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Commentary

Food insecurity as a symptom of a social disease
Analyzing a social problem from a medical perspective

Federico Roncarolo MD PhD Louise Potvin PhD

Food security is “the right of every individual to have 
access to safe and nutritious food, consistent with 
the right to adequate food and the fundamental 

right of everyone to be free from hunger.”1 Despite the 
well-known association between food insecurity and 
type 2 diabetes, hypertension, cardiovascular diseases, 
mental distress, and poor health in general,2-4 food inse-
curity is steadily increasing in developed countries such 
as Canada. Consequently, the effects of food insecu-
rity are becoming relevant to family physicians. Family 
physicians should acknowledge the importance of food 
insecurity as a determinant of health and, moreover, 
be aware of the strategies currently implemented to 
address food insecurity. The objective of this article is 
not to medicalize a social problem, but rather to present 
food insecurity within a medical context that might give 
physicians a better grasp of this issue and help them 
understand their role in addressing food insecurity. 

Increasing food insecurity in Western countries has its 
roots in the social and economic changes that have taken 
place during the past 30 years. Since the economic reces-
sion of the 1980s, welfare programs have not been able 
to efficiently respond to the increasing number of peo-
ple in need.5 At the population level, food insecurity and 
hunger have resulted from prolonged periods of high or 
increasing unemployment and underemployment, declin-
ing wages, lack of affordable housing, and the absence of 
adequate welfare policies.6 From a medical point of view, 
food insecurity is a symptom of a complex and multidi-
mensional social disease affecting a large proportion of 
populations in Western societies. In medicine there are 2 
possible strategies to relieve a symptom: treat the symp-
tom itself or address the causes of the symptom operat-
ing on the pathophysiology of the disease. 

Treating symptoms 
The most common strategy to address food insecurity in 
Western countries relies on food distribution—primar-
ily taking the form of food banks. In Canada food banks 
are commonly administered through non-profit organiza-
tions, based on charity, wherein volunteers collect and  

distribute food donations to people in need. The effec-
tiveness of food banks in addressing food insecurity is 
the core of a long-standing debate.6-8 There are some 
researchers who argue food banks exacerbate rather 
than alleviate food insecurity by masking it, undermining 
social justice, and relieving governments of their duties.6 
They suggest that the increased social acceptance of 
non-governmental interventions as an appropriate way 
of dealing with food insecurity might contribute to de-
politicizing household levels of food insecurity.6 In con-
trast, other researchers underline the importance of food 
banks, affirming that food banks should be strengthened 
with collaborations to increase their role in addressing 
hunger and health issues, and recognizing the strate-
gic position that community organizations could have in 
changing the approach to food insecurity.9,10  

With food insecurity representing a symptom in the 
medical context, we liken accessing food banks to treat 
food insecurity to using a drug that acts as a painkiller to 
treat pain. Painkillers, although offering temporary relief, 
do not prevent the pain from returning. As such, they 
are useful when the symptom presents or while waiting 
for effective treatment of the disease. The chronic use 
of painkillers can lead to side effects that can worsen 
the health status of the patient in the long term or over 
time. In the same way, food bank use might have det-
rimental side effects. At an individual level, food bank 
users might face stigmatization because of their need 
to access charity organizations for food, or individu-
als might become dependent on the system, relying on 
food banks instead of improving or enhancing any of 
their own skills (eg, cooking skills, managing a fam-
ily budget).11 Food banks might provide the illusion that 
the problem disappears; however, the lack-of-food issue 
will return periodically, unless the reasons for the food 
insecurity have been addressed and more stable solu-
tions are achieved. Nevertheless, having access to food 
banks might temporally improve the physical and men-
tal health of patients12; consequently, referring patients 
to community interventions might be considered a tem-
porary support while waiting for long-standing solutions. 

Treating the disease 
As we have defined food insecurity as a symptom of a 
“social disease,” we suggest the solution to cure and 
prevent this disease includes policies that encompass 
both social justice and social and health inequalities. A 
comprehensive strategy to actively take charge of food 
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insecurity should include government commitments to 
living wages and welfare, taxation reforms, and new 
approaches to agricultural food and nutritional policies.5 
The reform of social policy to ensure all Canadians have 
adequate income to meet their right to food seems the 
only solution to steadily solve food insecurity in Canada.13

Family physicians support their patients by introduc-
ing them to the solutions that can affect physical, men-
tal, and social wellness. In Canada about 80% of people 
with chronic disease have access to a family physi-
cian at least once a year14 and some of these people 
are also food insecure. Family physicians have a role 
in addressing food insecurity at individual, community, 
and institutional levels. 

At the individual level, family physicians can help 
patients find the “temporary relief” that they need by 
informing them about available community services. 
There are people who do not have access to food banks 
for reasons that include a lack of information, their per-
ceptions about food aid, or their belief that they are 
not in extreme need.8,15 Family physician clinics are an 
ideal setting to promote the help that these patients 
need,16 and being referred to community services by 
family physicians might increase patients’ willingness 
to participate in community programs. Health Leads, 
a non-profit organization in the United States that 
involves more than 9000 physicians, is an example of a 
health-promotion initiative that enables doctors to “pre-
scribe” basic resources, such as food, which are pro-
vided by associated community organizations.17 

At the community level, family physicians could influ-
ence community changes and improve community par-
ticipation by taking active part in debates on social 
issues.18 An interesting health initiative taking place in 
Massachusetts to address hunger and nutrition in com-
munities is the co-location of health care and social 
services such as on-site emergency food boxes or other 
programs; co-location of health care and social programs 
in communities can increase accessibility and patient use 
of services and improve program efficiencies.19 

At the institutional level, family physicians can advo-
cate for political institutions to make changes in areas 
affecting the health of their patients such as guarantee-
ing food access or increasing minimum wage.18,19 

Conclusion
Family physicians should acknowledge the importance 
of food insecurity as a determinant of health. Patients 

experiencing food insecurity need the support of their 
family physicians to improve their social, physical, and 
mental health. 
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