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Introduction 

Substance use has long been a significant problem in the United States, affecting 

individuals from all walks of life. It is a complex issue that can have devastating consequences, 

not only for the individuals who struggle with addiction but also for their families and 

communities. According to the most recent National Survey on Drug Use and Health (NSDUH, 

2023), an estimated 46.3 million Americans aged 12 or older (or 16.5 percent of the population) 

met the applicable DSM-5 criteria for having a substance use disorder (SUD) in 2021, including 

29.5 million people who were classified as having an alcohol use disorder (AUD) and 24 million 

people who were classified as having a drug use disorder. The NSDUH also reported 

approximately 106,699 deaths in 2021 due to drug-involved overdose – with a cumulative total 

rapidly approaching 1 million.  

The prevalence of SUDs varies by age, gender, and race/ethnicity. Men are more likely 

than women to have a SUD, and the highest rates of SUDs are found among young adults aged 

18 to 25 (SAMHSA, 2021). The prevalence of SUDs is also higher among certain racial and 

ethnic groups, including American Indian/Alaska Native and white individuals. SUDs can have 

significant negative impacts on individuals, families, and communities, including increased risk 

of physical and mental health problems, social and economic consequences, and increased risk of 

accidents and injuries. Effective treatment for SUDs is available and can help individuals achieve 

and maintain recovery, but many people with SUDs do not receive the help they need. Efforts to 

address the problem of SUDs in the U.S. include prevention efforts, screening and early 

intervention, and access to evidence-based treatment. However, ongoing research and 

interventions are needed to address the complex and evolving nature of SUDs and their impact 

on individuals and communities. 

The impact of substance use on individuals living in poverty is particularly profound. The 

NSDUH study conducted in 2019 also approximated that 14.1% of individuals with SUDs were 

living below the poverty line, and an additional 20.2% were living at or above the poverty line 

but below 200% of the poverty line (SAMHSA, 2020). Similarly, among individuals with AUD, 

approximately 13.9% were living below the poverty line, and an additional 21.7% were living at 

or above the poverty line but below 200% of the poverty line. Poverty is often a contributing 

factor to substance use, and the cycle of addiction can perpetuate poverty, leading to a vicious 

cycle that is difficult to break.  
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While there are various approaches to treating SUDs, one promising avenue is through 

nutrition. Nutrition plays a critical role in overall health and well-being, and it has the potential 

to address SUD and alleviate poverty by improving physical and mental health, reducing 

cravings and withdrawal symptoms, and increasing resilience and self-efficacy. Despite the 

potential benefits of nutrition in addressing SUDs, it remains an underutilized approach, with 

limited research and implementation in clinical practice.  

This literature review paper aims to fill this gap by exploring the role of nutrition in 

addressing SUD among individuals living in poverty. Specifically, the paper will examine the 

potential benefits of incorporating a "food first" approach into SUD treatment and identify 

barriers to its implementation. The "food first" model is grounded in the well-known housing 

first model, which prioritizes providing individuals experiencing homelessness with stable and 

permanent housing as a first step towards addressing their other needs, such as healthcare and 

employment. Similarly, the "food first" model emphasizes the importance of addressing 

individuals' basic nutritional needs as a first step towards addressing their SUD.  

Through a thorough review of existing literature, this paper will demonstrate that 

nutrition plays a critical role in addressing SUD among individuals living in poverty. 

Specifically, the paper will highlight the ways in which poor nutrition can contribute to SUD and 

exacerbate its negative effects, as well as the potential benefits of proper nutrition in mitigating 

SUD. However, despite the potential benefits of a "food first" approach, there are significant 

barriers to its implementation. These barriers include a lack of funding and resources, inadequate 

training and education among healthcare providers, and a lack of awareness and understanding 

among policymakers and the general public. 

Overall, this literature review paper aims to contribute to a more holistic and effective 

approach to addressing SUD and alleviating poverty in the United States by highlighting the 

critical role of nutrition in SUD treatment and advocating for a "food first" approach. 
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Literature Review 

I. The Impact of Poverty on Substance Use: Understanding the Connection 

The United States' healthcare system is a massive and costly industry that represents 17.1 

percent of the GDP, with hospital care, professional services, and prescription drugs being 

among the largest expenditures (Nunn et al., 2020). Unfortunately, those who are medically 

underserved or in poor health face high and fluctuating costs due to a lack of insurance and other 

factors. While the U.S. healthcare system was initially designed to combat acute and infectious 

diseases, it now needs to shift its focus towards treating chronic long-term illnesses, such as 

SUDs. 

With more than half of Americans living with at least one chronic disease, like SUD, 

specialized and frequent care is necessary to maintain healthy lives (Boersma et al., 2020). This 

shift towards treating chronic conditions represents a significant challenge for the healthcare 

system, as it involves complex factors such as economic repercussions, social stigmas, 

educational inadequacies, and public health crises. As such, healthcare professionals and the 

healthcare system as a whole need to adapt to this shift towards chronic disease management to 

better serve the needs of patients and the general population. 

Poverty can lead to limited access to healthy foods, safe housing, and quality healthcare, 

which can increase the risk of chronic illnesses. Moreover, poverty can exacerbate the incidence 

and severity of chronic diseases, and increase the likelihood of substance abuse Additionally, 

people living in poverty may turn to substance abuse as a coping mechanism for the stress and 

hardships they face. This cycle can further perpetuate poverty and worsen health outcomes, 

making it crucial to address poverty as a social determinant of health in the shift towards chronic 

disease management. By addressing poverty and improving access to resources, healthcare 

systems can better manage chronic diseases and reduce the risk of substance abuse in vulnerable 

populations. 

The relationship between poverty and substance abuse is deeply complex, and several 

studies have attempted to shed light on the connection between these two factors. One study 

(Flewelling, Rachal, & Marsden, 1992) found that unemployment was associated with a lower 

likelihood of substance use; however, among employed people, those with lower annual incomes 

were more likely than individuals with higher incomes to drink heavily, use marijuana, and use 

other drugs. Another study (Flewelling, Ennett, Rachal, & Theisen, 1993) found no relationship 
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between alcohol, marijuana, cocaine, and psychotherapeutic drug use and family income 

computed as a percentage above or below the Federal Poverty Line; however, the same study 

found that low-income families were at a higher risk of crack and hallucinogen use.  

A study conducted by Smyth and Kost (1998) found that individuals who experienced 

more frequent changes in employment or living arrangements were more likely to engage in 

substance use. Similarly, individuals who experienced significant life stressors, such as divorce 

or the loss of a loved one, were also at an increased risk for substance use. The authors suggest 

that social instability – which is often fostered by poverty – creates a sense of vulnerability and 

insecurity, leading individuals to turn to substance use as a way to cope with stress and 

uncertainty. 

 Other research has also identified poverty as a significant risk factor for substance use 

(St. Joseph Institute, 2018). Poverty can create a range of stressors, including financial 

insecurity, limited access to resources, and exposure to violence and crime, that can increase the 

likelihood of engaging in substance use as a coping mechanism. Research from the St. Joseph 

Institute for Addiction (2018) suggests that addressing poverty as a social determinant of health 

is critical for reducing the risk of substance use and improving health outcomes. 

While chronic financial strain does not directly predict alcohol problems, it has been 

found to be related to alcohol problems through depression (Smyth & Kost, 1998). This suggests 

that the relationship between poverty and substance abuse is not simple and direct, but rather 

related less to low income itself and more to the strain that results from other factors in 

combination with lower income, such as unemployment.  

The relationship between poverty and substance abuse is not a simple and direct one. 

While chronic financial strain is not a direct predictor of alcohol problems, it has been found to 

be related to alcohol problems through depression. This connection suggests that the strain 

resulting from other factors in combination with lower income, such as unemployment, may 

contribute to substance abuse. To examine this connection, Shaw, Agahi, and Krause (2011) 

designed a study to investigate the association between changes in financial strain and alcohol 

use and smoking among older adults. The data was collected in six waves from a randomly 

selected national sample of older adults (N = 2,352; 60% female) between 1992 and 2006. 

Multilevel analyses were conducted to estimate the association between within-person changes 

in financial strain and the odds of heavy drinking and smoking, while also testing for the 
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moderating effects of gender, education, and age. The results indicated a direct association 

between changes in financial strain and the odds of heavy drinking, particularly among elderly 

men and those with low levels of education – who are likely to be poor. A direct association 

between changes in financial strain and the odds of smoking was also observed, particularly 

among middle-aged individuals. The study concluded that exposure to financial strain places 

some groups of older adults at increased risk for unhealthy drinking and smoking, and if the 

current global financial crisis leads to increases in financial strain among older adults, alcohol 

and smoking problems can also be expected to increase in this population. 

 

II. Malnutrition and Food Insecurity: The Link Between Poverty and Nutrition 

Another factor of strain is malnutrition, which is often interdependent with poverty, 

perpetuating and exacerbating it. People living in poverty face a heightened risk of lacking 

access to basic necessities, including nutritious food, which can lead to poor nutritional status 

and vulnerability to illness. This can, in turn, hinder physical and cognitive development, reduce 

productivity, and exacerbate poverty. Thus, the relationship between poverty and substance 

abuse is complex and multi-dimensional, involving a range of interconnected factors that affect 

an individual's overall well-being. 

Malnutrition and poverty are interdependent, with malnutrition perpetuating poverty and 

poverty exacerbating malnutrition. This relationship can be demonstrated through various forms 

such as poor nutritional status, food insecurity, vulnerability to illness, reduced productivity, and 

hindered physical and cognitive development (World Health Organization, 2013). Individuals 

living in poverty face a heightened risk of lacking access to basic necessities like nutritious food, 

hygienic living conditions, adequate housing, and proper healthcare (World Food Programme, 

2018).  

Food insecurity refers to a lack of physical, social, or economic access to enough 

nutritious food (United States Department of Agriculture, 2020). Poverty and food insecurity are 

intertwined, as poverty can impact the social determinants of health and produce unfavorable 

conditions for a consistent food supply. For low-income households, food is a major expense, 

with low-income households in the US spending between 28.8-42.6% of their income on food 

compared to 6.5-9.2% of income in high-income households (Nord et al., 2009). This high cost 
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of food can lead to financial limitations and the consumption of cheap, energy-dense staple 

foods, like carbohydrates and fats, instead of nutritionally dense foods.  

While people living in poverty may have a high caloric intake, the quality of food 

consumed, and the appropriate intake of nutrients must also be considered. Poverty can 

contribute to worsening malnutrition by lowering the quality of food intake and increasing 

"hidden hunger," the deficiency of essential vitamins and minerals (World Health Organization, 

2013). Common deficiencies seen in individuals living in poverty include iron, folate, Vitamin 

A, iodine, and zinc, leading to subpar mental and physical development, recurrent infections, and 

adverse birth outcomes, among others (World Health Organization, 2013).  

Improved nutritional status is essential for breaking the cycle of poverty, as good health 

increases productivity, contributes to economic growth, and improves a country's overall well-

being (World Health Organization, 2013). Addressing malnutrition and poverty requires a 

comprehensive approach that addresses the root causes of poverty and malnutrition, including 

access to nutritious food, adequate healthcare, and improved living conditions (World Food 

Programme, 2018). The eradication of poverty and malnutrition is necessary for achieving global 

health and prosperity.  

Malnutrition and poverty are deeply interconnected, with malnutrition exacerbating 

poverty and poverty perpetuating malnutrition. This relationship can manifest in various ways, 

including poor nutritional status, food insecurity, and vulnerability to illness, which can lead to 

hindered physical and cognitive development, reduced productivity, and increased healthcare 

costs. The adverse effects of poverty on nutrition and health have been well documented, and 

research has shown that individuals living in poverty are at higher risk for a range of health 

problems, including SUDs. In this context, food insecurity can serve as a potential risk factor for 

substance use, as individuals may turn to drugs or alcohol to cope with the stress and uncertainty 

of not having enough food. Thus, the link between poverty, malnutrition, and substance use is 

complex and multidimensional, requiring a holistic approach to address the underlying issues. 

 

III. The Impact of Substance Use on Nutritional Health 

Individuals with SUDs are often at a heightened risk of food insecurity due to 

accompanying social and economic factors. In a study by Anema et al. (2010), 65% of people 

who inject drugs in urban areas reported difficulties in affording enough food and hunger. 
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Similarly, 58% of individuals who inject drugs in Los Angeles and San Francisco reported food 

insecurity in a 2016 study by Schmitz et al. (2016).  

Drug use can have both physiological and behavioral impacts on the nutritional and 

health status of individuals with SUDs. Substance use can lead to drug-induced anorexia, which 

can result in deficiencies in micronutrients, malnutrition, and underweight (Himmelgreen et al., 

1998).  

 Food insecurity has been found to be associated with depressive symptoms among 

individuals with SUDs (Anema et al., 2010). The lack of resources to purchase food, the 

consumption of nutritionally inadequate food, irregular eating habits, and engagement in 

behaviors such as stealing food or trading sex for food, or engaging in unprotected sex can all 

contribute to food insecurity among individuals who use drugs (Anema et al., 2016; Neale, 

Nettleton, Pickering, & Fischer, 2012). Food insecurity can destabilize individuals' lives, 

increasing their vulnerability to violence, incarceration, and exposure to pathogens. 

Furthermore, there is a growing body of research suggesting that food insecurity and 

malnutrition are associated with an increased risk for behavioral health disorders, such as 

depression and anxiety, which in turn can put individuals at greater risk for developing other 

disorders such as SUD. Kris-Etherton et al. (2020) conducted a study which aimed to provide an 

overview of the role of nutrition in the prevention and management of depression and anxiety, 

which are two behavioral health disorders with a significant global burden. Their research 

suggested that suboptimal nutrition can contribute to the underlying pathology of these disorders, 

making optimizing nutritional status an important component of their prevention and treatment. 

Healthy eating patterns that meet dietary recommendations and nutrient requirements are likely 

to have a beneficial impact on both prevention and treatment of these disorders.  

Kris-Etherton et al. (2020) reviewed recent evidence on the potential contribution of 

nutrition to depression and anxiety. They assert that randomized controlled trials are necessary to 

better understand the biological mechanisms through which nutrition affects these disorders, 

since these disorders can impact nutritional status.  Such trials will also help develop effective 

evidence-based nutrition interventions to reduce the impact of these disorders and promote well-

being among individuals affected by them. For example, Kris-Etherton et al. (2020) emphasized 

the importance of addressing nutritional deficiencies in the prevention and treatment of 

depression and anxiety. Certain nutrient deficiencies, such as those in vitamin D, B vitamins, and 
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omega-3 fatty acids, have been linked to these disorders, and addressing these deficiencies 

through diet or supplementation may be an effective approach to improving mental health. 

Addressing mental health disorders can be an effective way to prevent and address SUDs. By 

improving overall mental well-being, individuals may be less likely to turn to substance use as a 

coping mechanism. Furthermore, addressing the underlying mental health conditions that often 

co-occur with SUDs can improve the chances of successful recovery from substance abuse. 

Individuals with SUDs often face food insecurity, even in areas with ample food 

resources such as homeless shelters, food pantries, and soup kitchens. This is due to financial 

limitations, decreased appetite from drug use, limited time and resources to focus on food, lack 

of storage and cooking facilities, and safety concerns when accessing public food options. For 

those struggling with substance use and poverty, priority is often given to purchasing drugs to 

avoid withdrawal, leaving food as a secondary concern.  

For this reason, many individuals with SUDs turn to charitable food providers, whether 

that be through soup and community kitchens or meals provided through supportive housing and 

rehabilitative centers. In a study by Clatts, Welle, Goldsamt, & Lankenau (2002), every 

respondent reported using these services for at least one of their daily meals. Moreover, 60% of 

respondents reported using free or low-cost food meal programs for the majority of their meals. 

At the same time, simply accessing food can put individuals at risk from fights and inter-personal 

conflicts with others accessing the site, stress form dealing with staff who may enforce rules and 

regulations that bar certain individuals, or encounters with law enforcement. These risks can 

result in physical or psychological harm or incarceration.  

Many respondents in the Clatts and colleagues’ study (2002) acknowledged the negative 

consequences of drug use on food intake, and reported they were aware of the problems of 

weight loss and dehydration and reported developing strategies to avoid these effects. These 

included taking multivitamins, drinking sports drinks to avoid dehydration, smoking marijuana 

to stimulate appetite, or buying food in advance of using drugs to guarantee that they had 

something to eat if they were unable to access food providers.  

SUDs pose a complex challenge to the medical community, as they involve both physical 

and psychological dependence on substances. Treating SUDs requires a multi-faceted approach 

that addresses both the underlying causes of the disorder and the physical effects of substance 

abuse. However, the nature of SUDs makes them particularly difficult to treat, as individuals 
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with these disorders often have co-occurring mental health conditions, such as depression or 

anxiety, that complicate the treatment process. Additionally, relapse rates are high among those 

with SUDs, which underscores the chronic and often persistent nature of these disorders. Thus, 

effective treatment of SUDs requires a comprehensive, individualized approach that takes into 

account the complexity and unique needs of each patient. 

 

IV. Nutrition as Treatment for Substance Use 

Recent literature suggests that nutrition may play a key role in the treatment of SUDs. 

Proper nutrition can improve overall health and well-being, which can in turn reduce the risk of 

relapse and improve treatment outcomes. For example, research has shown that individuals with 

SUDs often have poor nutrition and dietary habits, which can exacerbate the physical and 

psychological effects of substance abuse (Ross et al., 2012). Providing nutritional support, such 

as vitamin and mineral supplements, may help to reduce cravings and improve overall health, 

making it easier for individuals to recover from SUDs. Moreover, addressing nutritional 

deficiencies and promoting a healthy diet can be an indirect way of alleviating poverty, which is 

often associated with higher rates of substance abuse. Thus, incorporating nutritional support into 

SUD treatment plans can have both direct and indirect benefits for patients, making it an 

important consideration for healthcare providers working with this population. 

Ross et al. (2012) aimed to evaluate the provision of nutrition education in substance 

abuse treatment programs and determine if there was a correlation between the provision of 

nutrition services and treatment outcomes. The study found that there was a positive association 

between the provision of nutrition education services and improved Addiction Severity Index 

(ASI) composite scores, particularly in the psychological, medical, and family/social domains. 

Group nutrition/substance abuse education was found to be particularly effective in improving 

ASI scores. Specifically, when group nutrition/substance abuse education was offered, ASI 

psychological and medical domain scores improved by 68% and 56%, respectively (P<0.05).  

Additionally, individual nutrition/substance abuse education was a predictor of ASI 

family/social domain change scores improving by 99%. The study also found that programs 

offering group nutrition/substance abuse education offered significantly more nutrition services 

overall. Moderate to strong correlations with various nutrition education services were observed, 
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specifically in individual nutrition/substance abuse education, group normal/nutrition education 

and individual normal/nutrition education.  

Ross et al. (2012) concluded that nutrition education is an essential component of 

substance abuse treatment programs and should be encouraged by dietitians. They also 

highlighted the effectiveness of group nutrition/substance abuse education in improving 

treatment outcomes and the importance of providing a comprehensive range of nutrition services 

in substance abuse treatment programs. 

Similarly, researchers Kendall Jeynes and E Leigh Gibson (2017) conducted a study to 

examine the relationship between SUDs and nutrition, and to explore the implications of this 

relationship for understanding addiction and promoting recovery. Their research highlights the 

fact that despite the importance of nutrition for overall health, there is no specific nutritional 

assessment or guidance for individuals with SUDs. The authors argue that malnutrition may 

promote drug seeking and impede recovery from SUDs.  

Jeynes and Gibson’s (2017) review examined the evidence for nutrient deficiencies in 

individuals with AUD and DUD, as well as their impact on metabolism and appetite regulation. 

The authors argue that nutrient deficiencies may be implicated in various physical and 

psychological health problems observed in individuals with SUDs, including alcoholic 

myopathy, osteopenia, osteoporosis, anxiety, and depression. The article also explored the 

biopsychology of addiction and appetite, highlighting the ways in which brain processes 

involved in survival are stimulated both by food and by substances of abuse. The authors suggest 

that this may contribute to confusion between cravings for substances and cravings for food 

during recovery from SUDs. Overall, the article emphasized the importance of addressing the 

nutritional needs of individuals with SUDs in order to support their physical and psychological 

health and promote recovery. 

In conclusion, this literature review highlights the complex and multifaceted relationship 

between poverty, malnutrition, and SUDs. It underscores the negative impact of poverty and 

food insecurity on individuals' nutritional status, physical and mental health, and overall well-

being, particularly among those with SUDs. The review also emphasizes the importance of a 

comprehensive approach that addresses the root causes of poverty and malnutrition, including 

access to nutritious food, adequate healthcare, and improved living conditions. Moreover, the 

review highlights the importance of addressing the underlying mental health conditions that often 
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co-occur with SUDs, as well as nutritional deficiencies, in the prevention and treatment of these 

disorders. Addressing the complex interplay between nutrition, poverty, and health requires a 

multi-faceted approach that recognizes the structural and systemic barriers faced by 

disadvantaged groups. While existing policies have made some strides in improving access to 

healthy food options, there is still a need to reshape food policy and governance to incentivize 

and empower these groups. By prioritizing the voices and needs of those most affected by poor 

nutrition and poverty, we can work towards creating a food system that is more equitable, just, 

and sustainable for all. Through targeted interventions such as community-led nutrition 

education programs and expanding access to healthy food options in underserved areas, we can 

begin to lay the groundwork for a more just and equitable food system that empowers 

disadvantaged groups to lead healthy and fulfilling lives. By adopting a holistic approach that 

addresses these issues, we can break the cycle of poverty and malnutrition, improve health 

outcomes, and reduce the impact of SUDs on individuals and society. 

 

Methodology 

 In order to investigate the complex and interconnected relationship among poverty, 

nutrition, and substance abuse, I conducted a comprehensive literature review on the subject 

matter. The review examined various direct connections between poverty and substance abuse, 

poverty and nutrition, and poverty and mental health. Additionally, I explored recent literature 

that assessed the indirect impact of nutrition on substance abuse and mental health via poverty.  

To search for relevant articles, I primarily used PubMed database. When PubMed yielded 

insufficient literature, I turned to Google search engine to supplement my search. I also used 

Google to locate non-scientific articles such as news articles and press releases. PubMed was 

identified as the primary database for this comprehensive review due to its vast repository of 

over 30 million citations and abstracts of biomedical literature (National Center for 

Biotechnology Information, n.d.). In instances where the complete article was not readily 

available on PubMed, access was sought through the university library at library.wlu.edu. This 

freely available resource is widely utilized in all domains of biomedical research and reviews, 

rendering it a comprehensive and accessible source of literature on various complex topics and 

scientific disciplines. For the purpose of this review, literature spanning the last 15 years was 

primarily considered for its contemporary relevance. Nonetheless, seminal works that are 
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deemed pertinent to the topic under investigation, irrespective of their age, were also included. 

Furthermore, emphasis was placed on articles related to United States policy and healthcare 

system. Nevertheless, pertinent research from other global regions was also considered where 

relevant to the scope of this review. 

The initial selection of articles was compiled using carefully chosen phrases and search 

terms. Key search terms and phrases such as “substance use disorders”, “substance abuse”, 

“nutrition”, “malnutrition”, “food insecurity”, “mental health”, and “poverty” were used. The 

search terms were separated using "AND" and "OR" operators, with parentheses used for phrases 

to ensure that only relevant results were displayed. Literature was excluded if it did not relate to 

the key themes of substance use, poverty, or nutrition. Furthermore, articles were excluded if 

they were inaccessible, did not relate to the research question, or presented data from other 

countries.  

The data extracted from each article was distilled into a concise summary of the main 

results or conclusions, while highlighting the complexities of the study. Population studied and 

other relevant measurements were noted next to the conclusions and title of the article. The 

relevance of each study to the research question of this paper was also recorded. Surveys and 

statistics related to the diagnosis, treatment, and effect of SUDs, especially in conjunction with 

nutrition and poverty, were given particular emphasis, as they were integral to the background 

research of this study and aided in drawing conclusions.  

Despite the numerous benefits of a systematic review, it is important to recognize the 

limitations and biases that persist. The static nature of search terms and associated phrases may 

result in the exclusion of a significant amount of relevant research. The reliance on surveys and 

statistics to analyze diagnoses and treatments may neglect the emotional and judgmental aspects 

of the patient-provider interaction, which form the foundation of diagnoses, treatment, and their 

outcomes. Succinctly summarizing each conclusion from sources may oversimplify complex 

findings and result in a potentially erroneous determination. Furthermore, biases may be present 

in reporting substance use, mental health, and poverty, as well as oversimplification of trends. It 

is imperative to acknowledge these limitations and biases, especially in marginalized 

communities, to create an accurate depiction of the multifaceted relationship between substance 

use, nutrition, and poverty.  
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Ethical Considerations 

1. Substance Abuse and Treatment 

SUD is a complex medical condition that requires medical attention and 

psychological support. However, ethical considerations surrounding the treatment of SUD 

can be complex, as some individuals may not seek treatment due to fear of discrimination, 

stigma, and legal consequences. Healthcare professionals must balance the patient's 

autonomy and their obligation to provide treatment. It is also essential to acknowledge the 

role of social and cultural factors that can lead to SUD, such as poverty and social exclusion. 

Ethical considerations when addressing SUD include informed consent, confidentiality, and 

harm reduction. Informed consent is the process of obtaining consent from the patient before 

providing treatment. This is especially important when treating individuals with SUD, as they 

may not be able to make informed decisions due to the effects of drugs or alcohol.  

Confidentiality is also essential when treating individuals with SUD, as they may fear 

legal or social consequences if their condition is made public. However, confidentiality must 

be balanced against the need to protect the patient's safety and the safety of others.  

Harm reduction is an ethical approach to SUD that focuses on reducing the negative 

consequences of drug use, such as overdose or the transmission of infectious diseases. This 

approach can involve providing clean needles, overdose prevention medication, and access to 

addiction treatment.  

 

2. Malnutrition 

Malnutrition is a complex issue that can result from inadequate intake of nutrients, 

underlying medical conditions, or poverty. The ethical considerations surrounding 

malnutrition include the right to adequate nutrition, the right to healthcare, and the 

responsibility of healthcare providers to address malnutrition. The right to adequate nutrition 

is a fundamental human right recognized by the United Nations. This right includes access to 

safe, nutritious, and culturally appropriate food. Healthcare providers have a responsibility to 

ensure that their patients have access to adequate nutrition and to address any underlying 

medical conditions that may be contributing to malnutrition. However, addressing 

malnutrition can be complicated, as some individuals may not have access to nutritious food 

due to poverty or social exclusion.  
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Another ethical consideration when addressing malnutrition is the right to healthcare. 

All individuals have the right to access healthcare, including medical treatment for 

malnutrition. Healthcare providers must ensure that their patients have access to the 

necessary medical care and nutritional support. However, healthcare providers must also 

address any underlying medical conditions that may be contributing to malnutrition, such as 

eating disorders or gastrointestinal disorders.  

 

3. Poverty 

Poverty is a complex issue that can lead to SUD, malnutrition, and a range of other 

health problems. Addressing poverty requires a multifaceted approach that takes into account 

social, economic, and political factors. The ethical considerations surrounding poverty 

include the right to a standard of living adequate for health and well-being, the right to work 

and education, and the responsibility of governments to address poverty. The right to a 

standard of living adequate for health and well-being is a fundamental human right 

recognized by the United Nations. This right includes access to food, clothing, housing, and 

medical care.  

Governments have a responsibility to address poverty and ensure that all individuals 

have access to the basic necessities of life. Healthcare providers also have a responsibility to 

address poverty and its effects on health, such as malnutrition and SUD. The right to work 

and education is another ethical consideration when addressing poverty. All individuals have 

the right to access education and to work in safe and healthy conditions. Education and 

employment can provide individuals with the resources they need to access adequate 

nutrition and healthcare. Governments and healthcare providers must work together to 

address the social and economic factors that contribute to poverty, such as discrimination, 

unequal access to education and employment opportunities, and the lack of social safety nets. 

This requires a collaborative approach that involves policymakers, healthcare providers, and 

community organizations working together to address the root causes of poverty and promote 

social and economic equality. By working together, we can create a society that is more 

equitable, just, and compassionate, and that provides all individuals with the opportunity to 

lead healthy and fulfilling lives. 
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4. Housing First Model 

The Housing First model is based on the principle that individuals experiencing 

homelessness have a right to housing, regardless of their personal circumstances, including 

addiction or mental illness. This principle is grounded in the ethical principle of individual 

autonomy, which recognizes the right of individuals to make their own decisions about their 

lives, including where they live and how they receive support services. By providing 

individuals with housing first, without preconditions such as sobriety or participation in 

treatment programs, the Housing First model upholds this principle of autonomy and 

recognizes the dignity and worth of all individuals.  

However, the Housing First model also raises ethical considerations related to social 

justice. The model prioritizes individuals experiencing chronic homelessness, who are often 

the most vulnerable and marginalized members of society. While this is a laudable goal, it 

raises questions about the allocation of resources and the fairness of providing housing to 

some individuals while others remain homeless. Additionally, the Housing First model may 

exacerbate existing inequities in access to affordable housing and support services, as 

resources are focused on a select group of individuals – the winners or those given this option 

when others with housing needs are less fortunate.  

Another ethical consideration of the Housing First model is the tension between 

individual autonomy and community safety. Providing individuals with housing first, without 

preconditions such as sobriety or participation in treatment programs, may increase the risk 

of harm to themselves or others. For example, individuals with severe addiction or mental 

illness may engage in risky or dangerous behaviors that could endanger themselves or others 

in their community. This tension between individual autonomy and community safety 

highlights the need for a balanced approach that prioritizes both individual rights and the 

safety of the wider community. 

Additionally, addressing the problem of addiction among individuals experiencing 

homelessness also requires a focus on food and nutrition, as addiction and food insecurity are 

closely linked. 
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5. Food First as Harm Reduction 

The Food First approach is a harm reduction strategy because it addresses the root 

causes of food insecurity, malnutrition, and hunger. It recognizes that the lack of access 

to nutritious food is a structural problem that requires systemic changes. The Food 

Sovereignty movement advocates for the rights of local communities to control their food 

systems, including the production, distribution, and consumption of food. This approach 

prioritizes food as a basic human right, rather than a commodity to be bought and sold in 

the global market.  

Food First also promotes the use of sustainable farming practices and local food 

systems. It emphasizes the importance of preserving biodiversity, soil health, and water 

resources. This approach promotes the use of agroecological farming practices, such as 

crop rotation, intercropping, and the use of natural fertilizers. These practices can 

increase the productivity of small-scale farms, reduce the use of harmful chemicals, and 

improve the health of the soil.  

Another aspect of Food First as harm reduction is its focus on social justice and 

equity. The Food Sovereignty movement recognizes that food insecurity, malnutrition, 

and hunger are linked to systemic inequalities, such as poverty, racism, and gender 

discrimination. This approach aims to empower marginalized communities to participate 

in decision-making processes that affect their food systems. It advocates for policies that 

support small-scale farmers, women, and indigenous peoples in accessing land, water, 

and other resources necessary for food production. 

 

6. Respect for Autonomy and the Benefit of Treatment 

The Food First approach, akin to other harm reduction models, espouses the principle 

of respecting the autonomy of individuals in their capacity to make decisions concerning 

their substance use or other potentially detrimental activities. Respect for autonomy is 

recognized as one of four fundamental principles of Biomedical Ethics by Beauchamp and 

Childress (2001) and highlights the right of individuals to exercise self-determination in 

decision-making and in the type and degree of care they receive. In the context of food 

assistance programs, respect for autonomy is demonstrated through policies that do not 

require individuals to be sober, abstinent, or adhere to treatment as a condition for 



 Sanchez 19 

participating. Adhering to this principle means that even if individuals choose not to attend 

treatment or to continue consuming alcohol or drugs, food is not used as an incentive to 

encourage them to change their behavior. While the possibility of food assistance participants 

seeking treatment is always available, the decision to do so is theoretically solely in the hands 

of the individual, and not a result of coercion from the institution. 

 

7. Addiction, Mental Illness, and Self-Determination 

The issue of autonomy in interventions for substance abuse and psychiatric illnesses 

has been a longstanding dilemma. However, the context of food first interventions presents a 

contrasting situation. In instances where an individual with a mental illness or substance 

abuse disorder is surrounded by family members or colleagues, an intervention may be 

staged to challenge the individual's autonomy and decision-making. In such cases, the 

individual may be persuaded to seek treatment, but the ethics of such interventions are not 

the focus of this paper. 

 In contrast, there are no staged group interventions in the food first context. Many 

individuals with substance abuse disorders lack a support network of family, friends, and 

colleagues, which makes it difficult to compel them to attend treatment. Additionally, 

seeking public funding for treatment requires a significant exercise of autonomy. Therefore, 

individuals who seek treatment despite the lack of demands from food first programs likely 

do so without coercion.  

The absence of staged interventions in the food first context raises important ethical 

questions. In particular, it begs the question of how best to balance an individual's autonomy 

with the need to ensure they receive necessary treatment. Nonetheless, it is evident that the 

lack of coercion in the food first context has both advantages and disadvantages, and further 

research is needed to understand the implications of this approach on recovery outcomes. 

 

8. Exceptions to the Principle of Autonomy 

In the context of the "food first" approach to SUD, a crucial aspect of the debate 

pertains to whether healthcare professionals, food service providers, etc. should intervene in 

participants' substance use or psychiatric illness. Beauchamp and Childress (2001) highlight 

the existence of a tension between respect for autonomy and protection, which necessitates 
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prioritizing respect for autonomy, except in cases where there is significant risk for harm or 

questions of decisional capacity, in which case protection may trump respect for autonomy.  

Another ethical consideration is the need for nutritional guidelines that prioritize 

meeting all nutritional expectations, rather than just daily minimum caloric intake. While the 

current model emphasizes meeting daily minimum caloric intake, there may be other 

nutritional requirements that are necessary for participants' overall health and well-being. 

Therefore, service providers should consider incorporating more comprehensive nutritional 

guidelines to support participants in achieving positive outcomes.  

In addition, there is a need for more nutrition education to empower participants to 

make informed decisions about their health and well-being. Service providers can provide 

information and education about the potential risks and benefits of different treatment options 

and support participants in making informed decisions that align with their values and goals. 

However, it is crucial to ensure that any interventions or guidance provided by service 

providers are respectful of participants' autonomy and avoid coercion or undue influence.  

Ultimately, the goal of the "food first" approach should be to empower participants to 

make choices that align with their values and goals and support them in achieving positive 

outcomes. By incorporating ethical considerations and nutritional guidelines in the "food 

first" approach, we can ensure that it is not only effective in addressing SUD and poverty but 

also respects participants' autonomy and promotes their overall health and well-being. 

 

9. Beneficence and Nonmaleficence 

Among the principles of bioethics set forth by Beauchamp and Childress (2001) are 

beneficence and nonmaleficence. There are two components to beneficence: positive 

beneficence and utility. Positive beneficence requires the acting individual to provide 

benefits, while utility requires that individuals balance benefits and drawbacks to produce the 

best overall results. 

In the context of using the food first approach in individuals with SUD, the principles 

of beneficence and non-maleficence are particularly relevant. Healthcare professionals must 

balance the potential benefits of using the food first approach in improving the nutritional 

status and health outcomes of individuals with SUD against the potential risks of triggering 

relapse. By carefully selecting the type of food and timing of meals, and closely monitoring 
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individuals with SUD, healthcare professionals can minimize the risk of harm associated 

with the food first approach. 

The principles of beneficence and non-maleficence in using the food first approach in 

individuals with SUD can be implemented into policy in several ways. One possible 

approach is to incorporate the food first approach into the standard of care for individuals 

with SUD in healthcare settings. This would involve developing guidelines for healthcare 

professionals on the selection of appropriate foods and timing of meals to minimize the risk 

of triggering relapse and improve nutritional status.  

Another possible approach is to provide funding for nutrition education and 

counseling for individuals with SUD. This could include training healthcare professionals in 

nutrition and providing resources for individuals with SUD to learn about healthy eating 

habits and food choices. Additionally, funding could be provided to community-based 

organizations that work with individuals with SUD to provide nutrition education and access 

to healthy foods.  

To ensure that the principles of beneficence and non-maleficence are being upheld, 

policies could also require regular monitoring and evaluation of the food first approach in 

individuals with SUD. This could involve tracking changes in nutritional status and health 

outcomes of individuals with SUD over time, as well as monitoring for potential relapse 

triggers and adverse effects of the food first approach.  

Furthermore, policies could address food insecurity in individuals with SUD, as this 

is often a significant barrier to accessing healthy foods. This could involve funding for food 

banks and other programs that provide access to healthy foods for individuals with SUD, as 

well as policies to address structural factors that contribute to food insecurity, such as 

poverty and lack of access to affordable housing. 

 

10. Justice 

The principle of justice is a cornerstone of biomedical ethics, encompassing the equitable, 

fair, and appropriate treatment of individuals. In the context of SUD and food first, justice plays 

a critical role in guiding treatment decisions and ensuring that individuals receive the care and 

resources that they deserve.  
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When treating individuals with SUD, the principle of justice requires that healthcare 

providers strive to eliminate health disparities and ensure equal access to treatment for all 

patients. Unfortunately, this is often not the case, as marginalized populations, such as low-

income individuals and racial and ethnic minorities, are frequently underserved in the healthcare 

system. Moreover, individuals with SUD often face stigma and discrimination, further 

exacerbating these disparities.  

In the food first model, justice plays a critical role in ensuring that individuals have 

access to adequate nutrition. This model advocates for the use of food as the first-line treatment 

for malnutrition, rather than relying on expensive supplements or medical interventions. 

However, access to healthy and affordable food is not evenly distributed, with low-income 

communities and communities of color frequently lacking access to nutritious food options. This 

lack of access perpetuates health disparities and undermines the principles of justice.  

Despite efforts to promote justice in healthcare and nutrition, there are instances where 

justice falls short. For example, individuals with SUD who have a history of criminal activity 

may face discrimination and stigma, resulting in reduced access to healthcare services. Similarly, 

individuals living in food deserts may lack access to healthy food options, despite efforts to 

promote equitable distribution of resources. To address these shortcomings, it is critical to 

promote policies and interventions that address the root causes of health disparities and ensure 

that all individuals have access to the resources and care that they need. This may include 

policies to increase access to healthcare and nutrition resources for underserved communities, as 

well as efforts to reduce stigma and discrimination. Moreover, it is important to recognize the 

interconnectedness of health and social justice, and to work towards creating a more just and 

equitable society for all. 

 

Recommendations 

There is a growing body of evidence linking SUD and poverty to poor nutrition and 

inadequate food access. Individuals living in poverty are more likely to experience food 

insecurity, which can lead to malnutrition, chronic diseases, and mental health problems. 

Moreover, people with SUDs are at a higher risk of poor nutrition due to the physical and 

psychological effects of drug use, as well as the social and economic consequences of addiction. 
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For example, individuals with opioid addiction may prioritize buying drugs over buying food, 

leading to a cycle of malnutrition and addiction.  

Conversely, providing access to healthy, nutritious food can have a significant positive 

impact on both SUD and poverty. Research has shown that good nutrition can improve mental 

health outcomes, reduce drug cravings and relapse rates, and improve overall physical health. 

Additionally, providing access to healthy food can help reduce food insecurity and poverty by 

improving economic outcomes, as well as reducing healthcare costs associated with chronic 

diseases.  

In order to implement a "food first" approach to addressing SUD and poverty, a number 

of crucial steps must be taken. These steps include the following:  

Firstly, there is a need to increase access to healthy, nutritious food for individuals and 

communities affected by SUD and poverty. This could involve a range of interventions, such as 

expanding food assistance programs, increasing funding for community gardens and urban 

agriculture, and developing partnerships with local farmers and food distributors. One potential 

way to address the intersection SUD and poverty with nutrition is through the expansion of 

federal and/or state nutrition programs, such as the Supplemental Nutrition Assistance Program 

(SNAP).  

SNAP provides food assistance to low-income individuals and families and can help 

reduce food insecurity and improve nutrition. However, there are limitations to the program, 

including strict eligibility requirements, limited benefits, and stigma associated with receiving 

assistance. Expanding SNAP and other nutrition programs could have a significant impact on 

individuals and communities affected by SUD and poverty. By providing access to healthy, 

nutritious food, these programs could help address the negative health consequences of food 

insecurity and poor nutrition, as well as reduce the economic burden associated with chronic 

diseases.  

It is also important to recognize the negative externalities of SUD in communities. These 

can include increased crime rates, healthcare costs, and lost productivity. Addressing the root 

causes of SUD, such as poverty and inadequate access to nutritious food, can help reduce these 

negative externalities and improve overall community well-being. 

Secondly, nutrition should be integrated into SUD treatment in order to improve 

outcomes and reduce relapse rates. Relapse rates are notoriously high, with many individuals 
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experiencing multiple relapses throughout their recovery journey. An emerging body of research 

has identified a potential solution to this problem: the integration of nutrition into SUD 

treatment.  

There is strong evidence to suggest that SUD can have a significant impact on an 

individual's nutritional status. Substance use can lead to poor dietary choices, inadequate nutrient 

intake, and metabolic disturbances. Conversely, poor nutrition can also exacerbate the effects of 

substance use, leading to increased cravings, impaired cognition, and a heightened risk of 

relapse. Therefore, addressing nutritional deficiencies in individuals with SUDs is essential for 

improving treatment outcomes.  

One effective strategy for integrating nutrition into SUD treatment is through 

collaboration with nutritionists and dietitians. These healthcare professionals are experts in 

nutrition and can develop personalized nutrition plans for individuals in treatment. By working 

closely with individuals in recovery, nutritionists and dietitians can help identify and address any 

nutritional deficiencies, provide guidance on healthy eating habits, and offer ongoing support and 

counseling.  

Another critical component of integrating nutrition into SUD treatment is nutrition 

education. By providing individuals with information about healthy food choices, the 

relationship between nutrition and addiction, and the benefits of proper nutrition for recovery, 

treatment programs can empower individuals to take charge of their health and well-being. 

Nutrition education can be delivered through individual counseling sessions, group classes, or 

through written materials. 

Thirdly, the promotion of food sovereignty and community empowerment is a critical 

component of any comprehensive food policy. Food sovereignty refers to the right of 

communities to control their own food production and distribution systems, free from external 

pressures and influences. This approach prioritizes the needs and values of communities, 

emphasizing local knowledge, traditions, and resources. Empowering communities to take 

control of their own food systems can lead to numerous benefits, including reduced food 

insecurity, improved economic outcomes, and enhanced community well-being.  

One effective strategy for promoting food sovereignty and community empowerment is 

through the development of community-led food cooperatives and farmers' markets. These 

initiatives can help to provide fresh, healthy food options to individuals and families who may 
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not have access to these resources. By sourcing food from local farmers and producers, these 

initiatives also support the local economy and help to build community connections. To ensure 

the sustainability and success of these initiatives, policymakers should consider providing 

funding and technical support for their development, as well as addressing any legal or 

regulatory barriers that may exist. 

In addition to food cooperatives and farmers' markets, policymakers should also consider 

providing training and resources for individuals and communities to develop their own food 

systems. This could include training in sustainable agriculture practices, food preservation 

techniques, and marketing and distribution strategies. By providing individuals with the 

knowledge and skills to grow and distribute their own food, policymakers can promote self-

sufficiency and resilience, while also reducing dependence on external food systems. Such 

training and resources can be delivered through community-based organizations, educational 

institutions, or government agencies.  

To support the promotion of food sovereignty and community empowerment, 

policymakers should consider implementing policies that prioritize community engagement and 

participation. This could include developing advisory committees or task forces that include 

representatives from local communities, as well as conducting community needs assessments and 

impact assessments to ensure that policies and programs are responsive to local needs and 

values. Policymakers should also consider providing incentives and support for community-led 

initiatives, such as tax breaks or grants, as well as creating regulatory frameworks that enable 

and facilitate local food production and distribution. 

Lastly, it is crucial to address systemic inequalities in the food system in order to achieve 

a "food first" approach that truly benefits all individuals and communities affected by SUD and 

poverty. Historically, the food system has been shaped by structural inequalities such as racism, 

classism, and sexism, which have resulted in unequal access to nutritious food, stable 

employment, and safe working conditions. To achieve a "food first" approach that truly benefits 

all individuals and communities affected by SUD and poverty, it is crucial to address these 

systemic inequalities.  

One effective strategy for promoting food justice is through the advocacy for policies that 

promote fair labor practices. The food system relies heavily on low-wage labor, often employing 

workers who are immigrants, people of color, and women. These workers frequently experience 
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exploitative working conditions, including low wages, long hours, and lack of access to benefits 

such as health care and retirement. Advocating for policies that protect the rights and dignity of 

food workers, such as minimum wage laws, health and safety regulations, and collective 

bargaining rights, can help to promote fair labor practices and reduce exploitation in the food 

system.  

Another key strategy for promoting food justice is through land reform. Access to land is 

a critical determinant of food security, yet many low-income communities and communities of 

color lack access to land for food production. Policies that promote land reform, such as 

community land trusts and urban agriculture programs, can help to address this inequality by 

providing individuals and communities with the means to grow their own food and generate 

income. In addition to providing access to land, policymakers should also consider providing 

technical assistance and training to support sustainable and regenerative agricultural practices.  

Finally, policymakers should also advocate for anti-hunger initiatives that ensure all 

individuals and families have access to nutritious food. This could include policies such as 

expanding eligibility for federal nutrition assistance programs, increasing funding for school 

meal programs, and supporting community-based food banks and meal programs. By addressing 

food insecurity, policymakers can help to mitigate the negative impacts of SUD and poverty, 

including poor health outcomes and increased risk of relapse. 

 

Conclusion 

Substance use remains a significant problem in the United States, affecting individuals 

from all walks of life. The most recent National Survey on Drug Use and Health reported that 

millions of Americans meet the applicable DSM-5 criteria for having a SUD, and drug-involved 

overdose deaths continue to rise. SUDs can have significant negative impacts on individuals, 

families, and communities, and effective treatment is essential to achieving and maintaining 

recovery. However, many people with SUDs do not receive the help they need, and ongoing 

research and interventions are needed to address the complex and evolving nature of SUDs and 

their impact on individuals and communities. The impact of substance use on individuals living 

in poverty is particularly profound, perpetuating a vicious cycle that is difficult to break. 

Nutrition is a promising avenue for addressing SUD and alleviating poverty by improving 

physical and mental health, reducing cravings and withdrawal symptoms, and increasing 
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resilience and self-efficacy. Despite its potential benefits, nutrition remains an underutilized 

approach, with limited research and implementation in clinical practice. This literature review 

aimed to contribute to a more holistic and effective approach to addressing SUD and alleviating 

poverty in the United States by shedding light on the potential benefits of nutrition and 

identifying barriers to implementation. 

In conclusion, a comprehensive approach to addressing SUD and poverty must include 

policies that address food insecurity and promote food justice. This can entail a "food first" 

approach that recognizes the critical role that access to healthy, nutritious food plays in achieving 

overall health and well-being. Such a policy approach should involve promoting community-

based food systems, integrating nutrition into SUD treatment, empowering communities to take 

control of their own food production and distribution, and addressing systemic inequalities in the 

food system.  

Community-based food systems can be developed through the creation of food 

cooperatives, farmers' markets, and urban agriculture programs that provide local, sustainable, 

and affordable food options. Integrating nutrition into SUD treatment can help improve 

outcomes and reduce relapse rates by creating personalized nutrition plans and providing 

education and counseling. Empowering communities to take control of their own food 

production and distribution can help promote food sovereignty, reduce food insecurity, and 

improve economic outcomes. Finally, addressing systemic inequalities in the food system can 

promote food justice, including fair labor practices, land reform, and anti-hunger initiatives.  

In summary, a comprehensive approach to addressing SUD and poverty must recognize 

the critical importance of access to healthy, nutritious food. Policymakers should consider 

implementing policies that promote food justice and create sustainable and equitable food 

systems that support the health and well-being of all individuals and communities. By working to 

address food insecurity and systemic inequalities in the food system, policymakers can help to 

reduce the negative impacts of SUD and poverty and improve the overall health and well-being 

of individuals and communities.  
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