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Abstract
Purpose of Review This review summarizes emerging evidence for the relationship between food insecurity and eating disorder
(ED) pathology, outlines priorities for future research in this area, and comments on considerations for clinical and public health
practice.
Recent Findings Among adults, food insecurity is cross-sectionally associated with higher levels of overall ED pathology, binge
eating, compensatory behaviors, binge-eating disorder, and bulimia nervosa. Evidence for similar relationships among adolescents has been less robust; however, compared to studies of adults, there have been substantially fewer studies conducted in
adolescents to date.
Summary Emerging evidence consistently indicates that food insecurity is cross-sectionally associated with bulimic-spectrum
ED pathology among adults. Findings emphasize the need for ED research to include marginalized populations who have
historically been overlooked in the ED field. Much more research is needed to better understand the relationship between food
insecurity and ED pathology and to determine effective ways to intervene.
Keywords Eating disorders . Disordered eating . Food insecurity . Health inequities . Marginalized populations . Social
determinants of health

Introduction
Food insecurity is characterized by limited or uncertain means
to access nutritious food in a safe and socially acceptable
manner [1]. The food security status of a household exists
on a continuum ranging from high food security (i.e., consistent access to adequate food) to very low food security (i.e.,
reduced food intake among one or more household members,
with adults’ intake typically affected before children’s intake)
[2, 3]. Food insecurity is a global problem that affects not only
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low- and middle-income countries, but also high-income
countries such as the United States (U.S.) [4]. For instance,
after experiencing a substantial rise in levels of food insecurity
with the 2007–2009 recession, the U.S. returned to prerecession levels a decade later—with 14.3 million U.S. households (11.1%) determined to be food-insecure in 2018 [3]—
only to experience another surge in food insecurity levels with
the COVID-19 pandemic [5]. Importantly, recent increases in
food insecurity secondary to the COVID-19 pandemic are (a)
not limited to the U.S. and (b) unlikely to resolve until the
global economic impact of the pandemic is reversed, as increased poverty is a major driver of decreased food access [6].
In summary, the points addressed in this review will likely
continue to be particularly relevant in the coming years.
Food insecurity is a social determinant of health that disproportionately affects racial/ethnic minorities and lowincome households [3]. A sizeable body of evidence indicates
that food insecurity is associated with adverse physical health
outcomes, including type 2 diabetes and hypertension [7, 8],
as well as with adverse mental health outcomes, including
depression and anxiety [9]. Researchers also have investigated
the association between food insecurity and weight status
[10–12]; this line of research has produced mixed results.
Much of the research on food insecurity and weight status
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has focused on higher weight status, finding some evidence in
support of such an association with more robust evidence
among women than men or children [10, 11]. Some evidence,
however, indicates that greater severity of food insecurity—
particularly in low-income countries—is associated with underweight status [12].
Despite considerable research examining food insecurity in
relation to other health- and weight-related outcomes, the relationship between food insecurity and eating disorder (ED)
pathology has been largely unexplored until recently. EDs
(e.g., anorexia nervosa, bulimia nervosa, binge-eating disorder) represent a significant public health concern, as they are
associated with substantial psychosocial impairment, psychiatric comorbidity, medical complications, and suicidality
[13–15]. Even in the absence of meeting full diagnostic
criteria, disordered eating attitudes and behaviors are of concern, given that they are associated with poorer dietary intake
[16, 17], greater depressive symptoms [18, 19], suicidality
[20, 21], and increased risk for the development of fullthreshold EDs [22, 23]. The overall lifetime prevalence of
full-threshold EDs in the U.S. is estimated to be 6.4% [24],
and EDs affect people of all genders, ages, races, ethnicities,
socioeconomic backgrounds, and weight statuses [13, 15, 25,
26].
One factor that appears to have contributed to the slow
investigation of food insecurity and ED pathology is the ED
stereotype. Although we now have evidence to the contrary
[13, 15, 25, 26], EDs were historically believed to primarily
affect “skinny, white, affluent girls” [27]. This misconception
is commonly referred to as the SWAG stereotype [27], and
unfortunately, it has shaped approaches to ED assessment,
prevention, and treatment, as well as etiologic models. For
instance, ED assessment tools used extensively today were
typically developed and validated in samples that largely fit
the SWAG stereotype [28, 29]. In addition, and of particular
relevance to our understanding of food insecurity and ED
pathology, items assessing key constructs were sometimes
developed in a limiting manner based on this stereotype. As
an example, dietary restraint (i.e., intentional attempts to restrict food intake) is considered to be a key feature of EDs
[30]. This construct is also of interest to the food insecurity
field; food insecurity assessment tools include items
pertaining to cutting the size of meals, skipping meals, and
being hungry but not eating [31, 32]. Notably, however, ED
assessment tools are limited to only assessing dietary restraint
motivated by weight/shape concerns [28, 29], which is the key
reason individuals who fit the SWAG stereotype restrict food
intake. In contrast, food-insecure individuals engage in dietary
restraint for reasons other than weight/shape concerns (e.g., to
ensure children in the household have enough food) more than
they do for weight/shape reasons [33]. Therefore, although
dietary restraint is an obvious parallel between food insecurity
and ED pathology, this parallel has been overlooked in much
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of the research within the ED field secondary to a focus on ED
presentations consistent with the SWAG stereotype.
An association between food insecurity and ED pathology
broadly was first identified by Kendall and colleagues in 1996
[34], but this body of literature did not begin to truly grow
until two decades later. This review aims to (a) provide context for why food insecurity might influence ED risk, (b) summarize emerging evidence for the relationship between food
insecurity and ED pathology, (c) reflect on how this evidence
fits with our understanding of EDs, (d) outline priorities for
future research in this area, and (e) comment on considerations
for clinical and public health practice. While this review focuses primarily on food insecurity and related policies in the
U.S. because the relevant research to date has been conducted
within the U.S., we hope to see research on this topic conducted in other areas of the world.

Fluctuations in Food Availability: a Potential
Eating Disorder Risk Factor
Many individuals living with food insecurity experience a
“feast-or-famine” cycle in which food intake oscillates according to fluctuations in food availability, such that food intake
decreases during periods of food scarcity and increases during
periods of relative food abundance (e.g., after receiving a paycheck) [11]. This cycle may be further amplified by some
approaches used to mitigate food insecurity. As one example,
the U.S. Supplemental Nutrition Assistance Program (SNAP)
inadvertently exacerbates this cycle by providing benefits
once per month. These benefits are often redeemed disproportionately soon after their receipt and exhausted before the end
of the month [11, 35], resulting in food restriction.
Notably, attempts to restrict food, whether voluntary or
involuntary, have been shown to result in a range of cognitive,
emotional, and behavioral changes, including preoccupation
with food, heightened emotional reactivity, and a tendency
toward binge eating once restrictions are no longer in place
[36]. A classic demonstration of these changes comes from the
Minnesota Starvation Experiment led by Ancel Keys in 1944–
1945 (i.e., prior to the establishment of the human subjects
protections we have today). The purpose of Keys’ study was
to help inform nutritional rehabilitation efforts for individuals
affected by famine during World War II; accordingly, the
study consisted of baseline control, semi-starvation, and nutritional rehabilitation phases [37]. Volunteers who were
deemed physically and mentally healthy at baseline developed
intense preoccupation with food during the semi-starvation
phase, and binge-eating behaviors emerged as more food
was made available during the rehabilitation phase [37]. In
line with these findings and the feast-or-famine cycle that
many food-insecure individuals experience, qualitative research in low-income samples has highlighted patterns of food
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restriction and binge eating corresponding to fluctuations in
food availability [38–40]. Food-insecure participants have described feeling immense excitement accompanying the influx
of food after receiving a paycheck or SNAP benefits, particularly for favorite foods, as well as feeling out-of-control during
overeating episodes [39], hence characterizing such episodes
as binge-eating episodes [41]. Quantitative work in this area,
however, has only recently begun to grow.

Existing research among adolescents, however, has not indicated an association between food insecurity and binge eating
cross-sectionally [52••], and while food insecurity during adolescence was found to predict 40% greater risk of new-onset
binge eating 5 years later in one study, the difference was not
statistically significant [53]. Collectively, findings provide robust support for an association between food insecurity and
binge eating among adults, but the limited existing literature
among adolescents is less clear.

Emerging Evidence for a Link Between Food
Insecurity and Eating Disorder Pathology

Compensatory Behaviors Cross-sectional associations between food insecurity and compensatory behaviors (i.e., behaviors to counteract the effects of eating or attempt to control
weight) have been observed in both adolescent [52••] and
adult samples [45••, 46•]. Hooper and colleagues found that
adolescents living in food-insecure households were more
likely than those living in food-secure households to report
laxative use (1.8% versus 0.7%), diuretic use (1.9% versus
0.5%), fasting (15.7% versus 11.0%), eating very little food
(35.7% versus 30.2%), and skipping meals (32.6% versus
26.3%) for the purpose of controlling weight [52••]. Further,
Becker and colleagues found striking differences in compensatory behaviors in both their initial and replication studies
[45••, 46•]. Adult food pantry clients with severe food insecurity were more likely than those with marginal food security to
report vomiting (20.4% versus 2.6% [45••]; 17.2% versus
9.5% [46•]), laxative/diuretic use (22.8% versus 2.6% [45••];
12.3% versus 8.3% [46•]), fasting (50.2% versus 13.2%
[45••]; 55.1% versus 15.9% [46•]), and intense exercise
(34.7% versus 15.4% [45••]; 35.3% versus 20.6% [46•]) for
the purpose of controlling weight or counteracting the effects
of eating. Therefore, although the observed associations between food insecurity and compensatory behaviors were
somewhat surprising and counter to the initial hypotheses of
Becker and colleagues [45••], the general consistency in these
findings across existing studies suggests these observed associations may in fact reflect true associations. Further, these
findings align with observations from Keys’ Minnesota
Starvation Experiment, as some volunteers in the experiment
experienced binge-eating episodes followed by vomiting during the rehabilitation phase [37, 54]. It is worth noting, however, that Hooper and colleagues observed no differences by
food security status for vomiting to control weight among
adolescents [52••].

Overall Eating Disorder Pathology
In recent years, food insecurity has been found to be associated with higher levels of overall ED pathology in crosssectional studies of college students [42, 43], postpartum
women of higher weight status [44], and adult clients of food
pantries [45••, 46•], with effect sizes ranging from small to
medium across studies [47]. Specifically, when comparing
participants with food insecurity versus food security, effect
sizes were small, with a Cohen’s d of 0.31 [43], to medium,
with Cohen’s d’s ranging from 0.55 [44] to 0.64 [42]. When
comparing food pantry clients with severe food insecurity
versus marginal food security, effect sizes were also medium,
with Cohen’s d’s ranging from 0.58 [46•] to 0.76 [45••].

Disordered Eating Behaviors
In addition to being identified as a correlate of overall ED
pathology, food insecurity has been found to be associated
with specific disordered eating behaviors.
Binge Eating Among adults, food insecurity has consistently
been found to be cross-sectionally associated with greater
likelihood of binge eating across studies of a populationbased sample of emerging adults [48] and their parents [49],
bariatric surgery candidates [50], and clients of food pantries
[45••, 46•]. Participants with food insecurity were more likely
to report binge eating than those who were food-secure among
emerging adults (25.3% versus 18.4%) [48], their parents
(11.3% versus 6.4%) [49], and bariatric surgery candidates
(18.4% versus 5.0%) [50]. Similarly, food pantry clients with
severe food insecurity were more likely to report binge eating
than those with marginal food security in the initial study by
Becker and colleagues (16.4% versus 7.9%) [45••], as well as
in their replication study (26.6% versus 11.9%) [46•].
Additionally, adults with food insecurity have been found to
experience greater binge eating severity than those with food
security, with a medium effect size (η2 = 0.08), as well as to
objectively overeat more calories in a controlled ad libitum
food intake paradigm than those with food security [51].

Eating Disorder Diagnoses
Food insecurity has also been found to be cross-sectionally
associated with specific ED diagnoses (as assessed via selfreport questionnaire) in an adult sample recruited online [55••,
56••]. Using participants with body mass indexes less than
25 kg/m2 as the referent group, Rasmusson and colleagues
found food insecurity to be associated with binge-eating
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disorder [55••], and Lydecker and colleagues found food insecurity to be associated with bulimia nervosa [56••]. For simplicity and ease of interpretability in this review, we have used
the raw numbers reported in these studies [55••, 56••] to calculate prevalence estimates in the full sample of 1329 participants, irrespective of weight status. Binge-eating disorder
was more common in participants with food insecurity
(8.6%) than those who were food-secure (5.2%), χ2 (1, N =
1329) = 5.89, p = 0.02, and bulimia nervosa was also more
common in participants with food insecurity (9.1%) than those
who were food-secure (4.2%), χ2 (1, N = 1329) = 13.07,
p < 0.001 [55••, 56••]. These associations with bulimicspectrum EDs cohere with the aforementioned associations
observed for binge eating and compensatory behaviors.
Childhood food neglect, a distinct but related construct to
food insecurity, refers to restricted access to food due to caregivers neglecting their responsibilities to provide adequate
food for their children, even if they have the financial resources to do so. Cross-sectional data from a nationally representative sample of U.S. adults were recently used to examine retrospectively reported childhood food neglect in relation
to ED diagnoses (as assessed via clinical interview). Findings
indicated that participants with a history of childhood food
neglect were more likely than those without a history of childhood food neglect to have binge-eating disorder (3.5% versus
0.8%), bulimia nervosa (0.6% versus 0.3%), and anorexia
nervosa (2.8% versus 0.8%) [57]. Although food neglect and
food insecurity are distinct experiences, they are related, and
these findings provide further support for a link between limited access to food and ED pathology.

State of the Evidence
The studies reviewed above represent the extent of the
existing empirical literature on food insecurity and ED pathology that we identified since database inception via searches of
MEDLINE and PsycINFO in July 2020. Overall, we identified a total of fourteen studies quantitatively examining the
link between food insecurity and either overall ED pathology,
disordered eating behaviors, or ED diagnoses [34, 42–44,
45••, 46•, 48–51, 52••, 53, 55••, 56••], eleven of which were
published since 2017 [42, 43, 45••, 46•, 48, 50, 51, 52••, 53,
55••, 56••]. Although this body of research is still small, it has
grown tremendously in recent years relative to the limited
attention this topic previously garnered.
Taken together, the evidence reviewed above lends quite
consistent support for cross-sectional associations between
food insecurity and ED pathology, particularly for bulimicspectrum ED pathology among adults. The evidence among
adolescents is less robust; however, compared to studies of
adults, there have been substantially fewer studies conducted
in adolescents to date. With regard to restrictive-spectrum ED
pathology, only the study of childhood food neglect has thus
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far explicitly examined associations with anorexia nervosa,
and they did not parse out differences by restricting type versus binge-eating/purging type [57]. Therefore, less is known
regarding the relationship between food insecurity and
restrictive-spectrum ED pathology.

Methodological Considerations
Several methodological characteristics of the existing evidence should be considered. One such consideration is the
samples in which existing studies were conducted. The majority of these studies were conducted in relatively large samples of greater than 500 participants [43, 44, 45••, 46•, 48, 49,
52••, 53, 55••, 56••], thereby reducing the likelihood that observed associations represent false positive results due to low
statistical power [58]. However, with a few exceptions in
which samples were drawn from the population-based
Project EAT (Eating and Activity over Time) studies [48,
49, 52••, 53], the majority of these studies also utilized
nonprobability samples (typically a mix of convenience and
purposive sampling), resulting in lower generalizability of
their findings.
Another consideration is the variety of measures used to
assess food insecurity and ED pathology across studies. To
assess food insecurity, most studies used some form of the
U.S. Household Food Security Scale (HFSS), which has demonstrated reliability and convergent validity [59, 60] but relies
upon retrospective recall, the impact of which on validity has
not been evaluated. Some studies used the 18-item full version
of the HFSS [44], the 10-item adult version [43, 50], or the
six-item short form [49, 51, 52••, 55••, 56••]. Other studies
used the HFSS-derived two-item Hunger Vital Sign [42], a
different pair of HFSS items [48], a single HFSS item [53],
or the Radimer/Cornell Food Insecurity Measure [34, 45••,
46•]. A wide variety of measures were used to assess ED
pathology; these included a single item to assess binge eating
[48], as well as the Eating Attitudes Test [44], Eating Disorder
Examination-Questionnaire [42], and Eating Disorder
Diagnostic Scale [45••, 46•] to assess overall ED pathology.
The Questionnaire on Eating and Weight Patterns has also
been used to assess specific ED diagnoses [55••, 56••].
Given these differences in measurement, along with important
differences in sample characteristics across studies, prevalence estimates of specific behaviors and diagnoses cannot
be meaningfully compared across studies. However, the overall consistency in findings across studies despite these methodological differences lends confidence to the results.
An additional key methodological consideration is that
with three exceptions, the vast majority of these studies were
cross-sectional in nature. Regarding the three exceptions to
this pattern, one study examined retrospectively reported history of food insecurity prior to the past year [42], one study
conducted prospective analyses without accounting for
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baseline ED pathology [44], and one truly longitudinal study
with non-significant findings examined new-onset ED pathology [53]. Importantly, none of these studies offer clarity on the
temporality of the relationship between food insecurity and
ED pathology.
Regarding potential confounders of the relationship between food insecurity and ED pathology, most estimates reported above (e.g., effect sizes, prevalences) were unadjusted,
but associations remained statistically significant in a number
of these studies after adjusting for socioeconomic factors such
as education level and income [43, 48–51, 52••, 55••, 56••]. In
other words, in several of these studies, food insecurity was
found to be associated with ED pathology above and beyond
the contribution of socioeconomic status broadly, suggesting
that food insecurity is not simply a proxy for socioeconomic
status but rather may play a unique role in relation to ED risk.
Another important consideration is that of the role of weight
status, given that weight status has demonstrated associations
with both food insecurity [10–12] and ED pathology [61].
Only two of the reviewed studies adjusted for weight status
as a covariate, and those that did had non-significant results
[44, 53]. Caution should be used in conditioning on weight
status—in other words, restricting the sample based on weight
status, stratifying by weight status, or adjusting for weight
status—in studies examining the relationship between food
insecurity and ED pathology because weight status may be a
common effect, or “collider,” of both food insecurity and ED
pathology [62]. Thus, conditioning on weight status may introduce selection bias [62]. Alternatively, weight status may
act as a mediator, in which case adjusting for weight status
could result in overadjustment bias [63], or it may act as a
confounder, in which case adjusting for it would be appropriate. As the role of weight status may vary according to the
specific research question, there is likely not a one-size-fits-all
approach, but the role of weight status should be considered
carefully in both the study design and analysis phases.
Importantly, another layer of caution is needed concerning
weight status for self-report studies. It is unclear to what degree low-income individuals in the U.S. know their weight,
given that the two primary sources of weight information (i.e.,
home scales and medical appointments) may be luxuries for
individuals who cannot afford sufficient food. To our knowledge, there is limited—if any—empirical evidence indicating that self-reported weight information is accurate in
low-income populations such as those living with food
insecurity. Lastly, we encourage researchers to remember
that ED pathology is problematic regardless of weight status and that preliminary evidence suggests that weight stigma is a concern in this marginalized population [45••]. As
such, researchers should consider ethical issues around
triggering weight stigma in addition to the potential inaccuracy of self-report weight data when conducting research
with this oppressed population.
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How Does This Evidence Fit in With What We
Know About Eating Disorders?
Along with emerging research in other marginalized populations indicating that EDs do in fact affect racial/ethnic minorities [64], sexual minorities [65], gender minorities [66, 67],
and individuals of higher weight status [25, 68], the findings
reviewed above provide further evidence against the historical
ED stereotype. However, because many existing theoretical
models used to explain the onset and maintenance of EDs
were developed largely in accordance with the SWAG stereotype, these models may need to be reworked to be more relevant for individuals who do not fit that stereotype. The dual
pathway model of bulimic symptoms [69], which has substantial empirical support [69–72] and has helped inform an efficacious and effective preventive intervention program [73], is
one such example. The dual pathway model posits that pressure for thinness and pursuit of the thin ideal increase risk for
body dissatisfaction, which in turn increases risk for dieting
and negative affect, which thereby increase risk for the onset
of bulimic-spectrum ED pathology [69]. Body dissatisfaction
has been found to be associated with food insecurity in both
children [74] and adults [75] and is therefore likely still relevant in populations living with food insecurity. However,
expanding the dual pathway model to include limited food
availability as a parallel risk factor to body dissatisfaction in
predicting dietary restraint and negative affect might provide
greater predictive value in low-income populations. There is
some evidence to support such pathways, as dietary restraint is
associated with ED pathology even when that restraint is not
motivated by weight/shape concerns [33, 46•], and qualitative
work suggests that the experience of food insecurity may
evoke particular facets of negative affect, such as shame
[76]. Therefore, individuals living with food insecurity may
experience a dual burden within the dual pathway model in
the sense that body dissatisfaction and limited food availability may both engender dietary restraint and negative affect,
and, in turn, bulimic symptoms.

Future Directions for Research
Given that this area of research is still in its nascency, there are
a multitude of avenues to be explored in future research. For
one, studies are needed to elucidate the temporality and underlying mechanisms of the relationship between food insecurity and ED pathology; longitudinal work will be crucial for
these aims. Considering that longitudinal evidence from other
domains suggests the relationship between food insecurity
and emotional health broadly is bidirectional [77], a bidirectional relationship between food insecurity and ED pathology
is likely. Ways in which ED pathology might influence food
insecurity could include unemployment due to functional
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impairment [78] and financial burdens associated with binge
eating (i.e., food costs) and purging (e.g., laxative costs) [79].
With regard to underlying mechanisms on the pathway from
food insecurity to ED pathology, there are undoubtedly a
number of important mechanisms to explore. One such possibility might be to investigate the roles of stigma and discrimination, as food insecurity is associated with higher levels of
weight stigma [45••] and experiences of racial/ethnic discrimination [80]. In addition to elucidating temporality and underlying mechanisms, more work is needed to better understand
the nature of the relationship between food insecurity and ED
pathology with regard to factors such as development and ED
presentation. Specifically, more research is needed among
youth to clarify whether the strength of the association differs
according to developmental stage (e.g., adolescence versus
adulthood). Research is also needed to better understand the
relationship between food insecurity and restrictive-spectrum
ED pathology. In tandem with longitudinal research, qualitative research will be invaluable for learning more about EDs in
the context of food insecurity because we cannot presume to
understand the underlying processes without listening to the
voices of individuals living these experiences. For example,
qualitative research could help clarify why some individuals
living with food insecurity engage in restrictive and compensatory behaviors, as these associations are theoretically less
intuitive than the association between food insecurity and
binge eating. It is important for researchers to recognize that
thus far, much of the way we think about EDs has been informed by the ubiquitous SWAG stereotype; thus, it is critical
that we listen to individuals living with food insecurity tell us
about their experiences before we develop theoretical models
to explain those experiences.
Beyond research to better understand the relationship between food insecurity and ED pathology, a critical area for
future work lies in the intervention realm. A communitybased participatory research approach (i.e., working with
community members as collaborators in the research process)
will be instrumental in guiding this work. Multilevel interventions in particular hold promise in this area, as a multipronged
approach will be necessary to intervene on food insecurity
itself, and other effects of poverty, in addition to ED pathology. Relatedly, we need to invest in research to explore both the
positive impacts and unintended consequences of existing and
proposed approaches designed to reduce the impact of food
insecurity. Current approaches tend to fall into one of two
categories: public assistance policies (e.g., SNAP, the
Special Supplemental Nutrition Program for Women,
Infants, and Children [WIC], school meals) or communitylevel efforts (e.g., food pantries, community gardens) [81].
For approaches in both categories, we need to identify ways
to maximize intervention benefits while minimizing any negative impacts (such as exacerbation of the feast-or-famine cycle with SNAP). Lastly, we will need to explore the extent to
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which interventions designed to address higher weight status
in individuals living with food insecurity perpetuate weight
stigma and increase risk for ED pathology.

Clinical and Public Health Implications
The evidence reviewed here lends itself to important clinical
implications. First, healthcare providers should challenge assumptions about the SWAG stereotype so as not to overlook
diagnoses in patients who fall outside of the stereotype. Along
those lines, existing ED assessment tools should be
reevaluated, considering the possibility of broadening dietary
restraint assessment to include motivations other than weight/
shape concerns. Additionally, screening for food insecurity
should be a routine component of the intake process for ED
treatment, and the food security status of patients should be
considered throughout the treatment plan. For example, meal
planning—an important part of eating disorder treatment—
hinges on patients being able to afford food. Importantly, secondary to shame, patients may not self-disclose their inability
to afford their meal plan if they are not asked. Similarly, taking
prescribed medications—also an important part of treatment
for some patients—may not be feasible if patients have to
make choices between paying for food or medications.
Regarding public health implications, the observed associations between food insecurity and ED pathology highlight a
particular need for low-cost ED treatment and prevention efforts in food-insecure populations, as these populations have
less resources to access expensive team-based treatment. We
also need to target food insecurity itself, using evidenceinformed policies and community-level interventions.
Further, as food insecurity is rooted in systemic inequities
and structural barriers to basic human rights, we need to move
further upstream and address underlying structural racism in
order to eliminate racial/ethnic disparities in food insecurity
[82].

Conclusions
In conclusion, recent evidence consistently supports crosssectional associations between food insecurity and ED pathology, particularly for bulimic-spectrum ED pathology among
adults. This provides evidence against the historical ED stereotype and emphasizes the need to include marginalized populations in ED research. Much more research is needed in this
area to better understand the relationship between food insecurity and ED pathology and determine effective ways to intervene at multiple levels.
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