee delivers 5 milligrams; tea has 40–120 milligrams; soft drinks carry 30–70 milligrams; and the newly popular energy drinks can deliver up to one hundred milligrams of caffeine per ounce. The headache remedy Excedrin does its magic controlling migraines by supplying 60 milligrams of caffeine. My estimate is that this retired surgeon is drinking about 2,400 milligrams of caffeine a day, or more.


    Excessive caffeine consumption causes serious health problems, including insomnia, nervousness, restlessness, stomach upset, a rapid heartbeat, anxiety, and muscle tremors. Too much coffee can be fatal, though it would take drinking about eighty cups of coffee to reach that level of toxicity. While this man is probably not drinking anywhere near a fatal dose, he may be experiencing some serious physical consequences. As a physician, he knows this, I am sure, but he rationalizes his consumption, feeling that it is better to seek his boost from coffee than alcohol.


    The Power of Substitution: Sugar to Quit Crystal Meth?


    Harvey Parra is a forty-two-year-old Mexican American. He is five feet, eleven inches tall and currently sports a weight of 215 pounds. “That is muscle,” he tells me over the phone. I used to be 305 pounds and “that was not muscle!” Since I can’t see him, I ask him to describe himself. He pauses to think, then declares that he is laid-back, a man who typically wears jeans, a simple coat, and tennis shoes. He chuckles that he likes to hug people and play pranks. He is, he says, a people person, well suited to his life as a real estate broker. He loves spiritual music and is a devoted Christian who attends his church at least twice a week.


    We conduct a phone interview since Harvey lives in San Diego, several time zones away from me. Several years ago, Harvey had contacted me, telling me how he had quit sugar and changed his life. Many people have contacted me through my addictionsunplugged.com website, but Harvey stood out in my memory. His story illustrates how food can be a very seductive substitute for drugs — and even more daunting to quit. My mouth dropped when I heard how he halted his crystal meth use by substituting sugar for it. As an addiction physician, I know that crystal meth is one of the most devastating addictions to combat. “Oh yes,” he gravely assured me, “food is a much worse addiction than crystal meth.”


    Harvey’s drug use started in his childhood. He was in and out of hospital due to a bowel condition that required surgery. He was given morphine as a little boy on a regular basis. “I was a drug addict by the time I was a toddler,” he tells me ruefully. “I came to love drugs and how they made me feel.” By the time he was in high school, he had accumulated addictions to alcohol, cocaine, and crystal meth. In his mid-twenties, he finally sought residential treatment for his hard-core addictions and was successful in getting off the drugs. He stopped alcohol, cocaine, and crystal meth cold turkey. But he ate instead. And ate, and ate. “That’s how I quit drugs,” he explained, “I used food as my substitute.”


    Alarmed about his resulting weight gain, Harvey attempted to change his diet. He scoured the Internet and discovered the Atkins program. To his delight, he lost his one third of his weight by diligently following that food plan, dropping from 305 pounds to 207 pounds in the space of two years.


    “Life was going well,” he confided to me over the phone, “except that I was still secretly obsessed with drugs. I was dry,” he sighed.


    Dry is a term that addicts often use for the “white-knuckling” feeling that a person who is still hankering for his drug experiences while actively trying to hold back his urges. Usually, it is just a matter of time before the addict gives in again.


    Eventually, the inevitable happened: Seven years later, after an unhappy divorce, Harvey relapsed. He started to use crystal meth, cocaine, and food. In a panic, he struggled to control all three addictions, but it was another eight years before he regained his sobriety. Throughout, he had fits and starts of trying to stop drugs (three months clean, only to start again) and trying to get back on the Atkins diet so that he would not regain his weight. Mystified, he could not understand why anything he did only worked for three months. And he was getting tired of counsellors and friends telling him not to worry about his eating, as long as the drug use stopped. He knew that more was needed, but he could not determine what.


    Then the penny dropped. In December 2010, after stopping his drug use one more time, he decided to focus his efforts on changing his food choices. He hunted for a solution to his eating problem online: Was there a way he could tweak his Atkins program? He stumbled upon online communities of low-carb dieters and read that many of their programs encouraged the novice to start a new food plan by cutting out sugar, flour, and grains, at least for the first few months. He decided to try this more drastic approach, what he called “Atkins on steroids,” reckoning that in the past, while he had cut down his carbs, he had still included modest amounts of bread and other grains. This time, he kept his carb content to the first stage of the Atkins program — which allows twenty to thirty grams of carbs a day. Typically, a person following Atkins can “graduate” to higher levels of carbs after a few months, but he did not budge from the first stage.


    “It was hard, Dr. Vera,” he admitted. “I had to call upon my personal relationship with Christ, get a one-on-one talk with him, be still, listen to his support, his advice, his encouraging words.” He attributes his spiritual relationship as giving him the necessary support to get through the withdrawal from both his drugs and his food.


    The first few months were tough going, he conceded, and it was the food more than the drugs that beckoned to him. “I discovered that whenever I stopped using drugs,” he said, “the itch, the beast, that wanted me to use crystal meth, would come back after three months, but the beast in me that wanted to eat sugar would be back in three days.” It was a relentless itch, a hunger, a void that demanded to be filled. Using his spiritual tools as well as online videos and support blogs (especially the well-known blogs of Jimmy Moore and Kent Alinate), he got through those first months without relapsing to drugs or food.


    Harvey realized that the major difference between his previous temporary success at achieving sobriety and his current success was that now he was no longer eating any sugar and grains. He refused to reintroduce these, even moderately, at the three month mark as per the Atkins’s protocol. To his surprise, he learned not only did the sugar cravings subside, so did his residual longing for his drugs. It dawned on him that in his past sobriety attempts he must have been inadvertently feeding the addiction to sugar, which in turn “kept the meth and cocaine buzz alive.”


    This insight was pivotal to his success at remaining sober and resisting all his addictions. Before this, as an evangelical Christian, he had always interpreted his struggles with addiction as a kind of spiritual warfare, wrestling with the obstinate diabolical part within himself that wanted to keep using. Now, he understood that his addiction was physical, not spiritual; there was something bio-chemical that kept triggering and keeping alive the addictive impulse. Once that was quelled, the addictive impulse would subside. This was not the devil — this was sugar and flour and grains (basically, the simple carbs that metabolized to sugar within minutes).


    Since then, Harvey has still had thoughts of using, but he is able to manage these. He gets them mostly when he is hungry or stressed, and estimates that these cravings now feel like a four out of ten, in terms of strength, rather than the ten out of ten ones he experienced in the past.


    He admits that he has slipped a few times in the last two years, but each time he has been able to stop before any of his addictions have had a chance to take over. Once, after a breakup with his girlfriend, he confesses that he drove straight to a McDonald’s and promptly ordered a soda and burgers. As he wolfed the food down, he could feel the same guilt overwhelming him that he had had with drug relapses of the past. But this time, he knew what he had to do — stop the food.


    I ask him what kind of supports he relies on to help him in the face of the multiple temptations that bombard him daily. He is silent and then discloses that he does feel lonely. “Friends and family want to be supportive 100 percent,” he acknowledges quickly, “but they [have] addictions themselves.” I could almost feel him shaking his head. “People,” he said bemusedly, “have no idea how addicted they are, they have not been off it [junk food] for long enough … they have no idea.” In fact, he sees himself as the light, the example, sometimes he is even the guilt-inspiring reminder that they are not eating healthy. “They want to see but they don’t want to.”


    Harvey notes that he is the only member of his family who is not on medications for diabetes, high cholesterol, or depression. He is convinced that poor diet is a major contributor to most of these chronic illnesses. His voice becomes passionate as he claims, “You don’t need to see a psychiatrist for depression, … it is because of the way you eat, the addiction you are caught up in.… I can say this because I was into it.… It all goes back to the way you eat.” He, on the other hand, has never felt better. He feels stronger, more creative, more lucid. Overall, he feels more able to withstand the trials and tribulations of life than ever before.


    I ask Harvey why he does not go to a twelve-step program, conjecturing that he might find support there. Yes, I can sense he is nodding thoughtfully at his phone, sipping on a glass of water (he usually doesn’t eat until later in the afternoon). He is aware of twelve-step programs but feels that his own faith provides him with similar guidance and nurture. Harvey has found another successful way to find food sobriety and serenity.


    Ultimately, Harvey believes (like most twelve-step programs) that lasting sobriety comes from a sound spiritual base. “I think that if you don’t have a spiritual connection with God, you will have to fill the void in you with something … with sex, toys, more homes…. We all have a void and that is why we fill it with X.… [I]f you have a relationship with God, you can always fill it with the right things.”


    And Harvey isn’t really alone. He now has the support of his bright seventeen-year-old son, Nile. His son recently followed his father’s food plan and was equally thrilled with the results he got. So much so that Nile is determined to become a nutritionist in order to help his father teach others.


    It is Harvey’s mission to change the way people think about their eating. He carries pamphlets of his diet plan with him to hand out to people who are impressed with his crystal meth recovery or his profound weight loss. He is burning to change the way addiction counsellors treat diet, dismissing its importance when it was so clearly related to good mental health. Harvey is sure that eventually people in the treatment industry will come to realize what he and so many of us have had to learn the hard way: These addictions are related and all addictions — food addiction included — have to be addressed in order to find sustainable sobriety. Harvey foresees that one day there will be “sugar-free” rehab programs that will treat addicts who are tempted to switch their addiction to food. “This is why, Dr. Vera,” he confides, “I wanted to do this interview. And you can use my real name. This is important.” Harvey wants to be on the vanguard of a life-saving revolution.


    How to Stop the Bouncing Ball


    The brain chemistry that drives the addict to seek pleasure beyond the point of satiety is similar, whether the user favours Jack Daniels or Jack-in-the-Box. So what’s an addict to do? Is it possible that, even after years of working at treating one’s primary addiction, one is never safe from this monster disease?


    Yes, this is often true, but I have good news: there is hope.


    First, just knowing that you are at risk is enormously helpful. The scientific understanding and cultural acceptance of addiction as a disease that exists today can help an individual resist trading one addiction for another. Unlike the unknowing early members of Alcoholics Anonymous, who suggested that eating sweets was the best way to treat the craving for booze, we now know where that can lead — right to the nearest Sugar Mountain aisle.[1]


    “As an alcoholic and a food addict, I got really resentful at AA members who told me to have ice cream whenever I wanted to drink,” says a woman in recovery. “They just didn’t get it.”


    These well-intentioned old-timers were counselling newer members to disregard out-of-control eating and weight gain because they were lesser evils. Food, they said, would not do the same destructive damage that their previous drug did. And they were right: switching an addiction from alcohol to sugar is an effective short-term strategy for giving up alcohol … until the long-term consequences kick in.


    Many members of Overeaters Anonymous and Food Addicts Anonymous, in fact, have come to these fellowships after many years of sobriety from alcohol. They have finally recognized that their addictive impulses merely shifted. They have realized that they are reacting to food just as they reacted to alcohol or other drugs, with little or no control. And the consequences are just as potentially deadly.


    For such cross-addicted persons, I believe it is best to eventually stop all their addictions.[2] Doing so forces the addict to treat the addictive impulse rather than merely transferring it from one substance to another. How can this be done?


    One reasonable and perhaps less difficult approach for a cross- addicted person is the elimination of the drugs in a step-by-step fashion. According to the collective experience of thousands of recovered addicts, this approach can be successful.


    “I tell the people I mentor to give up their drugs in the order in which they will kill them,” says one former addict. “I talk to them about which one seems most out-of-control. Are they more obsessed with bingeing or getting drunk? With drinking coffee or shopping online?”


    Addicts who are truly being honest with themselves will know the answer, even if they are uncomfortable with giving up their preferred addiction.


    On the other hand, some addicts find success by going cold turkey, giving up the cigarettes, the booze, and the candy bars all at once. Granted, this route is difficult and, like the road to hell, littered with the bodies of those with great intentions. But many claim that this is the best approach, since it shuts down the addictive cycle that feeds the relentless cravings. The tapering process merely prolongs the pain of cravings, which transfer from one substance to another until all the various drugs are eliminated. Alternatively, abrupt cessation halts the addiction in its tracks. The drug is gone and the brain receptors that feed the cravings reduce to normalcy within a few weeks.


    Beware of substitution that occurs within food groups. It was common among late-stage food addicts who participated in residential treatment programs to rigorously eliminate sugar only to discover their addiction had switched to bread, pasta, or some other dish made with no sugar but lots of flour. Food addicts switch foods just as drug addicts switch from pot to crystal meth or cocaine to prescription drugs.


    That is why food addiction programs (such as ACORN’s five-day Intensive) and some of the food-related twelve-step fellowships recommend “no sugar, no flour, no alcohol” food plans. Some suggest detoxing from all grains and carbohydrates as well as sugar. The amount of food is also monitored, since large volumes of any food can produce that elusive feeling of “ease and comfort” described in Alcoholics Anonymous. As one food addict says, “I could binge on cottage cheese, tuna fish or salad, and other ‘diet’ foods almost as much as junk food as long as I could get a lot of it.”


    Another favourite recovery technique is to use the active addictive cycle to your advantage. “Positive addiction” to healthy behaviours can serve as a replacement for nicotine, booze, or trigger foods. In his signature 1976 book Positive Addiction, author William Glasser explains that this can actually be a good way to switch addictions.[3] Think of the food addict who converts to healthy eating and begins running five miles a day or the recovering alcoholic who vigorously knits scarves through every AA meeting. These people have found substitutes for their addictions that are healthier and can build self-esteem rather than destroy it.


    Glassser was an early proponent of re-channeling negative energy, redirecting the efforts an addict would have formerly put into finding the next fix into pursuing life-enhancing pastimes, such as meditation, yoga, or hobbies. “Positive addictions … take [addicts] out of the whirl of self-centered thinking that is so typical of someone caught up in a negative addiction,” wrote Glasser. Replacing an addiction with twelve-step meetings is another common form of positive addiction. Many newcomers to AA will say that they are addicted to AA. Is that so bad?


    There are dissenters who believe so. Professionals at recoveryconnection.org, an online source for drug and alcohol treatment resources, worry that this approach is counterproductive. According to the Recovery Connection web site, “An addict can turn almost anything into an addiction [by using] maladaptive thinking. Everyone self-medicates to some extent; however, when someone suffers from [addiction], he or she will self-medicate in a destructive way. Believe it or not, addicts can even become addicted to recovery!”


    According to an article on the Recovery Connection website, switching addictions, even to something as healthy as exercising, is unhealthy:


    
      Participating in the same behaviors and thoughts when not using the drug of choice is still unhealthy. The addict is still vulnerable to becoming addicted to something else although no longer using drugs and alcohol [or food]. It is important for addicts to stay vigilant of maladaptive thinking patterns and behaviors, which can easily turn the most mundane activity into an addiction.

    


    Going to multiple meetings, especially to address each new addiction that rears its head, can lead a person to Alcoholics Anonymous one night, Cocaine Anonymous another night, and Gamblers Anonymous and Food Addiction Anonymous on other nights. Following the “bouncing ball” can trap a person into focusing only on the addictive substances or behaviours, rather than changing the behaviours and thinking that drive the process of addiction itself. It can mean focusing too much on the “problem” of the addiction, rather than the “solution,” which means using the tools and techniques of recovery. The latter must ultimately change to nullify the addictive impulses. Addiction is the disease, while excessive drinking, drug use, eating, spending, even excessive indulgence in recovery activities, are only the symptoms.


    Addicts are urged to identify their maladaptive coping skills and spend their time learning new, healthier coping skills rather than chasing “positive” addictions. “Healthy coping involves learning how to manage uncomfortable emotions without looking for instant gratification to change an unwanted emotion.”


    Tony is an articulate recovering drug addict from Canada who found his recovery in the rooms of AA. He describes the phenomenon of “switched addictions,” which he sees when addicts, after successfully breaking free of their primary addiction, find themselves directing the same obsessive energy and blind effort into so-called “good” behaviours. He claims that these new behaviours become obsessions to mask emotional pain and avoid the real issues. He fears that addicts who switch their addictions will find that their new behaviours block them from “finding serenity and complete recovery.”


    Tony lists three of the most frequent targets of “switched addiction” that he has observed. The first is the most socially sanctioned addiction of all: work. Addicts often devote themselves to working in the same hell-bent way they practised their addiction. They are still full of delusions and denial, and exhibit the same lack of control that characterizes their primary addiction.


    The second is religion, another frequent, and socially sanctioned, addiction. Encouraged to seek a “Higher Power,” many addicts become religious zealots, practising their “re-born” faith with an all-consuming obsession that actually harms them.


    Perhaps the most common switched addiction, though, according to Tony, is an obsession with their twelve-step program or support group. The addict attends several meetings each day, espousing the principles, and quoting AA’s “Big Book” like a preacher haranguing the masses. There is a complete loss of balance when life becomes focused on the fellowship or program to the exclusion of all else. Relationships are restricted to family and members of the group, while outsiders are pushed away. While this may be necessary in the first stages of recovery from acute addiction, it is generally not useful when it intrudes on the actions that are required to return to life, work, and family as a sober person in recovery.


    From the relentlessness of the pursuit of a new addiction to replace the previous one, it is clear that stopping the problem food is only the first step in the recovery process. Take away the food and the hunger remains.… Now what? In order to prevent the phenomenon of switched addictions, more work needs to be done. This is the difference between being what’s known as a “wet drunk” and a “dry drunk.” The dry drunk has put down her drug and so is no longer “wet.” However, she is still a drunk, with all the behaviours and maladapted attitudes that will lead her into another addiction, or possibly into a relapse back to her primary addiction.


    “I was suffering from untreated alcoholism, even though I was sober,” says Teresa L. “I was sleeping around, spending money like crazy, and behaving worse than I did when I was drinking. Just staying off the booze did not take care of the real problem, which was me.”


    Once the drug was put away, Teresa needed to work on dealing with her real problems, which were her self-destructives ways of coping with life.


    “I hadn’t had a drink for more than twenty years,” says Fred, another addict from New England, “but I was ready to either drink or put a gun to my head. I sure wasn’t happy.” Fred says he never really enjoyed any peace of mind until he began working on his attitude, his way of looking at life.


    These people, like so many, required an attitude adjustment if they were to find serenity or peace of mind. Most will achieve this serenity once they have begun to the crucial coping skills like admitting wrongdoing, forgiving others and learning to tolerate the trials and tribulations of life, what is known as “life on life’s terms” with equanimity.


    It is this type of therapeutic work that makes the difference between having food abstinence, where the trigger foods are eliminated but the person is still craving, and food serenity, where the need for food, or anything else, has dissipated in the face of other, more fulfilling experiences.


    Want to stay clear of the trigger foods and be happy too? The last chapter of this book will address how to achieve this, what we believe are the key ingredients to a good life once the food has been shelved. We will meet some people who have crossed that great divide between food addiction and food serenity and hear how they found peace of mind. They will show you how freedom from food addiction tastes really great.


    


    

  


  
    

  


  
    

  


  
    


    chapter fifteen


    FREEDOM TASTES GREAT! — FINDING FOOD SERENITY


    Alcoholics Anonymous did not begin when Bill Wilson got sober. It began when Wilson met Bob Smith and the two shared their stories.[1] Like so many other people struggling with addiction, Bill Wilson was very good at getting sober; the problem was staying sober. It’s hard to face life “stark raving abstinent.” Put down your drug, and then what? How does one face the night without that trusted friend: the tub of ice cream or the box of jelly doughnuts? All the emotions, from self-loathing to boredom, crowd in, making sobriety a miserable experience. And after addicts have completed detox, when these feelings are most intense, they are left with their feelings and no drug to placate their pain.


    When Bill picked up the phone on that fateful night, which historians claim spawned AA, he was struggling with sobriety in its most painfully raw form. He understood that he could not stay sober without help. Although he knew that drinking was not the answer to his turmoil, his need to relieve his pain was overwhelming. One day, he called another alcoholic who would sympathize with his irrational desire to drink again. Dr. Bob, who would become his fellow co-founder of the largest self-help movement of the twentieth century, answered the phone. He listened, but did not know what to say to relieve Bill’s anguish. To the amazement of them both, that was not necessary. For Bill to stay sober that night, it was enough that he talked to someone who understood.


    Without a support system, it’s virtually impossible for recovering food addicts to live without their drug. Once the cravings are ignited, the limbic reward pathway overpowers reason and willpower. It is a simple neurobiological fact and our ability to suppress it is limited. Our best intentions inevitably erode in the face of persistent cravings. We call this “frontal lobe fatigue” or “ego depletion.” We believe that an addict without support is an addict waiting for a relapse to happen.


    Support can come from one’s church, the community, a counsellor, a self-help group, or a treatment centre. Any of these can be helpful, so long as the support is consistent. Since early recovery is fraught with endless cravings, continuous encouragement can help addicts get through the days and nights. However, given the resistance among medical professionals to accept food addiction as a real disease, it can be tough for food addicts to get that kind of intense help. Even the simplest information about the disorder is not widely disseminated. Most well-intentioned doctors or pastors or psychotherapists have no idea how high-maintenance early sobriety can be.


    We strongly encourage addicts to get involved with peer support programs, where help can be available round the clock. For those who are willing to try a twelve-step program, there are daily meetings in most towns and cities.[2] If there are no food-related meetings nearby, there are AA, Al-Anon., or Narcotics Anonymous (NA) meetings. Any group that uses the twelve-step program will do. The more meetings a person can attend in early recovery, the better.


    When people complain about the frequency of meetings, I remind them that going to meetings is like taking daily medication. Like most medications, the personal connection tends to have a half-life of only one to three days. This is why the traditional medical treatment, involving weekly therapy sessions, is often insufficient to sustain recovery from addiction. Food triggers are a daily temptation, often felt on a minute-to-minute basis. There are few therapists who offer this kind of support, but twelve-step programs provide multiple phone or email contacts, texting, and both on-line and live meetings, 24/7. Many members are willing to provide their phone numbers to struggling newcomers. “Vigilance is the price of liberty,” one philosopher noted; frequent meetings and the support of peers help addicts recognize and deal with the danger of recurring food cravings.


    Peer groups are also familiar with the feelings of shame that can stop food addicts from admitting they have a problem. Most food addicts practise their addiction in isolation, filled with self-loathing about the quantities they have eaten or even how they have eaten. In popular culture, the image of a person with their face stuck in an ice cream bucket is an object of amused contempt.


    It is for this reason that sharing stories from the podium is at the heart of every twelve-step meeting. Most food addicts are too embarrassed to admit to their weakness unless they can find someone else who has experienced the same humiliation. When they hear the stories of others, they are reassured that they are not alone in their mortifying struggle. This reassurance appears to be the key to recovery.


    The graphic details of someone else’s story can also be instructive. Addicts are able to cut through their own denial when they hear how one person gained fifteen pounds over the course of a binge or how another got arrested for stealing not jewellery or money but candy. While these kinds of stories help them see the gravity of their disease, they also illustrate something entirely new for those struggling to rid themselves of their addictions — people who are willing to share the stories of their disorders but are now living in recovery. They show that there is hope. The cravings eventually pass, the obsession lifts, their weight can become stable.


    Esther: Ingredients of Food Serenity


    Esther is a fiery, dynamic woman with an infectious laugh who speaks quickly and with emphasis: a woman of action. From her home in Iceland, she once taught opera singing and even gave lessons to Jónsi Birgisson, the famous voice of Iceland rock band Sigur Rós. Yet for years Esther was secretly miserable.


    She was forty-eight years old when she experienced the moment of relief that changed her life. “I finally felt that I was home,” she told me, recalling the day she walked into her peer support meeting. “I could see recovery in their eyes and in their bodies. They had found a solution.” She knew she needed this community to consolidate her own recovery.


    It wasn’t about losing weight. Esther already knew how to lose weight. At five feet, five inches, she was a wiry woman who had been a normal weight for most of her life. Her problem was a persistent obsession with food that robbed her of peace of mind. Although she was thin when she walked into these first meetings, she was depressed to the point of contemplating suicide. What good was being thin if she felt this way? She knew her low weight was temporary anyway. Soon, she would end up bingeing to cope with her depression, and would gain back the weight. Then she would doggedly start some new regime to lose it again.


    Esther had developed a lifestyle based on this endless cycle of weight gain and loss. It started when she was fourteen and had continued into her thirties. Whenever her weight started to creep up, she would go on extended fasts followed by periodic binges. At one time, she adopted a nutritional plan that allowed her to eat only powdered supplements, adding only one “real” meal once a week for three months. She lost weight but, as always, ended up bingeing until she gained back the entire sixty-seven kilos she had lost while on the diet. Esther was despondent. She had no idea how to break this cycle and knew no one else who seemed to struggle the same way or who might understand.


    Esther attended meetings held by a number of peer support groups. She wanted to hear what it would be like to live without this life-consuming obsession. Was it possible? In her first group, she heard members talking a great deal about their bingeing although few had any solution to their problem. Many of them bemoaned how they were unable to control themselves. Despite going to these meetings, Esther continued her pattern of fasting, or restricting her food intake, alternating these with periodic binges where she ate everything in sight. Finally, she realized that she needed to find a different support group made up of people who had found the recovery that she wanted. Happily, after searching various meetings, she found the one that “spoke” to her.


    There are a number of community peer groups for food addiction. Overeaters Anonymous (OA), Food Addicts in Recovery Anonymous (FA), Compulsive Eaters Anonymous HOW (CEA-HOW), Food Addicts Anonymous (FAA), and Grey-Sheeters Anonymous (GSA) are the best-known twelve-step fellowships. These groups differ in certain aspects, but they all stress abstinence from certain foods or certain food behaviours as a fundamental requirement for recovery. If you include the three sub-groups within OA, there are at last count nine different fellowships where an addict can find help and support for food addiction recovery using a twelve-step model.[3]


    Each fellowship defines the issue slightly differently and not all fellowships have the same success rate. Internal surveys reveal that upwards of 50 percent of the members of one particular fellowship are not yet physically abstinent. In fact, there are many groups within this fellowship where no one can claim physical recovery. These groups usually emphasize strengthening an individual’s spiritual shortfalls rather than expecting their members to become abstinent. Some refer to these members as having “fat serenity.” Several identify addiction to food as the key problem; others describe their struggle with “compulsive overeating.” (This focus invites normal eaters and people with psychologically based eating disorders to join their groups.)


    To Esther, finding a group that identified the problem as food addiction was crucial. Among one group’s members, she found people who had transformed the experience of painfully restricting food into a comfortable attitude around food. Esther took on a sponsor, a person “who had what she wanted,” and mimicked that person’s sobriety. She stopped eating sugar and flour and began weighing and measuring her meals.[4]


    She “committed her foods,” which meant that she told her sponsor what she planned to eat each day. This felt odd at first, but she saw its value: because food is necessary to survive, she needed to confront the “battle lines” of her urges to overeat on a meal-to-meal basis. Taking both the choice and quantity of what she ate out of her hands when she was most vulnerable was a relief. Those dangerous times, like when preparing a meal — when slips could turn into ugly binges — were controlled from the start.


    She told her family and friends that she planned to stop eating specific foods and asked them not to insist that she eat simply because she was already skinny and could “afford it.” She knew that the most well-meaning person can unwittingly push a person back into an addictive spiral that may never lead back to sobriety. The graduation buffet, the new recipe, the birthday treat — just one taste can lead to a night of gorging followed by profound disappointment. “Every granny is a pusher,” is a phrase often used in recovery circle.


    Esther knew that she had to follow her new regime to maintain her sobriety. To this day, she still calls a sponsor or someone else in recovery on a daily basis. Following spiritual practices such as yoga or meditation, as well as spiritual readings in the mornings, helps ingrain recovery “one day at a time.”


    Every day, addicts of every kind must make the decision to remain abstinent from their drug and engage in practices that reinforce that decision. It is important to recognize that our limbic system has an attention span of only a few minutes. It is governed by intrinsic memory, which is composed of emotions that occur in the moment, not instructive concepts on how to eat “properly” that were learned a week ago.


    Memories such as yesterday’s resolve to be abstinent are not prominent in this part of the brain, unlike memories of the euphoric anticipation of a muffin slathered with cream. Go outside of your home and observe all the food triggers — they’re ubiquitous. Walk through a mall and you’re accosted with the pungent aroma of doughnuts. Walk into a coffee shop and smell the melting cheese on a toasted bagel. Have you ever noticed that you start to salivate and your stomach begins grumbling? Hunger has replaced the preoccupation of the moment before. Intrinsic memories of the last time you ate toast or a muffin are temptations that tease your subconscious. For the addict, there is no first day, first year or first ten years of struggle with these pesky cravings. There is only today.


    Esther knew that another key ingredient to long-term sobriety was a commitment to stable mental health. She could see that her depression or anxiety led to a desire to self-medicate with food. She did not want to take a chance on having one latte that might perk her up but could provoke a whole cycle of addiction. She came to see that her twelve-step program was designed to help her work through resentments, jealousies, or any other emotional disturbances that could threaten sobriety. Although it took three years to come to a place where she felt comfortable with herself and her food plan, Esther has maintained a steady weight of sixty-eight kilograms and has not binged since joining this particular community. Over the past decade she has struggled with many issues, but food obsession is not one of them.


    Three years into her recovery, Esther felt ready to share her story with others. In 2006, she started a private practice for food addicts offering private sessions, seminars, and group therapy. Located in Reykjavik, Iceland’s capital city, MFM Matarfíknarmiðstöðin (MFM Food Addiction Center) is an out-patient recovery program that has treated more than two thousand food addicts since it opened. She feels that her work has been integral to her recovery.


    The Spiritual Challenge of Abstinence


    I mentioned at the beginning of this chapter that in those first years of Alcoholics Anonymous, Bill W. and Dr. Bob discovered that a key ingredient of success was their willingness to help other alcoholics. Doing service for the benefit of another addict is seen as being one of the most important ingredients towards staying sober from any addiction. However, the single most important tool towards lasting success seems to be having a relationship with a higher power. This, unfortunately, is also the biggest obstacle for many with respect to attending one of the twelve-step groups.


    The emphasis on spirituality is what often turns people away at the front doors of a twelve-step meeting. When I have recommended such programs, many people respond, “I don’t believe in God or a higher power or all that spiritual stuff.” Yet the spiritual dimension of the twelve-step fellowships is the single biggest reason members claim they are able to remain abstinent over the long term. Recovered addicts will say that eventually they had to succumb to some kind of belief in something outside of themselves. They had to trust there was a power to help them stop killing themselves with food. Time and again, they saw that they could not succeed by relying on their own willpower. Eventually, a personal crisis, shifting priorities, a difficult social situation, or even boredom would take over and before they knew it, they would be bingeing again. To avoid that, they found that they needed support, they needed to believe in something.[5]


    Many twelve-step members use the word God as a kind of shorthand for the “higher power” that helped them when their own resources were not sufficient. However, the twelve-step program does not stress God or religion; instead, it emphasizes spirituality. The fellowship is essentially agnostic in nature and has been able to welcome everyone from atheists to fundamentalists (see Chapter 4, “We Agnostics,” in Alcoholics Anonymous). Spiritual, not religious, their goal is to only fill the void that eliminating food has left behind with comfort, grace, and hope.


    For the recovering food addict, a spiritual practice can mean something as simple as “surrendering your food” to a sponsor — that is, calling the sponsor every morning to outline what you are planning to eat that day. Or, it might mean taking time each day for meditation or to read something spiritual in nature. It might mean doing voluntary service in the peer group or the community. Members are encouraged to adopt a practice of asking for help with both abstinence and life events each morning, and saying “thank you” for managing to stay abstinent at the end of each day. A person does not have to believe in God for this practice to be effective.


    Martha: Freedom Tastes Great!


    “Gratitude,” Martha says, looking at me with tears wet on her cheeks. Holding her hands to her face as if in supplication, she says, “I live in a constant state of gratitude. I am grateful for my health. I can garden now. I can walk my dog. I can work.”


    I am sitting at a large kitchen table in Martha’s farmhouse. There is a big black dog lying on its side in the small cold room separating the kitchen from the doorway. I am typing on my laptop as Martha speaks, stirring her tea.


    Martha is a sixty-year-old woman who can boast over twenty-five years of food sobriety. She stands five feet, two inches and her current weight is 135 pounds, giving her a BMI just shy of twenty-five. This places her in the “normal” category, a standing that is in stark contrast with that of twenty-five years ago when she reached her top weight of 245 pounds. At that time she would have been classified as morbidly obese.[6] She has been abstinent from sugar and flour since 1988.


    I learned about Martha from a colleague who had told me about a therapist who worked with food addicts. That caught my interest — there was someone who actually treated people with food addictions? That therapist was Martha. She had introduced my colleague to a group of other food addicts, many of whom had achieved long-term recovery. I was especially eager to meet Martha when she said that she had maintained her weight loss for years and was happy. The two just didn’t seem to go hand-in-hand with most of the people I was meeting at that time.


    I drove ninety minutes west of Toronto into rural farmland to visit Martha. Her office is on the first floor of a red-brick farmhouse that sits just outside the sleepy town of Hagersville. I remembered this town because of its notoriety several years ago when a huge stack of tires in the local dump caught fire. The smoke had smouldered for weeks, with dark clouds of dust drifting for miles into neighbouring cities. It had been the source of alarm for environmentalists and the focus of regular television clips.


    Martha has a steady private practice, with clients who drive in from Windsor, London, and Hamilton to see her. Along with her one-on-one therapy, she runs food addiction and trauma groups as well as after-care meetings on weekends. For those, clients will often come early to spend the night in her large house before the group starts the next day. She has even hosted noted food addiction therapist Kay Sheppard from the United States on several occasions. She and another long-term food addict also maintain a twelve-step peer support group of food addicts.


    Martha is a pleasant woman with bright eyes and an easy grin. Wearing a sleeveless print shirt, navy shorts, and light blue flip-flops, she exudes energy — I have seen her bound up stairs, carrying a box of kitchen utensils in one hand and two stacking chairs in the other. Leaning forward enthusiastically, she tells her story.


    Her earliest memory is climbing onto the counter in the family kitchen at the age of four. She yanked out the cake supplies — the brown sugar, chocolate chips, and the flour, and ate everything at once. “I was already lying about my food,” she says. “I stole money from my father for candy.”


    In grade school, she was the chubbiest kid in her class. This was during the sixties, she reminds me, when childhood obesity was unusual. Most kids were lean and ran through the schoolyard without a thought. Not her. She was teased mercilessly and would instead run home crying. Her doctor put her on diet pills, which worked — until she stopped taking them.


    She abhorred diets. She remembers an aunt who would not let her eat her candy until the hour before she was leaving to go home. “If I was good,” Martha recalls, “she gave me one cookie! It was hell! I always wanted more!”


    During her college years, she took to drinking alcohol as well as eating even more compulsively. She found a neighbour who ate like she did and they became “binge buddies,” going out together to buffets and sharing baked goods.


    After finishing school, she became a teacher of home economics, which meant that she could taste her students’ food projects. Later, she worked in the restaurant industry, developing menus and taste-testing new recipes on a daily basis. Food became her life. Her weight soared and she reached nearly 250 pounds as she binged and drank her way through her twenties and early thirties.


    Having watched her father die of alcoholism, Martha feared she was heading in the same direction until, sometime in the mid-1980s, she heard about AA and decided to stop drinking. After that, she ate even more. Gradually, she started to see that her eating was just as out-of-control as her drinking had been. When someone in an AA meeting admitted they also went to OA, Martha knew what she had to do next.


    It was in the OA meetings that she heard about other people who obsessed about their food the way she did. They also ate too much, ate in secret, stole food. Even when they were sick of what they were eating, they ate. Martha could relate to almost every “share” she heard.


    While at the meetings, she learned the techniques that some members were using to manage their weight. She liked to eat “male-sized” portions instead of the recommended smaller, “female-sized” portions because they made her feel more satisfied. She would run for hours to control her weight so she could accommodate her larger portions and the occasional slips from her rigid diet. At OA, however, Martha learned that some people purged and used laxatives to control their weight.


    Ruefully, she admits, “I did not hear the recovery in the messages of the people sharing. Instead, I learned how to vomit and how many laxatives I would need to lose weight.” New tools in hand, Martha was able to reduce her weight to 107 pounds. Ironically, she developed anorexia while in OA.


    Her sponsor finally intervened and told Martha that being thin did not mean she was healthy. Her eating behaviour, her focus on food and weight, and her irritability and unhappy moods were all signs of an unhealthy program. But what could Martha do? Were there only two choices? Gaining weight again or being thin and miserable? Luckily for her, she found the book that would change her life. One day, a contact at work asked her to review a book called Food Addiction: The Body Knows, by Kay Sheppard. It literally changed her life.


    Sheppard’s book told her she had a food addiction. She realized that sugar and flour were problems for her; whenever she ate them she could not stop. She had a hunch that she was “addicted,” because she recognized that the way she ate sugar was the same as the way she used to drink. But was it possible that she was actually addicted to these foods and that to escape the addiction it would be necessary for her to follow a plan that removed these — as if they were drugs — from her diet? She could not believe that anyone would actually suggest this. But, in desperation, she decided to try Kay Sheppard’s food plan as it was laid out in the book. No sugar, no flour, no grains, and she found that weighing and measuring her food was also a useful precaution.


    Although she initially suffered withdrawal from her junk foods, she found that within weeks she lost her cravings to eat. She no longer felt the obsession to binge nor had to plan her days or social visits around her meals. As long as she kept to her food plan, she maintained a steady weight, and at the same time, felt quite sane about her eating behaviour.


    Martha discovered, however, that support from others was crucial. Being accountable to another person about her food choices made it easier to deal with those pesky thoughts that kept taunting her — “Just try a small bite of this,” or “Just have a quick taste of that.”


    Years went by in stable recovery. She ate well, even reintroducing some foods like grains back into her diet. She kept her weight at an even 120 pounds. Martha was confident about her approach and wanted to share her experience. She decided to treat food addicts, especially when she saw how some of her “trauma” clients were abusing food in the same way that she once had.


    Then menopause hit. This was harder than Martha expected. She became moody and her sleep was disrupted. To her dismay, she started to gain weight. Even though her diet did not change, her weight crept back up, rising from 120 to 135 to 150 pounds. She became worried.


    Beyond eating richer foods and doing less exercise, which is typical of middle age, there are other biological reasons why women gain weight at this time in their life. Menopause occurs because ovulation stops, resulting in the production of less estrogen. Animal studies have indicated that estrogen plays a role in the metabolic rate; reduced estrogen results in the body burning off calories at a slower pace.


    Lower estrogen also seems to predispose women to insulin resistance, which, as we have discussed in a previous chapter, increases the likelihood of gaining weight. As estrogen drops, the ratio of estrogen to testosterone shifts so that there is more testosterone available to negatively affect women. Findings from the SWAN study of more than 350 women between the ages of forty-two and sixty showed that increased levels of bio-available testosterone lead to an increase in visceral fat leading to metabolic syndrome, arthritis, depression, and even Alzheimer’s. This study presents the most accurate understanding to date about the origin and dangers of “middle age spread.”[7] Sobering news indeed.


    When Martha broke her wrist during her menopause period, she could no longer exercise or work in her garden. Her weight edged up higher, to 170 pounds. Now she was really desperate. What to do? She felt that her food plan, which had worked for many years, had turned against her. Why was it not working now? She had no idea that hormones could have such a great impact on her physical and mental stability.


    The worst, she explained to me, was that she was sure others questioned her abstinence. Why else would she be gaining weight again? She was tempted to restrict her calories but knew that this could threaten her abstinence. She was sure she had to change her diet somehow but felt that if she altered her food plan she would be “breaking the rules” of her program. Was this just her food-addled brain speaking, tempting her to stray from her plan?


    After some deliberation, Martha decided to experiment with her food plan. Again, she stopped eating grains; instead, she supplemented her meals with more vegetables. She had science backing her up on this: given that grains are higher on the glycemic index than most green and brown vegetables, she would be eating fewer starches that would rapidly metabolize into sugar and from there become abdominal fat.


    Eating fewer grains had worked for her years ago. She hoped that doing so again would once more help her to reduce her weight. There might be another benefit, too. Martha was convinced that because of her family’s history of Celiac disease she might be allergic to wheat. Now in menopause, without the protective shield of estrogen, this gluten allergy became apparent. As it turned out, this small tweak of removing the wheat — and the gluten in the wheat — from her diet made all the difference.


    Lyn-Genet Recitas’s book The Plan suggests that people who do eat nutritious foods but still gain weight should make the effort to determine which foods could be allergens. She posits that simply being allergic to specific foods might be the reason for persistent weight gain (though the inflammatory response, which can lead to weight gain, arthritis, even diabetes) and recommends an elimination diet to identify the hidden culprit.[8] The gluten in wheat is an obvious choice to eliminate, since many people develop a gluten allergy later in life.


    Martha did more than change her diet, though. She learned how stress and a lack of sleep contribute to obesity so focused on developing a healthy sleep schedule and starting doing regular yoga for stress relief. She stopped her long-distance running and other cardio-related exercises. Instead, she switched to weight-bearing exercises that did not involve the surges of adrenaline and cortisone, both of which she believed were contributing to her gradual weight gain. Soon her weight dropped and stabilized at its current level of 135 pounds. She felt better: her mood improved, she was sleeping again, and she felt more emotionally stable.


    Today, Martha’s ingredients for sobriety are simple: She follows a plan based on stress management, good sleep, and an abstinent diet. She has learned that an abstinent diet that has worked for many years may need to be tweaked due to age and hormonal changes. While the general principles of no sugar and no flour still apply, a food plan needs to be adapted to the unique needs of the food addict.


    Despite the importance of an abstinent diet, Martha believes that the key ingredient to her long-term recovery is her spiritual condition. This has become more important to her than her weight or her diet. She knows that she could not follow her food plan without the broader perspective that a peaceful spiritual condition affords. It keeps her doubts, emotional upsets, and hormonal changes at bay.


    Gardening, walking her dog, and working are all spiritual acts that she relishes to maintain her sobriety. Doing these gives her waves of gratitude that sustain her through the tougher moments of any day. “I am in constant prayer through the day,” she says to me as I type vigorously on my laptop. She beams with what I can only call a look of serenity as she gazes over her farmland though the window behind me.


    

  


  
    

  


  
    

  


  
    


    epilogue


    A HAPPY ENDING, ONE DAY AT A TIME


    In the spring of 2013, the struggle with food was back. Did I really think it had gone away?


    The impact was startling. I looked at the tablespoon of almond butter and felt a surge of warmth and excitement. After the third tablespoon, I groaned and put the jar away. I knew I was in trouble. I had been here before and I could feel the dread beneath the exhilaration.


    The next day I picked up the nut butter jar and morosely stared at it. Then, despite my misgivings, I ate three more tablespoons. But I hardly noticed the taste or the size of my servings (each heaping tablespoon hovered at about 1.5 tablespoons). The old chorus had already started: Why not savour just one more spoonful? Just one more to really taste the delicious sweetness of the nuts, the succulent smoothness of the texture? I managed to confine myself that day to only those three mouthfuls, but I wanted more.


    The next day I barely restrained myself, eating five towering tablespoons. I knew even this would not suffice. It was as if an old hunger had resurrected itself, a hunger that seemed bottomless, impossible to satisfy. I was in a vortex of addiction that Dr. Gabor Maté has described as the “realm of the hungry ghosts.”[1] This had nothing to do with taste anymore; I was trying to get a feeling of satisfaction again that was becoming more elusive the more I tried to get it. By the end of the month, I was sometimes shovelling more than ten mammoth tablespoons into my mouth each night. I knew I had to stop, but each night I gave in. I just had to revel in the sweetness and the smooth, creamy texture.


    The scale became a terror. After noticing the first few extra pounds, I promised myself I would stop once I gained five pounds. Then it was ten pounds. The scale kept climbing as my binges continued. By the time the scale indicated that I had gained fifteen extra pounds, I knew I needed a new strategy. I planned to cut back my nut butter splurges to only once a week, just on Saturdays. I reserved cashew butter for special occasions. That plan lasted three days. I couldn’t possibly hold out until the weekend.


    So I went back to devising how to eat only a few tablespoons a day. I asked my partner to monitor me, parceling out the tablespoons so I could not cheat. That didn’t last for even one day; I simply could not bring myself to ask her. I scanned my options — what rule could I devise that might actually work?


    To stop eating this highly triggering food that had trapped me in this insane web of obsession and denial, craving and despair, did not seem possible. I could not put out of my mind the memory of that first night, when I savoured the first tablespoon of almond butter and felt that glow, as if an inner light had flicked on. The thoughts in my head kept leaping from How could a food do this? to I can’t give this up, this is just too good to give up. I want that buzz, just one more time.


    Why was I here, at this place, again? Why, when I knew what was happening and actually knew how to stop this cycle, was I caught in this loop again?


    It took one year before I was ready to take the only action I knew would work. One year because I was stubborn and unwilling to give up the memory of that first night, wanting it back, if even for a few minutes. I could not let go of the anticipation that the next tablespoon would again give me that sparkle of delight. Nothing else I knew of could give me that thrill, other than alcohol, which I had foresworn five years earlier. Finally, I threw up my hands in despair. Sure, nuts are healthy, but, in my hands, they’re also dangerous.


    Using the only strategy that would work, I grudgingly admitted to myself that I had a problem with this particular food: nut butters were a trigger so I had to quit eating them forever. I already knew I could not eat sugar, bread, chips, and pasta. Now I had to admit I was powerless to control my use of nuts too. The only solution: abstinence.


    Some weeks later, I discovered once again the truth about eating trigger foods: I would do anything — fast for an entire day or walk for hours to burn calories — just to allow myself to eat them. The craving was that strong. But, once I stopped, my desire gradually fades; it is as if the beast inside me is deflating each day that I deny it fuel. Slowly, I lose the mental obsession and regain my peace of mind. I never did lose the fifteen pounds I gained, but I did stop the disease that had caught me off guard once again.


    Why am I telling you this at the end of Food Junkies, when I should be offering hope of freedom from addiction? My intention is to instill hope, but within a realistic context. Based on my personal and clinical experience, I believe that addiction of any kind has no cure. There is only a daily reprieve from its course of malignant action. The engine can restart at any time if the ignition is sparked. The engine is always idling.


    It perplexes me that as knowledgeable as I am about this issue, I can still succumb to my addiction. Despite knowing the answer, I still naively ask myself: Will this ever go away? Will my desire to eat my trigger foods always be there, ready to vex me at any weak moment? Surely I can stop if I really want to, can’t I? Can I really be addicted to food like a drug addict to a drug?


    The evidence has shown me, however, time and again, even to this day, that I am still a food addict. As I hope I have demonstrated in the many examples provided in this book, food addicts are always in recovery, always just one mouthful away from the next binge. Admitting we are addicts is not about holding onto a “victim” identity and wallowing in despair. It is simply a reminder that we are powerless over our internal urges, cravings, and addictions once they are triggered. It is our job to be sure that we identify and avoid the triggers in the first place.


    It is our job to avoid the first bite.


    I continue to work in this field of addiction, knowing that helping others corrals my inner addict. For me, communicating the scientific information and the clinical scenarios that I have included in this book to illustrate the power of food addiction is of great benefit to me personally. Like everyone else, I need to be reminded that this urge inside me is bigger than my intellect, my scientific knowledge, and my self-will. I hear the message every time I help others: the words are meant as much for me as for my patients. I, too, need to hear the message repeatedly so that it sinks in, one day at a time.


    Full circle. Many years ago, as a teenager, I was stealing food from hapless nursing home residents, starting on a journey through the dark, hungry side within. I did not know what this urge to eat was about or how to manage the power of my compulsions. Today, I deal with the same impulses, but with clarity and purpose. I can take the energy from the cravings and propel myself instead to do meaningful work, with and for others. When I do this, my story has a happy ending.


    My message to you is that if you have a hunger that seems eternally ravenous, there is an explanation. You may be a food addict. Once you understand why this peculiar phenomenon of desiring food beyond “normal” hunger occurs, the solution to quelling that need is obvious. It cannot be done by filling that seemingly bottomless pit with food and more food; this strategy, no doubt many of you have already discovered, does not create the satisfaction for which you are longing. The solution to quenching that insatiable hunger is to put the alluring food down, since eating more of it only leads to wanting more of it.


    A relentless, inescapable want.


    Rather than trying to receive gratification from food or any other addictive substance, turning that desire toward connecting with others placates that ache. By virtue of being human, we all have the need to be in relationships. By sharing our humanity, we can bond with others and feed our own soul. We are then able to feel full at last; the bottomless pit that food addicts experiences can then fade like a bad dream.


    With this added effort of extending ourselves beyond our “quick fix,” food no longer stands in the way of connection. Food sobriety can become food serenity. Freedom from food obsession can taste better than anything you could possibly imagine.


    I invite you to leave the bleak world of food junkies and join me, by helping others on this journey towards food serenity. The power is ours.
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    notes


    Preface


    1. Diet clubs can be informal, ad hoc groups, or organized by large, corporate entities such as Weight Watchers, TOPS, LA Weight Loss, Jenny Craig, or PRISM (Christian) Weight Loss Groups. Diet pills include over-the-counter medications, most of which contain caffeine, and prescription drugs, such as phentermine, an appetite suppressant, and Xenical, a fat absorption blocker. Diet doctors provide pills, shots, and food and exercise regimens. Edible diet supports are less popular today than they were in the sixties, seventies, and eighties, when Ayds, Metrecal, and Carnation Slender were big sellers.


    This Book, Bite Size: Our Message to You


    1. W.C. King, et al., “Prevalence of Alcohol Use Disorders Before and After Bariatric Surgery,” Journal of the American Medical Association 307, no. 23 (June 20, 2012): 2516–25.
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    Chapter Five


    1. These are a few of the twenty questions that many of the twelve-step group foods use to determine if someone is a food addict. For the full twenty questions, see www.foodaddicts.org.


    2. To access these three thousand peer-reviewed writings, see www.foodaddictioninstitute.org/FAI-DOCS/Full-Bibliography.pdf.


    3. See Michael Moss, Salt Sugar Fat: How the Food Giants Hooked Us (New York: Random House, 2013) for an excellent treatise on the subject.


    4. This twenty-nine-year-old food addict, who prefers to remain anonymous, was admitted to the Kelly Program of the Alcohol Institute, Eastern Maine Medical Center, Bangor, Maine in 1981. She completed a twenty-eight-day detoxification and rehabilitation program under the direction of Dr. Stanley Evans. Although the program was for alcoholics, she had no difficulty identifying with her co-patients. After release, she was able to maintain abstinence from binge eating, with the support of aftercare and Overeaters Anonymous, for almost five years.


    5. No longer offering treatment for food addiction, Glenbeigh of Tampa is a psychiatric hospital that offered a highly successful twelve-step based program from 1986 until the mid-1990s. Patients stayed at the residential facility for four to six weeks, were given a specific no-sugar/no-flour food plan, participated in daily process groups, were encouraged to meditate and exercise, and attended lectures on the nature of addiction.


    6. Both Drs Frank Minirth and Paul Meier oversee clinics that provide Christian-based behavioural health services, including treatments for addiction, anxiety, depression, grief, and PTSD. See www.theminirthclinic.com and www.meierclinics.com.


    7. Published in 1985, Judi Hollis’s Fat Is a Family Affair (Center City, MN: Hazelden Foundation) was required reading for most patients admitted for treatment of food addiction at rehabilitation centers during the eighties and nineties. The book’s original subtitle was A Guide for People with Eating Disorders and Those who Love Them. Later editions changed the subtitle to How Food Obsessions Affect Relationships. The text is widely recognized as the benchmark reference on family dynamics and eating disorders.


    8. William Rader founded The Rader Institute in 1984. Not focused on weight loss, it was specifically tailored for patients suffering from anorexia, bulimia, and compulsive overeating.


    9. As head of the U.S. National Institute on Drug Abuse, Dr. Nora D. Volkow is an influential figure and her statements carry extra weight. Her focus on addiction of all types as a brain disease has been widely heralded. She was part of a team of researchers working as early as 2004 on a study published in NeuroImage that noted how subjects’ brains would “light up” when they saw and smelled their favourite foods, a response similar to that observed in cocaine addicts. See Nora D. Vokow and R.A. Wise, “How can drug addiction help us understand obesity?” Nature Neuroscience 8, no. 5 (2005): 555–60.


    10. The American Society of Addiction Medicine has proposed their own set of criteria to capture the larger scope of addictions that have been recognized since the DSM-IV (Diagnostic and Statistics Manual) was introduced. These are the ABCDEs of addiction. These, too, are applicable to many of us who struggle with food addiction.


    
      	Abstinence: Once attempted, is the person able to become abstinent?


      	Behavioural Control: Is the person able to control their behaviour around their drug intake?


      	Cravings: Does the person crave or obsess about their drug of choice?


      	Diminishment of Consequences/Denial: Does the person lack the insight into seeing how problematic his drug use is?


      	Emotional Regulation: Is the person emotionally volatile? Does the person have an abnormal emotional relationship to his drug of choice?

    


    11. For those of us working in the field of food addiction, the DSM-IV (Diagnostic and Statistics Manual) has been a poor reflection of our clinical reality. The highly controversial DSM-V, released in May 2013, is not much of an improvement over the DSM-IV for the food addict.


    Food addiction is not a medically recognized diagnosis under the DSM-IV or the new V schema, which means dire consequences for the food addict. Without official recognition, treatment for food addiction is not funded by insurance providers, nor offered by any major health care provider — neither nutritionists, dieticians, nor physicians have recognized its existence nor proposed our recommended treatment (abstinence from triggering, addictive foods) as a healthy solution.


    Those working in the eating disorders field have achieved landmark success in getting “binge eating disorder” (BED) recognized as a clinical entity that exists apart from anorexia and bulimia. This diagnosis now includes persons who suffer from the uncontrollable urge to eat large amounts of food (usually in intermittent sessions) but do not engage in many of the weight-restricting behaviours in which bulimics or anorexics engage; i.e. vomiting, excessive exercise, and use of laxatives. Thus, many of those who are obese can now get fundable treatment, outside of bariatric surgery.


    Does this help the food addict? While there is likely a high degree of overlap in these two groups — indeed many food addicts binge eat when in active addiction — it is important to note that they are not necessarily suffering from binge eating disorder. The person who is suffering from binge eating disorder is responding to social and emotional psychological cues that have disinhibited normal eating behaviour. The food addict, on the other hand, is responding to the cravings created by the physical quality of food itself. If the food addict does not pick up the first taste of sugar (or any of the other trigger foods), they may not need to overeat, regardless of their emotional state — calm or distressed; suffering from internal or external emotional havoc.


    This distinction is important. Treatment for a person suffering from binge eating disorder involves healing the depression, anxiety, post traumatic stress, or other forces, so that the individual does not need to self-medicate with abnormal eating behaviours. The food addict, on the other hand, will never eat a “normal diet,” regardless of her emotional state, and the essential first treatment for the food addict is to stop the use of the drug that is creating the loop of addictive eating: for example, sugar, refined starches, and similar trigger foods. Treatment includes abstinence from the triggering foods and peer support to encourage ongoing vigilance.


    The lack of a diagnosis of food addiction in the DSM means that nothing much has changed for food addicts. Many are now diagnosed as suffering from binge eating disorder, and if they are given treatment for that disorder, the treatment could ultimately undermine their recovery. Modified diets do not work for the food addict.


    12. See Ashley Gerhardt et al., “Yale Food Addiction Scale,” www.yaleruddcenter.org/resources/upload/docs/what/addiction/FoodAddictionScale09.pdf. For a discussion of early results, see also Ashley Gearhardt et al., “Preliminary Validation of the Yale Food Addiction Scale,” Appetite 52 (2008): 430–36.


    Chapter Six


    1. See Frank M. Sacks et al., “Comparison of Weight Loss Diets with Different Compositions of Fat, Protein, and Carbohydrates,” New England Journal of Medicine 360, no. 9 (2009): 859–73 for a good example of a work that prompts the conclusion that “calorie intake alone determines how successful a diet will be.”


    2. As an example of how professionals tended to view eating disorders, see Christopher Fairburn and G. Terrence Wilson, Binge Eating Disorder: Nature, Assessment and Treatment (New York: Guilford Press, 1996). Subsequent works by the authors leaned more toward self-help diet books. In 2013, Fairburn penned Overcoming Binge Eating, Second Edition: The Proven Program to Learn Why You Binge and How You Can Stop (New York: Guilford Press), and in 2007 Wilson co-authored with Janet D. Latner Self-Help Approaches for Obesity and Eating Disorders: Research and Practice (New York: Guilford Press).


    3. Sheppard, Katherine, and Ifland are all self-proclaimed food addicts themselves. Their books are prescribed and read widely by recovering food addicts and those with eating disorders. Sheppard is author of Food Addiction: The Body Knows (Deerfield Beach, FL: Health Communications, 1993), Katherine wrote Anatomy of a Food Addiction: The Brain Chemistry of Overeating (Carlsbad, CA: Gurze Books, 1996) and Ifland offered Sugars and Flours: How They Make Us Crazy, Sick, and Fat and What to Do about It (Bloomington, IL: AuthorHouse, 2000). In 2008, Ifland also collaborated on a paper titled “Refined food addiction: A classic substance use disorder,” which is available on Elsevier’s website (www.elsevier.com).


    4. Organized in 1985, the International Association of Eating Disorder Professionals touts its annual symposium as an event that “draws attendees from all corners of the globe, including especially numerous professionals from the United States, Canada, Mexico, Brazil and the United Kingdom.” Discussions of the validity of food addiction take place primarily in offline conversations. In fact, in 2012 only three symposium presentations included the word addiction. See “iaedp Symposium 2012,” www.regonline.com/builder/site/tab2.aspx?EventID=984977.


    5. Although the Overeaters Anonymous fellowship’s members remain anonymous, the OA World Service Office has collected valuable data from its members. See “2010 Membership Survey Report,” Overeaters Annonymous, www.oa.org/pdfs/2010_Member_Survey.pdf.


    6. “Lose weight your way: 9,000 readers rate 13 diet plans and tools,” Consumer Reports (February 2013): 26–28, summarizes the magazine’s most recent research. Researchers James Hill and Rena Wing peg the number of successful weight losers at closer to 20 percent. See their discussion in “The National Weight Control Registry,” The Permanente Journal 7, no. 3 (Summer 2003): 1–73.


    7. See “Eating Disorder Statistics,” Mirror Mirror, www.mirror-mirror.org/eating­disorders-statistics.htm.


    8. Anorexic actor Portia de Rossi authored a popular memoir titled Unbearable Lightness: A Story of Loss and Gain (New York: Atria Books, 2011). Olympic gymnast Cathy Rigby began talking publicly about her bulimia and anorexia in the eighties. She was interviewed for an article in C. McCoy (Rigby), “A Onetime Olympic Gymnast Overcomes the Bulimia That Threatened Her Life,” People (August 13, 1984): 68–72. While Princess Diana’s bulimia was widely discussed in the press, a good source of her own thoughts about her illness is Andrew Morton, Diana: Her True Story in Her Own Words (New York: Simon & Schuster, 1997).


    9. Fotios C. Papadopoulos et al., “Excess mortality causes of death and prognostic factors in anorexia nervosa,” British Journal of Psychiatry 194 (2009): 10–17.


    Chapter Eight


    1. The stages of addiction — early stage … middle stage … late stage … final stage — were first conceptualized with the use of the Jellinek Curve, named for E. Morton Jellinek, author of The Disease Concept of Alcoholism (New Haven, CT: Hillhouse, 1960). Phil Werdell has utilized this paradigm with food addiction, based on his extensive clinical exposure to food addicts through ACORN Food Dependency Recovery Services.


    2. As with alcoholics, many people are seen to be pre-disposed to the disease of food addiction. We have recorded signs of this “pre disease” phase from our work over the years with food addicts. Pre-cursors include pre-occupation with diet and eating, genetics (family members who are addicts), depression, and even a history of sexual abuse, which is rampant among female food addicts.


    3. Angry voices in the nutritional community claim that we are actually committing pediacide by allowing our children to eat sugary foods such as breakfast cereals, soda pop, and pizza lunches. Even the fruit juices proposed for healthy school lunch programs are loaded with sugar and other unhealthy ingredients. Advocates of healthy eating recommend that we ban these foods, especially from school cafeterias; others say that we should go further and tax junk food. Some even advocate such harsh measures such as removing obese children from the homes of their parents. They state that to encourage children to eat these foods in the name of convenience or cheaper cost is tantamount to child abuse. See Robert H. Lustig, Fat Chance: Beating the Odds Against Sugar, Processed Food, Obesity, and Disease (New York: PenguinPlume, 2012) for more discussion of these proposals.


    4. Research on the effectiveness of weight-loss or bariatric surgery has been going on since the first attempt at this treatment, conducted in 1954. It wasn’t until 1967, however, that surgeon Edward E. Mason at the University of Iowa developed the first gastric bypass surgery (referred to as intestinal bypass at the time) after noticing that people who had large portions of their stomachs or intestines surgically removed because of surgery for cancer or ulcers had dramatic weight loss no matter how much they ate. For a discussion of considerations before weight-loss surgery, see Philip Werdell, Bariatric Surgery & Food Addiction: Preoperative Considerations (Sarasota, FL: EverGreen Publications, 2009).


    Chapter Nine


    1. The website of television’s popular health program The Dr. Oz Show (www.doctoroz.com) includes a link to a quiz that can help the user determine if she is addicted to food. The site also offers this statement: “Dr. Oz believes that, for some people, food can be as addictive as drugs or alcohol.” Both would lead one to believe that Dr. Oz accepts food addiction as a disease.


    However, also on the site is a commentary by Keri Gans, a registered dietitian and past spokesperson for the Academy of Nutrition and Dietetics. Her perspective is much less accepting: “Can a person be addicted to food?” she writes. “In order to answer [this question], I exhaustively searched for conclusive science-based evidence, but unfortunately wound up pretty much empty-handed. So, I am going with my opinion here … I claim that — no — you cannot be addicted to food.… I think claiming you are addicted in some instances is taking the easy way out, basically saying that it is beyond your control.”


    2. As the former president of the Corn Refiners Association, Audrae Erickson comments most often in defense of high fructose corn syrup as a benign sweetener. She issued a public statement in 2006, however, which said in part, “… it is important to note that many factors contribute to the development of obesity.”


    3. See www.drphil.com. We could find no mention of food addiction as a Dr. Phil television show topic. In July 2003, however, Dr. McGraw hosted a look at “Eating Disorders,” primarily anorexia and bulimia, and in October 2010, his topic was “Extreme Food Compulsions.”


    4. For detailed suggestions for losing weight, see www.livestrong.com/weight-loss/. See also, www.loseit.com. This entire website is dedicated to helping the dieter track calories and exercise, and find support through social media.


    5. See Adrian Meule, “How Prevalent is ‘Food Addiction?” Frontiers in Psychiatry 2, no. 61 (2011): page numbers.


    6. See Ashley Gerhardt et al., “Yale Food Addiction Scale,” www.yaleruddcenter.org/resources/upload/docs/what/addiction/FoodAddictionScale09.pdf. For a discussion of early results, see also Ashley Gearhardt et al., “Preliminary Validation of the Yale Food Addiction Scale,” Appetite 52 (2008): 430–36.


    7. We learn the fascinating story of fitness guru Jack LaLanne at www.biography.com/people/ jack-lalanne-273648. According to The Biography Channel, “As a child, he ate a lot of sugary foods and got into trouble at school. ‘I was a sugarholic and a junk food junkie! It made me weak and it made me mean,’ LaLanne said. But he completely changed his life around after attending a lecture by a nutritionist as a teenager. LaLanne cut out sugar and other unhealthy foods from his diet and began exercising.”


    8. No longer offering treatment for food addiction, Glenbeigh of Tampa is a psychiatric hospital that offered a highly successful twelve-step based program from 1986 until the mid-1990s. Patients stayed at the residential facility for four to six weeks, were given a specific no-sugar/no-flour food plan, participated in daily process groups, were encouraged to meditate and exercise, and attended lectures on the nature of addiction.


    9. The first ACORN survey was conducted in 2006. It was repeated in subsequent years. See Philip Werdell, Food Addiction Recovery, A New Model of Professional Support: The ACORN Primary Intensive (Sarasota, FL: EverGreen Publications, 2007).


    M.T. Carroll surveyed alumni and alumnae of the Glenbeigh food addiction treatment program and found that 90 percent were able to achieve abstinence. One-third were able to maintain abstinence for one to five years, one-third had a slip or break but recovered their abstinence, and one-third were unable to stay abstinent. See M.T. Carroll, “The Eating Disorder Inventory and Other Predictors of Successful Symptom Management of Bulimic and Obese Women Following an Inpatient Treatment Program Employing the Addictive Paradigm,” Ph.D. diss.(University of South Florida, 1993).


    Chapter Ten


    1. For an overview of ballet dancers and eating disorders, see Sandish Shoker, “Ballet and eating disorders: ‘Unspoken competitiveness’ adds pressure to be thin,” BBC.com, last modified June 27, 2013, www.bbc.com/news/uk-england-22985310; Paula T. Kelso, “Behind the Curtain: The Body, Control, and Ballet,” Edwardsville Journal of Sociology 3, no. 2 (2003): page numbers; and “Ballet dancers: under pressure, and underweight,” Channel 4, last modified February 06, 2012, www.channel4.com/news/ballet-dancers-under-pressure-and-underweight.


    2. For an overview of jockeys and eating disorders, see “A Jockey’s Hard Life,” PBS.org, www.pbs.org/wgbh/americanexperience/features/general-article/seabiscuit-jockeys-hard-life/, and Mark Hughes, “Jockeys ‘run risk of eating disorders’ in bid to stay slim,” The Independent, last updated March 11, 2008, www.independent.co.uk/sport/racing/jockeys-run-risk-of-eating-disorders-in-bid-to-stay-slim-793964.html.


    3. For more information about Renae Norton’s clinic, services, and her survery of bulemorexia, see her website, www.eatingdisorderpro.com/home/.


    Chapter Eleven


    1. Adelle Davis was one of the country’s best-known nutritionists, and often considered the mother of the health food movement. She authored four bestsellers, Let’s Cook It Right, Let’s Have Healthy Children, Let’s Get Well, and Let’s Eat Right To Keep Fit. This last book, first published in 1954, became the bible to the many overweight people who turned to natural and organic food plans as a weight loss strategy. See www.adelledavis.org/adelle-davis/.


    2. Phil Werdell has held teaching and/or professorship positions at Yale University, City University of New York, Kansas State University, and the University of New Hampshire.


    3. The Doctor’s Quick Weight Loss Diet was designed and publicized by Dr. Irwin Maxwell Stillman in 1967. A high-protein, low-carbohydrate regimen, Stillman’s plan was the precursor of the Atkins Diet and other plans that shun vegetables and fruit. See “What is the Stillman Diet?” Wise Geek, www.wisegeek.org/what-is-the-stillman-diet.htm.


    In addition to ceremonial fasting, practising Hinduism also involves food rituals such as always eating in a clean place, sprinkling water around the food, and making an offering of one’s food. See www.hinduwebsite.com. Some Hindus are also vegetarians, believing that in order to eat meat one has to bring suffering into the world. Some of these practices, especially fasting, have been adopted for weight loss.


    4. Devised by Werner Erhard in the 1970s, Erhard Seminars Training (“est” is also Latin for “it is”) consisted of rigorous communications and self-empowerment workshops. Participants were promised a chance at personal empowerment and transformation by learning how to let go of the past and be in the moment. To do this, they were sequestered in a hotel room, not allowed to eat, smoke, or drink, or even to go to the bathroom except during designated breaks. Both Erhard and est (replaced by The Forum) had fallen into disfavor by the 1990s. For details about est and its founder, see www.wernererhard.com/est.html and www.erhardseminarstraining.com. See also Laura McClure, “The Landmark Forum: 42 Hours, $500, 65 Breakdowns,” Mother Jones (August 2009): page numbers.


    5. The National Institutes of Health Consensus Development Conference on the Health Implications of Obesity first defined the term “obese” as a BMI (body mass index) of 27.8 for men and 27.3 for women in 1985. See B.T. Burton W.R. Foster, “Health implications of obesity: NIH Consensus Development Conference,” International Journal of Obesity 9, no. 3 (1986): 155–70. Before this, the Metropolitan Life Insurance Company weight and height tables listed ideal weight ranges; individuals outside of range were considered overweight or underweight See www.halls.md/ideal-weight/met.htm.


    Chapter Twelve


    1. See Anemona Hartocollis, “Young, Obese and In Surgery,” New York Times (January 8, 2012): page numbers. The author also states that this number of 220,000 bypass surgeries is a “sevenfold leap in a decade, according to industry figures — costing more than $6 billion a year.”


    2. Dr Yoni Feedhoff, founder of the Ottawa Bariatric Medical Institute, commented on a report about bariatric surgeries that was released in May 2014 by the Canadian Institute for Health Information. It covers the seven-year period from 2006/2007 to 2012/2013. The report only captures surgeries performed by provincial health-care programs. Gastric bypass surgeries that were paid for by individuals or which were done outside of Canada are not included. See Helen Branswell, “Bariatric Surgery Numbers Up Significantly in Canada but Annual Figures Still Low,” CTV News, last modified May 22, 2014, www.ctvnews.ca/health/bariatric-surgery-numbers-up-significantly-in-canada-but-annual-figures-still-low-1.1833663.


    3. Here is an example of specific instructions given to patients after bariatric surgery:


    AVOID:


    
      	Sugar and sugary foods, including high-calorie soft drinks, syrups, honey, jelly, jam, cakes, cookies, candy, ice cream.


      	High-fat foods, including chocolate, chips, pies, pastries, ice cream, bacon, sausage, fried foods, cream soups, cream sauces.


      	High-calorie drinks, such as milkshakes, soda, beer, orange juice, apple juice, other fruit juices, whole milk.


      	Starchy and white-flour foods, such as pasta, rice, and doughy breads.


      	Fats such as butter or oil should be restricted to three to four teaspoons per day.

    


    4. New medical problems that can result from bariatric surgery may include:


    
      	Dumping syndrome. A reaction (dizziness, diarrhea, cramping, etc.) due to the stomach’s inability to handle concentrated calories, especially from refined sugar.


      	Nutritional malabsorption. Because parts of the small intestine have been rerouted, these sections can no longer take in key minerals such as iron, calcium, magnesium, and vitamins B6 and B12.


      	Lactose intolerance. Surgery bypasses those parts of the intestines where the enzyme needed to digest milk sugar resides. This creates an intolerance that might not have been a problem before the bypass operation.


      	Excessive fatigue resulting from a change in the body’s metabolism due to caloric restriction.


      	Hair loss. A sudden sharp reduction of calories can lead to hair loss.


      	Excess skin. Losing large amounts of weight often leaves formerly “stretched out” skin sagging, especially on thighs, breasts, abdomens, and upper arms.


      	Gallstones. Rapid weight loss increases the risk of forming gallstones, as does yo-yo dieting.


      	Depression. Patients can experience grief over the loss of their old friend, food, and feel sad from no longer being able to participate in social eating.


      	Interpersonal issues. Studies show that many patients are divorced within two years of undergoing bariatric surgery because changes in the dynamics of relationships can be overwhelming.


      	Suicide. Suicide rates among weight-loss surgery patients are higher, by as much as 58 percent compared to that of the general population.

    


    See also Philip Werdell, “Overview of Bariatric Surgery,” Bariatric Surgery & Food Addiction: Preoperative Considerations (Sarasota, FL: EverGreen Publications, 2009) and the National Association for Weight Loss Surgery (www.nawls.com).


    5. The American Society for Bariatric Surgery has adopted strict guidelines for bypass eligibility. To be a good candidate for weight loss surgery, patients must have had a body mass index above forty for at least five years or a BMI more than thirty-five along with an obesity-related medical problem such as Type II diabetes. They must be between the ages of eighteen to sixty-five, although that seems to be changing as more adolescents are being approved for weight loss operations on a case-to-case basis.


    Patients must also pass a psychological screening test to weed out anyone suffering from mental illness. Some insurance companies insist that patients prove they have tried to lose weight through a medically supervised program before seeking surgery. See “Information on Bariatric Surgery,” U.S. News & World Report, last modified January 2010, www.health.usnews.com.


    6. For more information about the higher risk of alcohol abuse after bariatric surgery, see W.C. King et al., “Prevalence of Alcohol Use Disorders Before and After Bariatric Surgery,” Journal of the American Medical Association 307 (2012): 2516–25.


    7. See “Weight Loss Surgery Increases Risk of Alcohol Addiction,” ABC News, Good Morning, America, last modified June 2012, www.abcnews.go.com/Health/Wellness.


    8. The figure of $40 billion spent on the American diet industry was reported in 2005 by BankRate.com, where the total was projected to rise to $48 billion by 2006. PRWeb.com reported that revenues for the total U.S. weight loss market were actually $60.9 billion in 2010, and $60.4 billion in 2009.


    9. These estimates come from “Forget Diet Pills, Try Oatmeal,” an ABC News feature broadcast in October 2005 and repeated on Good Morning, America in December 2005.


    10. See Elizabeth Bernstein, “A New Breed of ‘Diet’ Pills,” The Wall Street Journal, August 22, 2006; and Tracii Hanes, “Zoloft & Weight Gain or Loss,” LiveStrong, last modified September 2010, www.livestrong.org; and Karen Frazier, “How Does Topamax Help Weight Loss?” LiveStrong, last modified June 2011, www.livestrong.org.


    11. For more information on Qsymia and Belviq, see John M. Grohol, “Qsymia and Belviq Drugs for Obesity, Weight Loss,” Pscyh Central, last modified 2012, www.psychcentral.com, and “Medications Target Long-Term Weight Control,” U.S Food and Drug Administration, last modified July 2012, www.fda.gov.


    12. See “FDA Announces Withdrawal of Fenfluramine and Dexfenfluramine (Fen-Phen),” U.S. Food and Drug Administration, last modified September 1997, www.fda.gov/Drugs/DrugSafety.


    13. Cognitive behavioural therapy (CBT) employs techniques designed to change both the patient’s thinking and behaviour in order to be more adaptive and healthy. Expressive or creative arts therapy guides people to heal their emotions through art, music, dance, writing, or other expressive acts. See “Psychotherapies,” www.nimh.nih.gov.


    For a brief explanation, see also “Contingency Management Interventions/Motivational Incentives,” U.S. National Institute on Drug Abuse, last modified December 2012, www.drugabuse.gov/publications. For a current list of UCHC contingency management research papers, see www.contingencymanagement.uchc.edu/trials_projects.


    There also are dozens of studies on the effectiveness of various psychotherapies utilized with bulimics and those with binge eating disorder. See David Garner et al., “A comparison of cognitive-behavioral and supportive-expressive therapy for bulimia nervosa,” American Journal of Psychiatry 150, no. 1 (1993): 37–46l and P.J. Hay et al., “Psychotherapy for bulimia nervosa and bingeing,” Cochrane Database of Systematic Reviews 3 (2003): 1–73.


    Chapter Thirteen


    1. When grains are refined, the sugar they contain becomes more accessible, easier and faster to digest. As a result, the effects for the food and/or sugar addict are much the same as those experienced from eating sugar itself. Refined flour (especially that from wheat) has also been linked to loss of control, a problem related with the substance’s gluten content. Gluten activates celiac disease and gluten intolerance. See Joan Ifland, Sugars and Flours: How They Make Us Crazy, Sick and Fat and What to Do About It (Bloomington, IL: AuthorHouse, 2003) and www.celiac.org.


    People with advanced celiac disease experience hunger, even after eating, if the food they have consumed contains wheat. This is due to the malfunction of villi, tiny hair-like projections in the small intestine that absorb nutrients from food. See Mark Cheren, “Physical craving and food addiction: a review of the science,” Food Addiction Institute, www.foodaddictioninstitute.org.


    The first OA members to discover that grains created cravings developed a food plan that eliminated grains and other dense carbohydrates. Because they printed the plan on grey paper, members started calling it the Grey Sheet, or more recently, GreySheeters Anonymous (GSA).


    2. See William Davis, Wheat Belly: Lose the Wheat, Lose the Weight, and Find Your Way Back to Health (New York: HarperCollins, 2012). Although, Davis acknowledges the addictive nature of foods, particularly wheat (using the glycemic index) and sugar, this book is primarily focused on the health consequences of wheat. He highlights that the modern, genetically modified version of wheat that we eat today is significantly different from the healthier versions our grandparents ate prior to the 1950s.


    He posits that the current hybridized dwarf wheat that we eat is even more addictive than pure sugar. Davis coined a useful phrase: “‘Bread is Solid Beer’ and ‘Beer is Liquid Bread.’” What is the difference between the two? Yeast and time of fermentation. Not even yeast, it turns out; you can make alcohol out of yeast designated for bread making. This may be why alcoholics hate to give up their sugar as well as their bread. Davis explores the neurochemistry to show how the differences between the two are not so stark.


    3. Two papers presented by Sarah H. Leibowitz at the annual Obesity and Food Addiction Summit, “Mechanisms of Food Cravings,” (2009) and “Overconsumption of Fats: A Vicious Cycle from the Start” (2007), look at the addictive potential of fat alone.


    4. Pulitzer Prize–winning New York Times investigative reporter Michael Moss has documented this phenomenon at length in his book Salt Sugar Fat: How the Food Giants Hooked Us (New York: Random House, 2013).


    5. See David Kessler, The End of Overeating: Taking Control of the Insatiable American Appetite (New York: Rodale, 2009). Like Moss’s Salt Sugar Fat, Kessler is well worth reading for his expose on the food industry and how it has been supported by government policy.


    6. See M. Yanina Pepino et al., “Sucralose Affects Glycemic and Hormonal Responses to an Oral Glucose Load,” Diabetes Care 36, no. 9 (September 2013): 2530–35. To the human brain, sweet is sweet. A study of bulimics and anorexics found they were just as likely to binge on artificial sugar as they were on real sugar(s). See D.A. Klein et al., “Artificial sweetener use among individuals with eating disorders,” International Journal of Eating Disorders 39, no. 4 (2006): 341–45. In fact, it has been shown that rats prefer artificially sweetened food over cocaine. See Magalie Lenoir et al., “Intense Sweetness Surpasses Cocaine Reward,” PLoS ONE 2, no. 8 (2007): 698.


    7. Food addicts who are sensitive to sugar have learned to look for it in ingredient lists under multiple names. Prevention provides a list of the most popular terms. These include evaporated cane juice, high fructose corn syrup, agave, as well as some of the more esoteric (barley malt, golden syrup, diastatic malt, diastase, treacle, panocha, sorghum syrup). See “10 Sneaky Names for Sugar” at www.prevention.com, and “Names of Sugar” at www.foodaddictsanonymous.org.


    8. The official explanation for the glycemic index comes from the Human Nutrition Unit, School of Molecular Biosciences, University of Sydney, Australia: “The glycemic index (GI) is a ranking of carbohydrates on a scale from 0 to 100 according to the extent to which they raise blood sugar levels after eating.” See www.glycemicindex.com.


    9. Each food addict determines what her individual trigger foods are. Typically these include sweets (candy, ice cream, pie, cake, cupcakes, cookies, donuts, etc.), flour products (bread, bagels, pasta, rolls, pizza, etc.), and crunchy snacks (potato chips, corn chips, nuts, pretzels, popcorn). Less often they include meat, butter, high-fat dairy products (cheese, cream cheese, sour cream, whole milk, etc.), and fried foods (chicken and chicken “nuggets,” french fries, fish sticks, etc.).


    Food behaviours can also be triggers; these usually relate to overeating in quantities, hoarding food, scarfing food, gulping food, regurgitating food, stealing food, and restricting food.


    10. Food addicts often describe experiencing psychological and physical symptoms of withdrawal from food, especially sugar, similar to those observed in alcoholics who quit drinking. These include anxiety, depression, fatigue, irritability, erratic emotions, headaches, insomnia, bowel changes, nightmares, and nervousness.


    11. See Gabor Maté, In the Realm of the Hungry Ghosts: Close Encounters with Addiction (Berkeley, CA: North Atlantic Books, 2010) for an excellent discussion of addiction to drugs and alcohol.


    12. There are a number of programs who are now claiming to treat food addiction, but few are appropriate for a bona fide food addict. Here are some questions to ask when evaluating a program that claims to treat food addiction:


    
      	What type of food plan does the program advocate? Is it free of sugar, flour, excess fat, alcohol, caffeine?


      	Given the paucity of community follow-up services, does the treatment program actively support food addicts to join a twelve-step program beyond the detox? Do clients have peer sponsors during treatment so they can practice using techniques commonly suggested in OA, FA, CEA-HOW, etc?


      	Are recovering food addicts on the staff of the program? Are they abstinent themselves?


      	Does the program measure the success rate of its graduates? What is the recidivism rate? What percentage of graduates have managed continuous abstinence for a year or more after treatment?

    


    13. For more information on ACORN Food Dependency Recovery Services, see http://foodaddiction.com.


    14. M.T. Carroll surveyed alumni and alumnae of the Glenbeigh food addiction treatment program and found that 90 percent were able to achieve abstinence. One-third were able to maintain abstinence for one to five years, one-third had a slip or break but recovered their abstinence, and one-third were unable to stay abstinent. See M.T. Carroll, “The Eating Disorder Inventory and Other Predictors of Successful Symptom Management of Bulimic and Obese Women Following an Inpatient Treatment Program Employing the Addictive Paradigm,” Ph.D. diss. (University of South Florida, 1993).


    15. For example, it is well known that the hallmark of anorexia is control — particularly control of one’s food. Clinicians, even food addicts themselves, sometimes eschew structured food plans as being “too rigid,” for fear they will lead to anorexia or at minimum unbearable feelings of deprivation. Rigidity around food can exacerbate food addiction. See Melinda Johnson, “The Diet Mentality Paradox: Why Dieting Can Make You Fat,” U.S. News & World Report, last modified August 17, 2012, http://health.usnews.com/health-news/blogs/eat-run/2012/08/17/the-diet-mentality-paradox-why-dieting-can-make-you-fat. See also T.M. Stewart et al., “Rigid vs. flexible dieting: association with eating disorder symptoms in non-obese women,” Appetite 38, no. 1 (2002): 39–44.


    16. According to Harm Reduction International (formerly the International Harm Reduction Association), “harm reduction refers to policies, programs and practices that aim to reduce the harms associated with the use of psychoactive drugs in people unable or unwilling to stop.” With regard to food addiction, this translates into fewer relapses, binges, or purges rather than complete abstinence from those episodes. See www.ihra.net.


    17. Here are some excellent meal plans for a non food addict. Most come from the “paleo” community. Food addicts can also benefit once they have identified and eliminated their trigger foods that may still be offered in these meal plans:


    
      	www.dietdoctor.com/lchf


      	http://robbwolf.com/what-is-the-paleo-diet/meal-plans-shopping-guides/


      	http://cavemanstrong.com/food/meal-plans/


      	www.deliverlean.com/paleo-diet-plan.aspx


      	http://paleodietlifestyle.com/paleo-meal-plan/


      	www.livestrong.com/article/222874-paleo-diet-meal-plans/


      	www.multiplydelicious.com/thefood/2012/01/weekly-paleo-meal-plan/


      	http://primaltoad.com/day1/


      	www.elanaspantry.com/paleo-diet-recipes/


      	http://home.trainingpeaks.com/articles/nutrition/quick-guide-the-paleo-diet-for-athletes.aspx


      	http://unitedbarbell.com/dox/30%20Day%20Paleo%20Challenge%20Packet.pdf


      	www.foodonthetable.com/content/paleo-diet-meal-plan/


      	www.primalpal.net/home


      	www.paleoplan.com/resources/sampler-menu-meal-plan/


      	www.thepaleodietmealplan.com/paleo-diet-blog/


      	www.paleoplan.com/resources/sampler-menu-meal-plan/

    


    18. Here are some resources that have been proven to work specifically for food addicts. We have also included some specific food plans that you may wish to consider.


    
      	www.foodaddictsanonymous.org/faa-food-plan


      	www.foodaddiction.com/Publications/Food%20Plan%20As%20a%20Tool.html


      	http://recovery.hiwaay.net/foodplans/how.html

    


    19. We admit to having a bias for twelve-step groups for the ongoing treatment of addiction, yet we realize also that other ways to recover not only exist but also work. We refer you to works such as Natalie Jeanne Champagne, “12-Step Programs for Addiction Not For Everyone,” PsychCentral, http://psychcentral.com/lib/12-step-programs-for-addiction-not-for-everyone/00014001; Charlotte Kasl, Many Roads, One Journey: Moving Beyond the 12 Steps (New York: Harper Collins, 1992); David Sack, “Where Science Meets the Steps: Why the Hostility Toward the 12 Steps?” Psychology Today, last modified November 20, 2012, www.psychologytoday.com/blog/where-science-meets-the-steps/201211/why-the-hostility-toward-the-12-steps ; and, most recently, Lance Dodes, The Sober Truth: Debunking the Bad Science behind 12-Step Programs and the Rehab Industry (Boston: Beacon Press, 2014).


    20. Alcoholics Anonymous has published four editions of Alcoholics Anonymous (1939, 1955, 1976, and 2001). Overeaters Anonymous published the first edition of Overeaters Anonymous in 1980 and the second edition in 2001. This was followed by The Twelve Steps and Twelve Traditions of Overeaters Anonymous in 1990 with an updated edition in 2010.


    In 2011, Overeaters Anonymous added a new tool, the action plan, to its initial list — a plan of eating, sponsorship, meetings, telephone, writing, literature, anonymity, and service — and also offered a new definition of abstinence. Although both of these changes generated a fair amount of debate, they were eventually adopted by the group’s Board of Trustees. The OA Statement on Abstinence defined the term as “the action of refraining from compulsive eating and compulsive food behaviours while working towards or maintaining a healthy body weight.” See www.oa.org/newcomers/tools-of-recovery.


    In twelve-step circles, a sponsor is a mentor, someone who takes the newcomer under his or her wing and guides the newcomer in working a program of recovery.


    21. Theresa Wright, MS, RD, LDN, founded Renaissance Nutrition Center, Inc. in 1990 in East Norriton, Pennsylvania. She creates and teaches nutrition and weight management programs, and after twenty-nine years in various health care roles, now focuses her extensive practice on the treatment of addictive and compulsive eating disorders. See www.sanefood.com.


    Chapter Fourteen


    1. See “The Family Afterward” in Alcoholics Anonymous (New York: Alcoholics Anonymous World Services, 2001). This chapter notes twice that eating sweets — at least in 1939 — was an acceptable and recommended way to stave off a craving for alcohol.


    This same thinking can be found in an anecdote related by one alcoholic in an AA online chat room (www.aa.activeboard.com):


    
      It’s right there in Living Sober — drink something or eat something sweet. Just watch out if you tend towards diabetes. When I rang the helpline [not] so long ago, the lady on there [sic] first asked was I diabetic, when I said no she said right lad, choke a Mars bar down and fill up on full fat pop (lemonade, etc.). I thought she was crazy, but she explained that alcohol is basically fermented sugars and my body was craving sugar. When I said I was worried about putting weight on she said she hadn’t heard of anyone getting busted for being fat and disorderly, no one gets popped for driving under the influence of a cream cake etc.

    


    2. An excellent presentation on this topic is Steven Davidson’s “Understanding and Treating Cross Addictions,” from the Seventh Annual Tennessee Drug Court Conference, 2010, available online at www.tadcptn.org/2010ConferenceHandouts.html.


    3. See William Glasser, Positive Addiction (New York: Harper & Row, 1985). Glasser focuses on gaining strength and self-esteem through positive behaviour.


    Chapter Fifteen


    1. The Founders of Alcoholics Anonymous were Bill Wilson and Dr. Bob Smith. Bill Wilson was a stockbroker and the primary author of the AA text, Alcoholics Anonymous. Bob Smith was a doctor who got sober after meeting with Bill on May 12, 1935. The fellowship officially began in 1939, with the publication of their primer, Alcoholics Anonymous. An excellent source for understanding the roots of the twelve-step program can be found in Ernest Kurtz’s Not-God: A History of Alcoholics Anonymous (Center City, MN: Hazelden Educational Materials, 1979). See also www.aa.org/aatimeline/.


    2. People who are new to recovery in twelve-step programs for food addiction are encouraged to:


    
      	Attend at least six meetings before deciding whether a twelve-step program will work.


      	Read the group’s basic texts (Alcoholics Anonymous “Big Book” and The Overeaters Anonymous “Brown Book”) and change the words “alcohol to “food” and “alcoholism” to “food addiction.”


      	Ask someone who is abstinent and part of a twelve-step program to be a sponsor.


      	Work with the sponsor and a doctor, dietician, or nutritionist to develop an initial food and exercise plan that will help to eliminate binge foods (sugar, flour, caffeine, etc.) and compulsive eating behaviours (binging, purging, restricting, etc.). The person may also be asked to establish concrete amounts of food (to be weighed and measured if necessary) for each meal.


      	The person may be asked to commit his food to a sponsor daily (that is, agree to what they will eat ahead of time and are not to deviate from that plan).


      	Incorporate an enjoyable and moderate activity program (walking, biking, swimming, aerobics, etc.).

    


    If the person has trouble doing any of the above, they will be asked to consider attending ninety meetings of OA, FA, FAA, etc. over ninety days, working with a food addiction therapist, or seeking more structured treatment.


    3. As noted, there are nine different fellowships for food addicts. The list of food-related twelve-step groups includes Overeaters Anonymous (OA), Overeaters Anonymous-HOW (OA-HOW), 90-Day OA (OA 90 Day), Food Addicts Anonymous (FAA), Food Addicts in Recovery Anonymous (FA), Compulsive Eaters Anonymous HOW (CEA-HOW); GreySheeters Anonymous (GSA), Eating Disorders Anonymous (EDA), and Recovering Food Addicts Anonymous (RFA). The Christian fellowship Overcomers Anonymous (Overcomers) is for all addictions, including compulsive eating and food addiction.


    4. The Icelandic MFM (Matarfíknarmiðstöðin) Food Addiction Center which Esther currently operates is based on the “Grey Sheet” twelve step food plan. This food plan, required by members of GreySheeters Anonymous, is not readily available. According to the group’s literature, “The GreySheet food plan comes only with a sponsor, so as to dissuade someone working alone. The plan takes its name from the first iteration printed — on grey paper. Key guidelines include three meals a day, no sugar, no flour, no grains, portions weighed and measured, nothing to drink other than black coffee, black tea, or no-calorie soda. See www.greysheet.org.


    5. Lois Wilson, the wife of AA co-founder Bill Wilson, helped launch Al-Anon, a twelve-step fellowship for the friends and families of alcoholics. She and co-founder Anne B. realized that they not only had been affected by their loved ones’ disease, but also that they could improve their lives by applying the same spiritual principles as were recovering alcoholics See www.al-anon.alateen.org.


    6. In 1985, the National Institutes of Health Consensus Development Conference on the Health Implications of Obesity defined the obesity as a BMI (body mass index) of 27.8 for men and 27.3 for women. See B.T. Burton and W.R. Foster, “Health implications of obesity: NIH Consensus Development Conference,” International Journal of Obesity 9, no. 3 (1986): 155–70.


    Before this, in 1942 the first edition of the Metropolitan Life Insurance Company listed weight and height tables outlining ideal weight ranges; individuals outside of range were considered overweight or underweight.


    See www.halls.md/ideal-weight/met.htm.


    7. See Imke Janssen et al., “Testosterone and Visceral Fat in Midlife Women: The Study of Women’s Health Across the Nation (SWAN) Fat Patterning Study,” Obesity 18, no. 3 (March 2010): 604–10.


    8. See Lynne-Genet Recitas, The Plan: Eliminate the Surprising “Healthy” Foods That Are Making You Fat — and Lose Weight Fast (London: Orion, 2013).


    Epilogue


    1. This is a reference both to the Tibetan analogy of addiction, and of course to Gabor Maté’s book on addiction, In the Realm of the Hungry Ghosts (Berkely, CA: North Atlantic Books, 2010). This is an excellent description of addiction, based on science, personal experience, as well as the experiences of hard-core heroin addicts from the downtown east side of Vancouver.
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    Aileen Burford-Mason, Ph.D.,


    with Judy Stoffman


    With a Foreword by Ursula M. Franklin, Ph.D.


    Eat Well, Age Better shows how you can recognize your nutritional shortfalls — deficits that will increase your risk of the degenerative diseases of age, including diabetes, osteoporosis, dementia, macular degeneration, heart disease, and stroke.


    Backed by the latest research, Eat Well, Age Better describes in straightforward language how to be your own nutritionist. By taking control of your diet now, and understanding how to optimize it with selected vitamins and other supplements, you can increase energy, strengthen your immune system, maintain a healthy brain, and embark upon your retirement years with vigour and vitality.


    Other Great Books on Healthy Living from Dundurn


    [image: LiveSmart.jpg]


    


    Live the Smart Way


    Gluten-Free & Wheat-Free Cookbook (Second Edition)


    Kathy Smart


    Kathy Smart is a holistic chef with a passion for food and life. As a nutritionist and a personal trainer with nineteen years of experience, she is intimately familiar with food both as fuel and as a source of comfort. However, as an individual with celiac disease, Kathy’s ability to enjoy good food was limited, and she often had to compromise flavour for health. In an effort to level the playing field, she engaged the skills of another foodie with a passion for fine French cuisine and combined the best of both worlds.


    


    New Second Edition with New Gluten-Free Recipes!


    The second edition of Live the Smart Way offers over an additional 50+ pages of simply delicious recipes from the Smart Kitchen, including more dairy-free and egg-free recipes. Plus, Kathy presents nutritional analyses, smart facts and tips, and a new Gluten Free Information Section with tips on how to make lifestyle changes painless and even enjoyable. Here, the timeless traditions of the world of French gastronomy meets the Smart World to bring you great food that just happens to be good for you, too! Welcome to the Smart Kitchen!

  


  
    Other Great Books on Healthy Living from Dundurn


    [image: whileyouquit.jpg]


    While You Quit


    A Smoker’s Guide to Reducing the Risk of Heart Disease and Stroke


    Theodore Fenske, M.D.


    Foreword by William Dafoe, M.D.


    Smoking doesn’t have to leave you at a dead end. This unique book provides insight, whether you are a current or past smoker, on how to reduce your risk for heart attack and stroke before it’s too late. Rather than asking you to quit smoking, Dr. Fenske instead asks you to make changes in your life while you quit, by focusing on how the cardiovascular system is susceptible to disease, and how its healthy function can be optimized independent of smoking.


    Humorous and informative, While You Quit asks you to take a series of small, intentional steps toward vascular health. Armed with a state-of-the-art perspective on vascular biology, you follow Peter, an overweight, cigarette-addicted patient, as he takes these small strides. You will see clearly how each improvement directly impacts his vital statistics - just as they will for you, even if quitting isn’t on your road map yet.
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    Green Mama


    Giving Your Child a Healthy Start and a Greener Future


    Manda Aufochs Gillespie


    What are the most pressing problems facing new parents today? As the world has become increasingly more complicated, so has parenting. We are concerned about pervasive toxins in the environment and anxious to raise our children in ways that will protect them as well as safeguard our already fragile world.


    Manda Aufochs Gillespie, the Green Mama, shares what today’s science and Grandma’s traditional wisdom tell us about prenatal care for mothers-to-be, breastfeeding, detoxifying the nursery, diapering, caring for baby’s skin, feeding a family, and healthy play — redefining the “basics” of parenting for today’s world. With an upbeat tone, stories of parents who have “been there,” real-world advice for when money matters more, and practical steps geared toward immediate success, the Green Mama engages and guides even the busiest, most sleep-deprived parent.


    Green Mama helps parents become what they were always meant to be: experts on the care of their own children.
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    SPAtopia


    Unique Spa Experiences from Around the Globe


    Amy Rosen


    Be it for a quickie pedicure or several hours of soulful pampering, people want to know where to go, and more importantly, what’s going to happen to them once they get there. That’s where SPAtopia covers over 50 spas and upwards of 100 original treatments from across Canada, the United States and beyond. The book is based on Rosen’s World of Wellbeing columns in the Globe and Mail newspaper.


    Available at your favourite bookseller
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