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Everyday physical activity plays an important part in health maintenance and disease prevention. Excess exercise, 
however, can cause detrimental effects on both physical and mental health. It can also hamper the quality of life to 
an extent that individual is unable to regulate this behavior. ‘Addicted’ exercisers are more likely to work out for intrinsic 
rewards and experience troubling feelings of deprivation. In comparison, ‘committed’ exercisers participate in physical 
activity for extrinsic benefits and, when they cannot exercise, do not experience extreme withdrawal symptoms. 
Sportspersons indulge themselves in long hours of training as a response of their quest to improve endurance and per-
formance in the face of common setbacks. Recognizing the addiction to exercise is also a contentious idea and the aim 
of this article is to draw an attention towards the same. Exercise Addiction diagnosis needs employment of questionnaires 
such as Exercise Dependence Scale, Obligatory Exercise Questionnaire, and Exercise Addiction Inventory. They need 
to be employed in the pre-participation evaluation of an individual participating in any sports event. Physiotherapists 
are often the first to meet an individual with exercise addiction. Physiotherapists play an important role in diagnosis 
of exercise addiction as well as in prevention as they are aware of challenges of treating exercise addicted patients and 
develop specific approaches to deal with their issues. As if it goes unnoticed, the prognosis can even be fatal.
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INTRODUCTION

Regular exercise ensures physical, mental and physio-

logical benefits, and association with release of hormone [1]. 

This sense of euphoria is broadly enjoyed by population 

performing exercise either as lifestyle engagement and/or 

modification as professional sportsperson [2]. However, with 

passage of time, few individuals engrave their lifestyle and 

daily life engaging in exercise time producing detrimental 

effects in other parameters. Broadly, all time-consuming 

tasks have adverse effects on sportsperson’s mental and 

physical attributes [3]. The boundary where physical activ-

ity closes to be useful and starts to impede mental and phys-

ical wellbeing is a genuine challenge giving it a term of 

“Exercise Addiction” (EA) where this has been labeled as 

the syndrome of compulsive or prolonged exercise which 

could be described as physical activity once or often, with 

a regular schedule where the person gives priority only and 

only to exercise minimizing the significance of other man-

datory protocols and it is also known as “Exercise Depend-

ence”(ED) [4]. First introduced in the 1980s, the concept 
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of ‘Negative Exercise’ or EA contrasts with the prior con-

cept of ‘Positive Exercise’ which indicates a positive health 

benefit. A condition so long described before still goes un-

diagnosed due to lack of awareness [5]. There is an emer-

gent need to distinguish the frequent enthusiast from some-

one who is addicted to exercise. This phenomenon stands 

same for gym lover, to athlete to players playing as for con-

tact or non-contact sports. Would we consider an elite com-

petitor preparing for the Olympics as having EA? What 

about the committed runner who includes an additional 

three miles to his or her running plan after lunch at a fast- 

food restaurant? It is important for the coach and a physi-

otherapist to differentiate a dedicated athlete from an ath-

lete who is addicted to exercise. It seems to be a very com-

mon explanation among amateur athletes that the excessive 

they train themselves it appears to be of great pleasure, es-

pecially among those who perform endurance sports and 

other recent sports modalities such as Cross Fit, which in-

corporates aerobic and anaerobic exercise with the goal of 

moving forward and physical execution [6]. The adaption 

to this behavior can serve as a double-edged sword as it may 

lead towards creating unhealthy sports behaviors, such as 

EA. Keeping in consideration the other forms of addictions, 

EA is distinguished by six components or patterns: salience, 

tolerance, mood alteration, personal conflict, withdrawal 

symptoms and relapse, i.e., the tendency to return to ex-

cessive behavior after abstinence or control periods [7].

DISTINGUISHING EXERCISE ADDICTION 
FROM OTHER DISORDERS

It is vital to know when a person’s behavior is represent-

ing an addiction and not going through other disorders [8]. 

EA is also referred to as being compulsive or impulsive, like 

most behavioral addictions. It should also be separated from 

exercise that happens at a tall recurrence. The Olympic 

competitor may commit an extraordinary bargain of time 

to the activity, undergo a substantial reduction in other ac-

tivities and go through withdrawal when the behavior is 

halted or cut back. Despite meeting three EA requirements, 

a professional athlete is not inherently addicted to his or her 

sport. A source of uncertainty in literature has been a reason 

to separate exercise addiction from exercise performed with 

high intensity and frequency [9]. EA occurs in combination 

with other addictions that hinder the process of recovery if 

left unrecognized. Three main types of disorders associated 

with exercise addiction:

1) Anorexia Athletica (Obligatory Exercise): When a 

person feels obligated to exercise beyond the point of 

benefiting one’s body. Individuals, irrespective of dis-

comfort, illness, disease, etc., will engage in sporting 

activities and will strive to organize their lives to opti-

mize exercise time [10].

2) Exercise Bulimia: When a person engages him/herself 

in binge eating sessions that are taken after periods of 

high-intensity work out [11].

3) Body Dysmorphic Disorder: When a person is fasci-

nated or obsessed with parts of their body and per-

ceives them to be distinct or weird. In order to enhance 

their understanding of the “flawed” part of the body, 

these people can create highly regulated routines [12].

ROLE OF PHYSIOTHERAPIST 

The most challenging part here is making an athlete real-

ize their exercising is a problem. Abstinence from exercise 

may not be the appropriate goal when it comes to treating 

EA. Coach and physiotherapist need to develop “SMART” 

goals with every athlete i.e., Specific, measurable, achiev-

able, results-focused and timely. In some cases, a new form 

of exercise may be recommended for example, the runner 

becomes a swimmer on a temporary basis only [13].

Compulsive training possibly led to injuries and the first 

clinicians to treat over-trained athletes pose as physio-

therapist. A study done with interviewing 24 sports physi-

otherapists about medical issues and approaches for treat-

ment of addicted patients showed that most respondents 

(71%) identified compliance problems in reducing exercise 

as part of injury care. The methods used to treat those with 

an exercise addiction were 1) Explanation/education, e.g., 

warning of physical effects if exercise was kept at the same 

stage, 2) Recommendations of alternative fitness exercises 

and/or 3) Referral to psychology treatment. The research 

indicates that psychological approaches to the treatment are 

most recommended [14]. In the current scenario, assess-

ments are taken of the athletes as per the requirements of 
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the performance. But unfortunately, no emphasis is paid to-

ward the assessment of EA in context that whether an ath-

lete is in healthy mental well being or he/she is marching 

towards addiction.

So, what possibly can be done? A Proper and periodic as-

sessment is required for both group of engages firstly, 

Individuals performing exercise and secondly, mandate to 

professional players. Supportories who can be utilized to 

promote detection of EA constitute the following protocols; 

Exercise Dependence Scale, Obligatory Exercise Question-

naire, and Exercise Addiction Inventory should be given an 

equal importance as of fitness tests in the regime.

Before participating, a pre-participation evaluation is nec-

essary to be performed which evaluates whether an athlete 

is fit or not to participate in the event. But none of these 

tools are being considered to rule out for the exercise addic-

tion. These tools should be considered as well.

• The Exercise Dependence Scale (EDS) is able to dis-
tinguish not only between the people at risk but also 

between the non-dependents symptomatic as well in 

non-dependent asymptomatic individuals. It determines 

whether people could have a physiological reliance 

(prove of withdrawal) or no physiological reliance [15]. 

Steady with the Diagnostic and Statistical Manual of 

Mental Disorder-IV (DSM-IV) criteria for substance 

dependence, exercise dependence was operationalized 

and measured as a multidimensional maladaptive design 

of exercise, leading to clinically significant disability or 

distress, as manifested by three or more of the follow-

ing: Withdrawal, tolerance, lack of control, reduction 

in other activities, intention effects, time and con-

tinuance. The 21 statements in this scale are aimed at 

establishing exercise dependency. In individual and 

group settings, EDS has been used with 18 years re-

spondents and older. In the black space given after each 

item, participants indicate their response between 1 

symbolizing never and 6 indicating always. EDS re-

quires roughly five minutes to be completed. Individ-

uals that are categorized into the dependent category 

on 3 or more of the DSM criteria are classified as ex-

ercise dependent [16]. Dependent range is considered as 

indicating a score of 5 or 6 for that item. People who 

scored in the range of 3 to 4 are labeled as symp-

tomatic. Theoretically, these people may be considered 

at-risk for exercise dependency. Lastly, people who 

score in the range of 1-2 are graded as asymptomatic 

[17].

• The Obligatory Exercise Questionnaire (OEQ) is a 
method used for calculating excessive exercise activity, 

when applied to eating disorder in particular. Three 

valuable components emerged from OEQ-emotional as-

pect of exercise, exercise frequency and intensity, and 

exercise pre-occupation [18]. It is a self-report ques-

tionnaire of 20 items outlined to evaluate an indi-

vidual’s commitment to and compulsion for exercise. 

Respondents rate how much they agree or disagree 

with an explanation on a four-point scale ranging from 

“never” to “always” about their exercise conduct. 

Higher score on the scales shows a noteworthy commit-

ment to exercise [19].

• The Exercise Addiction Inventory (EAI) is a self-report 
measure which comprises of 6 items and is fast and 

straight forward to manage. Based on the perceived val-

ue of exercise, the subjective experience recorded as a 

result of exercise, and the frequency of exercise re-

quired achieving the desired benefits, it represents per-

ceptions and beliefs about exercise behavior [20]. For 

individuals deemed at risk for exercise, the EAI score 

is 24. To be representative of a symptomatic, a score 

in between 13-23 is considered and a score of 0-12 in-

dicates an asymptomatic individual [21].

CLINICAL IMPLICATIONS

The present article proposes an urgent drive of attention 

towards existence of EA. It is one of the representing and 

negative behavioral trends currently affecting endurance 

sports athletes, with 14.2% of the highest exercise addiction 

prevalence rates. Physiotherapists are often the first to meet 

such individuals due to their injury [22]. In addition, Phy-

siotherapists are not the prepared specialists in psychometric 

evaluation. However, the above-mentioned scales with their 

convenient and helpful cut off point value ease of admin-

istration and ranking may be helpful in determining if the 

individual needs to be referred for consultation to avoid 

further harm. These questionnaires should be considered as 
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part of pre-participation evaluation for avoidance of mental 

as well as physical damage on temporary and permanent 

attributes. It will be helpful for sportsperson to collaborate 

with physiotherapist and sports coach to build an effective 

exercise routine and to re-learn to utilize internal stimuli, 

such as pain and exhaustion, to distinguish between suffi-

cient and unnecessary training and safe and unhealthy moti-

vators, such as comparisons with others.

DISCUSSION

A review including wide range of studies on EA reveal 

predominance within common populace to be near 3%. 

Prevalence of EA varies from 52% among tri-athletes to 

25% among runners. A study reported far much lower rates 

of 3.2% of “ultra-marathoners” and 2.5% of the exercising 

population using the exercise dependence scale for screening 

[23]. In a study, among 300 clients of a fitness room in 

France, 125 (42%) presented diagnostic criteria of exercise 

dependence. In Australia, among 234 elite Australian ath-

letes were recruited, 34% classified as having exercise de-

pendence. Even if 1% of the exercising population may be 

addicted to exercise, it reflects a very large number of peo-

ple who are in urgent need of help [12].

Whatever the number, these statistics are making no com-

pulsion towards worrying, far from concealing the emer-

gence of a new reality that is getting closer and closer to 

being a major health issue in today’s society. Nonetheless, 

a new piece of research conducted by Martin et al. has high-

lighted the fact that people who perform endurance sports 

continue despite being injured and have high scores on the 

EAI as well. Competitive runners show more addiction sym-

ptoms than non-competitive ones, regardless of their gender 

[24]. Despite the risk of worsening a serious injury, addicted 

individuals will frequently continue to exercise, even though 

advised to discontinue the practice by a health professional. 

Morgan (1979) cited evidence of runners who continued to 

exercise, ignoring stress or other accidents, even when in-

activity had been advised by a doctor. Likewise, Yates et 

al. (1983) depicted the case of a 31-year-old male who ran 

at slightest 80 km/week despite serious tendonitis pain that 

he had endured for long three years. Thus, EA may have 

broad-reaching implications. Exercise dependent individuals 

are not only prone to injury, in addition they present with 

proved evidence of issues towards treatment adherence.
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