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INTRODUCTION

Some Weighty Thoughts on Dieting and Epidemics

In July 2004, the then-American Health and Human
Services Secretary Tommy G. Thompson announced that
Medicare was abandoning a long-held policy that said
obesity was not a disease, opening the way for the Gov-
ernment to pay for a whole range of possible treatments.
Soon after Thompson’s decision, a cartoon by Dick
Locher of Tribune Media Services appeared. A portly lit-
tle boy having read the newspaper with the headline
“Obesity Now Considered a Disease” announces into
the telephone, “Hello, Principal’s office? This is Tommy
Frobish . .. I won’t be in school today, I got a disease.”
We know what type of disease Tommy Frobish had. As
early as 1987, the media began to evoke the specter of a
forthcoming epidemic of obesity: “Childhood obesity
is epidemic in the United States,” stated Dr. William H.
Dietz Jr. of New England Medical Center. The World
Health Organization declared obesity the new “global
epidemic” in 1998. By 2004, headlines such as “Obesity
Epidemic Raises Risk of Children Developing Diabetes”
grabbed (and continue to grab) the attention of readers.
Scientists at the American Association for the Advance-
ment of Science annual meeting in February 2002 had
already warned the Government that obesity was now
a “global epidemic”—no longer confined to Western,
industrialized societies. This reflected a growing consensus
in the 1990s that obesity (not smoking) was going to be
the major public health issue of the new millennium.
Parallel to the seemingly unstoppable spread of this
new epidemic was the development of new, radical cures:
Would it be surgical (stomach stapling), genetic (the “ob
[esity]-gene”) or would it be the old, tried and true
“cure” of dieting? In the twenty-first century, dieting has
come to mean the control of the intake of nutrients and
the use of parallel interventions such as exercise, psycho-
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logical therapy, surgery, or pharmaceuticals to control
(increase or decrease) body weight, strength, health, and/
or shape. From the mid-nineteenth century to today,
medical specialists and lay practitioners have tried to
claim too fat or too thin people (however defined) as
their patients. Fat and thinness is truly in the eye of
the beholder. Each age, culture, and tradition defines
unacceptable weight for itself: Yet, all do have a point
beyond which excess or inadequate weight is unaccept-
able—unhealthy, ugly, or corrupt. Today, we call this
“morbid obesity or anorexia,” and both are always seen
as an issue of health. Thus, dieting today may also limit
the intake of foods, such as salt or transfats, that are
labeled unhealthy.

Yet health, as we well know, is a code word for a posi-
tive range of qualities that any given society wishes to see
in its citizens: From beauty to loyalty to responsibility to
fecundity (and the list marches on). Thus, today, the very
opposite illness, anorexia nervosa, it would seem, has
become what George Devereux in the 1950s called a pre-
scribed template for mental illness: “Don’t go crazy, but
if you do, do it this way.” Obesity has precisely the
opposite quality. The morbidly obese do not figure in
society as a socially acceptable form of mental illness in
any way. The asymmetry between today’s image of obes-
ity and of anorexia points to the complex meanings given
to weight and body shape over history. All of these
impact and are impacted by the culture of diet and dieting
in which individuals find themselves.

From the 1860s, it was the diet culture that dominated
the market even as biomedical science developed tools
to understand the biochemical nature of metabolism,
endrocrinological imbalance, and, more recently, genet-
ics. Dieting was the tool of the physician, but it was also
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the means by which lay practitioners of the modern
“health culture” were able to claim the too fat and the
very thin as their clients. Dieting, or (more recently) “life-
style change,” became a way to halt the obesity epidemic,
to intervene to improve the private life of the individual
and, thus, the health of the nation.

These two qualities were regularly linked. Whether
through claims that morbid obesity impacted on the
health of the mother and child and thus weakened the
state or whether the fat man and the thin man could not
fulfill their civic and military duty and became a drain on
the state, the obese, from at least mid-nineteenth century,
were seen as a danger to themselves as well as others.
When it was clear that too many men had failed the draft
physical in World War II because of malnutrition, Harry
S Truman created the school lunch program in 1946,
which stood accused in the 1990s of being one of the
causes of obesity. The general stigma associated with a
potentially unhealthy body that stood out because of its
size made it imperative that the fat and the thin seek or be
forced to treatment. Thus, there were financial incentives
to seek this group out and rehabilitate them. Too fat and
too skinny people could be made productive and healthy
people through the interventions of medical professionals
but also lay specialists. In France, the modern food cul-
ture, without its sauces and exotic ingredients, was cre-
ated in the 1820s by Jean Anthelme Brillat-Savarin,
whose The Physiology of Taste or, Meditations on Tran-
scendental Gastronomy was a fat man’s confession about
how he tried to lose weight. It was a self-help book that
created the French cult of modern food. “Obesity,” as
Brillat-Savarin states, “is not actually a disease, it is at
least a most unpleasant state of ill health, and one into
which we almost always fall because of our own fault.” It
was a change in the way one ate that could control one’s
weight.

The American food faddists of the late nineteenth cen-
tury, who produced “modern” machine-made foods such
as “corn flakes,” sought to reform the body politic; today
we hear their heirs advocate “natural” or “organic”
food. Their argument is that unprocessed food is close to
nature and, thus, healthier. In 1894, Will Keith Kellogg
was trying to improve the vegetarian diet of sanatorium
patients when he invented Corn Flakes; one of them,
Charles William Post invented Postum cereal beverage in
1895. Two years later, Post developed Grape-Nuts cereal,
part of the new health-industrial complex. They followed
the lead of those who first canned milk at mid-century;

they saw in the modern manufacture of food the intro-
duction of the principles of hygiene. And they were
certainly right—boiled, condensed milk was certainly
healthier than milk from tuberculosis-infected cows.
Well, if you discounted the lead that leached into the milk
in the early containers.

All aimed and aim at healthier, better citizens. And all
succeed in making a profit doing it. The cereal manu-
facturers of the nineteenth century, like Post and Kellogg,
moved from fringe-food-fad operations in “Wellville”
(read T. Coraghessan Boyle’s 1993 novel The Road to
Wellville, the title of which is taken from a pamphlet by
C. W. Post) to dominate the food market; “organic” food
today may well rescue the small farm as it returns much
greater profit than “traditional” food. Health and wealth
are linked by more than a rhyme.

Dieting aims at both cure and profit. It is, thus, very
modern. Certainly, fasting as a religious observance was
part and parcel of Western Christianity, beginning with
Paul. (It also became part of both rabbinic Judaism and
Islam.) But religious fasting is not dieting. It was (and is)
a sign of man’s relationship to God and to God’s complex
world. Ironically, this is not much different from the
ancient Greeks who saw food (and food reduction) as
part of a complex web that spanned human beings and
the gods through the humors. Dieting arises in the post-
Copernican world when scientists and lay people from
the late seventeenth to early nineteenth century began to
think of the human body more as a machine and then as a
collection of chemical processes. The dieting body is not
necessarily an extension of the divine. Here we can evoke
Zygmunt Bauman’s distinction in his 1998 Globaliza-
tion: The Human Consequences between “pilgrims” and
“tourists.” In a real sense, fasters are pilgrims who
believe that their world is bounded by God (or the gods)
and fasting will bind them to that world. Dieters are
tourists in the new economy of the body.

The rise of the modern dieting culture comes to hold
powerful metaphoric implications for all bodies, includ-
ing, as Thomas Hobbes observes in The Leviathan
(1651), the body politic. Hobbes observes that (like
human beings) “Commonwealths can endure no diet: for
seeing their expense is not limited by their own appetite
but by external accidents, and the appetites of their
neighbours, the public riches cannot be limited by other
limits than those which the emergent occasions shall
require.” Here is perhaps the best sense of the conflict
between the desire for food and the difficulty (if not



impossibility) of diet. For as the diet industry of the mod-
ern era shows, its greatest failure would be the elimin-
ation of actual or perceived unhappiness with weight, for
with this success would come the end to the dieting indus-
try. For Hobbes, a nation’s appetite is actually enhanced
by the increase in its consumption of the “commodities of
sea and land”. The more you have, the more you want; so
much for a world limited by self-control.

Dieting becomes the means of self-liberation or self-
control or self-limitation. It is a process by which the
individual claims control over his or her body and thus
shows their ability to fulfill their role in society. From the
Enlightenment to the present, the healthy body is also the
body in control of its own destiny—a basic claim of
Enlightenment ideology. The aging philosopher Kant
actually wrote a study of diet and self-control in response
to the appearance of one of the first modern diet books in
the 1790s. His essay on “Overcoming Unpleasant Sensa-
tions by Mere Reasoning” (1797) argued that you could,
as an old man, rationally control your frequent trips to
the toilet at night by radically restricting your liquid
intake before bed. A century later, another German phil-
osopher of note, Friedrich Nietzsche, in his Twilight of
the Gods (1888), denied any possibility of a conscious
control of the body through dieting. Inheritance domin-
ates, and rational claims by diet gurus only provide the
illusion of control. By the 1960s, it was not age but
gender that seemed to determine the contours of the diet-
ing culture. With the rise of the women’s movement in
the 1960s, the standard model for the study of the rela-
tionship between gender and obesity has obsessively
focused on women’s bodies. The central theme focused
on how patriarchal society (men) abhors fat women and,
thus, causes all women to hate their own bodies. In this
rhetoric, no woman’s body could be slim enough. As
Susie Orbach entitled her Fat is a Feminist Issue: How to
Lose Weight Permanently without Dieting (1978) thirty
years ago, fat is a problem for women! Kim Chernin in
her The Obsession: Reflections on the Tyranny of Slen-
derness (1981) coined the phrase a “tyranny of slender-
ness” to reflect American society’s growing preoccupa-
tion with thinness and the attendant issues for the fat
female body. The view that dieting is a women’s issue has
dominated the political reaction to the diet culture. But
this was an artifact of seeing patriarchy as pro-dieting
and feminism as anti-dieting. In the new age of the “obes-
ity epidemic,” the politics of dieting has begun to shift.

Mind over body is the key to “lifestyle changes” in the
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twenty-first century—but now with a twist. You need the
social structure to accomplish this because—and now it is
Arthur Schopenhauer’s turn—fat is also a sign of another
disease process: the lack of will. The will becomes that
which is healed by the dieting process and enables the
rational mind to control the body—or quite the opposite.
Certain studies have shown that dieters as a class have
lower self-esteem than non-dieters and that they scored
much higher on Albert Ellis’s “irrational thoughts
measure,” having radically unrealistic expectations about
self-improvement following weight loss. Most truly
believe that weight loss will change their lives rather than
their belt size.

Today fat is dangerous because it is now globalized.
Fat is now (as smoking was) a sign of the deleterious
effect of the modern (read: the American) on the body.
We have to restore the healthy mind and, thus, heal the
unhealthy body. McDonald’s weakens the will through
advertising: Tsung O. Cheng claimed recently that child-
hood obesity in China is the result of globalization: “All
of the children in China recognize the image of Ronald
Macdonald, even though they may not be able to read
English.” This may certainly be true in the growing urban
middle class, but there is a concomitant decrease of
body weight among children in the countryside. Is it
McDonald’s or the one-child policy and economic “lib-
eralization” that is at the root of the “epidemic” in
China?

Dieting is modern. Dieting is ancient. Food is therapy.
Food is the source of illness. We diet. We can cure our-
selves and improve the world. We can live a “hundred
years” and be a productive member of society. We know
where the weapons of mass destruction are hidden. They
are within us, and we can seek to control or even destroy
them—with a little help from our friends in the dieting
culture.

The present volume is a dictionary of diets and dieting;:
It is not a handbook to be followed to lose or to gain
weight (though it may point to approaches to avoid). It is
a cultural history. It points out some of the signposts in a
comprehensive history of dieting down to the present.
The science it reflects is, for the most part, calibrated on
the science of the twenty-first century. Science (including
medicine) is part of culture and, like other aspects of cul-
tural history, reflects and shapes the dieting cultures
reflected in this encyclopedia. Science, like literature, cin-
ema, popular, mass, and high culture of all kinds, inhabits
both its own sphere of reference as well as that of the
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totality of our culture. You can’t escape from science
when you are interested in dieting—whether that science
is academic or alternative.

This encyclopedia of dieting includes biographies of
the famous, the celebrated, the glamorous, of scholars,
scientists and the merely very fat or very thin. It tries to
provide some insight into the world of dieting in the past
as we see it today. And the one thing that we are certain
of is that the world of today will quickly become part of

the historical record of the history of dieting. It is the
product of an unusual collaboration with a group of stu-
dents at Emory University whose project was to learn this
history with me. In the end, I am responsible for the con-
tent of the volume as I have edited and rewritten (often-
times radically) all of the contributions. Of great help in
this project was Suzanne Judd, whose work on it con-
tinued well into the conclusion of her graduate work in
nutrition and public health.
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Aboulia

Diseases of the Will

Today there seems still to be an assumption that “fat
equals lazy, weak-willed and unattractive” (Large 2006:
1). According to this view “obesity [is] the fault of weak-
willed, gluttonous individuals” (Metcalf 2006: 53). Yet
are the “3.2 million New Yorkers who are overweight or
obese ... all lazy, weak-willed people?” (Louis 2006:
21). For many it is clearly the obese who are at fault for
their state: “Fat people are thought to be gluttonous, lust-
ful, greedy, lazy, weak-willed, and lacking any kind of
self-control. If fat people are targets of our contempt, it is
only because they have brought this on themselves with
their unwillingness to take responsibility for their own
actions” (Oliver 2005: Bor).

“You have no self-control!” has long been the charge
against the severely over- and the severely underweight.
Such views of the “will” and its diseases were first for-
mulated in the nineteenth century when psychology
turned obesity and extreme thinness into a truly volun-
tary act in which (according to the psychologist
Thomas Reid [1710-96]) “every man is conscious of a
power to determine, in things which he conceives of to
depend upon his determination” (Reid 1854). This fac-
ulty could become ill, and pathologies of the will
resulted. The major psychiatrists wrote of this, from
J.E.D. Esquirol (1772-1840) to Théodule Ribot (1839-
1916) in his The Diseases of the Will (1884) and Henry
Maudsley (1835-1918) in his Body and Mind: An
Inquiry into their Connection and Mutual Influence
(1870). The psychiatric diagnosis that resulted was
“aboulia,” the inability to execute what one wants to
do, without any sign of physical impairment. In this,

there is no ability to move from motive and desire to
execution.

Fat people suffer from “aboulia” once they acknow-
ledge their impairment. “Obesity,” as the French writer
on taste Jean-Anthelme Brillat-Savarin (1755-1826)
states in his handbook on food and diet at the beginning
of the nineteenth century, “is not actually a disease, it is
at least a most unpleasant state of ill health, and one into
which we almost always fall because of our own fault”
(Brillat-Savarin 1999: 245).

By the middle of the nineteenth century, “aboulia” had
become a sign of a disease of the will, but it is a disease
more of men than of women. It affects the strength of
men and the beauty of women disproportionately,
according to Brillat-Savarin. This is the new illness that is
ascribed to the obese and it is in the promise of execution,
of being able to act, that the fat man now shows his
masculinity.

Contemporary psychiatry does not consider “simple
obesity” as “consistently associated with a psychological
or behavioral syndrome” (American Psychiatric Associ-
ation, DSM-IV-TR 2000: 583). Today, we popularly
speak of obsessive-compulsive disorders or addiction to
food (Miller 1980; Kassel and Schiffman 1992). In all
cases, it places the desire to eat beyond the control of the
individual. In such cases, behavioral therapy, such as a
twelve-step program (Food Addicts Anonymous) has
been proposed in analogy to the control (rather than
the treatment) of alcoholism (Wilson and Brownell
2002). Such therapies aim at modifying eating habits, as
if habituation were the sole cause of obesity or thinness.
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One of Food Addicts Anonymous’s goals is that “we will
no longer attempt to fill our emotional and spiritual
needs through our mouths. Instead, we will use our
mouths along with our hearts to ask for what we need
and deserve as children of God” (<http://www.food
addictsanonymous.org>).

Here, the move to a metaphysics of cure is borrowed
from Alcoholics Anonymous, which places “food addic-
tion” as possible only if self-willed self-control is a pos-
sible response to a weakness of “will.” My will is weak,
the argument goes, but knowing that, I have control over
my life. Diet advocates argue quite differently. The
assumption underlying dieting is often the overcoming of
a lack of will:

Those who have been on any sort of diet will know
that common buzzword, “will power.” When I went
down the diet track, I believed I had to manage
what I ate, how much I ate and when I ate. All
fine, except that diets are usually embarked on in
isolation, without addressing other major issues
i.e. our general health and levels of fitness, our
levels of activity, or the attitudes we have about our
food.

(Lim 2007: 7)

Eat right, and the illusion that you have a disease of the
will vanishes!

Yet, we know well that one form of “self-control,” in
the form of an awareness that one is full (satiety) is a
feature programmed into us. In some genetically trans-
mitted disorders such as Prader-Willy Syndrome and
other chromosome-15q-deletion syndromes, affected
individuals do not feel the same sense of satiety as people
without the genetic error (Prader et al. 1956). But the
question of how an individual who has the ability to “feel
full” is able to deal with food is as much a question of
the cultural meanings attributed to eating (and over- or
undereating) as it is to individual psychology. There are
over forty different complex syndromes listed in the
online “Mendelian Inheritance in Man” database that
include “obesity” as one of their diagnostic criteria. In
each, the meaning of obesity reflects the culture in which
the gene is expressed as much as the ability of the gene to
express obesity (Bray and Alison 200r : 9). Self-control is
the model that any given society superimposes on the
eating patterns of individuals in that society. What for

one moment in history is excessive, is for another
appropriate behavior (Offer 2006).
SLG

See also Binge-eating; Brillat-Savarin; Genetics; Men
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Adpvertising

Regulation

Advertising is a staple of modern, capitalist societies.
Arising in the course of the nineteenth century, its goal
was to encourage the consumption of specific objects.
Celebrity advertising, begun in late-nineteenth-century
Britain, used glamour to sell things. Few or no questions
were asked about the safety or efficacy of the things sold.
It has become the way that producers communicate with
their consumers. However, today, many pose the ques-
tion of where the line should be drawn in regard to poten-
tially dangerous advertisements. In recent decades, the
nation witnessed the battle between antismoking lobby-
ists advocating the censorship of tobacco ads and the
tobacco industry’s marketing platform. This came as a
result of research regarding the links between cancer and
smoking cigarettes.

Similarly, some people are up in arms at the “irrespon-
sible behavior” of the food industry in relation to its
advertisements of junk food. The basis of their argument
is that “advertising of food products alters consumers’
preferences for foods so that they consume more of the
advertised foods than they would have absent the adver-
tising” (Zywicki et al. 2004). Thus, advertising is theor-
ized to play a powerful role in shaping the behavior of
denizens of society. Advertisers, as a result, are charged
with the responsibility of ensuring morality in what they
endorse. When they fail at this, the American Federal
Trade Commission (FTC) gets involved in regulating
what the public sees.

In light of the obesity epidemic that is claimed to be
sweeping the nation, there has been fierce controversy
regarding whether or not the Government should inter-
vene to curb advertising of “junk food” to children. Junk
food can be understood as snacks, candy, and breakfast

food that have little to no nutritional value. Of the over-
10,000 food and beverage commercials children see a
year, less than 2 percent are for “foods that promote a
balanced diet such as fruits, milk, vegetables, and cheese”
(Sommer 2006). However, more than two-thirds of these
television commercials are for junk food. The U.S. Gov-
ernment claims that “an estimated 10% of America’s
preschoolers are dangerously overweight and that obesity
rates for elementary school students have tripled in the
last three decades” (Anon. 2005). Thus, some argue that
the Government should get involved in censoring televi-
sion ads for specific foods aimed at children.

The traditional food logos and icons aimed at children,
such as “Ronald McDonald” and “Captain Crunch,”
designed to persuade children to demand certain foods,
have become “one of the most contentious aspects of the
nation’s struggle with obesity” (Mishra 2005). Similar to
the controversy that raged regarding the use of the “Joe
Camel” cartoon as a marketing ploy of Camel cigarettes
from 1987 to 1997 aimed at younger smokers, the food
industry creates “cool” “pop” culture icons aimed at
children which are viewed as causing them to make poor
food choices. (Like many of the “junk food” manu-
facturers, the R.]J. Reynolds Company, which manu-
factures Camels, denied any intention in appealing to the
youngest members of their audience.)

The food industry spends over 1o billion dollars a year
trying to shape the appetite of children (Mishra 2005).
However, parallel to the claims of the tobacco companies
in denying the relationship between tobacco and lung
cancer (Brandt 2007), the food industry insists that there
is no direct linkage between junk-food marketing and
childhood obesity.
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Yet, some companies are taking responsibility for the
effect of their marketing campaigns. For example, Lance
Friedmann, Senior Vice President at Kraft, admits that
“advertising plays a role” in influencing children’s eating
habits (Mishra 2005). Thus, Kraft—as well as Coca-
Cola—is voluntarily limiting its advertisements aimed at
children (especially those aimed at kids younger than
twelve years of age). Kraft now “only runs commercials
featuring healthy foods such as sugar-free drinks, low-fat
meat products, and whole-grain products” (Mishra 2005)
aimed at children. This is a drastic change from their
traditional advertising campaigns, which gained success
through products like Oreos (with excess saturated fats)
and Kool-Aid (with excess sugar).

Additionally, McDonald’s, the home of Ronald
McDonald, has altered its advertising, and even its menu.
In 2004, McDonald’s announced its program committed
to “balanced lifestyles.” The fast-food franchises added
healthy options, such as salads and fruit, to its menu in
order to afford its customers more options. However, it
may be the case that McDonald’s adopted healthy alter-
natives in order to avoid class-action law suits. In 2002,
McDonald’s faced a landmark lawsuit, in which the
teenage plaintiffs accused the restaurant of fraud. They
claimed that McDonald’s failure to “disclose clearly and
conspicuously the ingredients” (Wald 2003) of its ham-
burgers was a violation of New York state’s consumer
fraud statutes. They, therefore, claimed that the restaur-
ant should be liable for their health conditions: obesity,
heart disease, high blood pressure, and elevated choles-
terol. Although the case was thrown out by the judge, it
still set a precedent in regard to responsibility of food
distributors and advertisers. The teens’ lawyer, Samuel
Hirsch, made an interesting point that, “young indi-
viduals are not in a position to make a choice after the
onslaught of advertising and promotions” (Wald 2003 ).
Another possible reason for McDonald’s menu change is
Morgan Spurlock’s documentary, Super Size Me, which
demonstrated the health damage that a McDonald’s-only
diet could do. After the film’s release, McDonald’s
dropped the “super size” option from their menu. There-
fore, it is not accurate to say that McDonald’s voluntarily
made their menu and advertisements more health-
minded. Rather, the company was forced to respond to
public pressure to reform.

On the other hand, there are those that promote
weight-loss methods to excess. In fact, diet advertisements
are ubiquitous in magazines, television, and the media at

large. However, fast-fix diet promotions that promise
impossible results are becoming more and more common.
For example, diet pills are the new miracle weight-loss
solution, or at least this is what their commercials guaran-
tee. On December 9, 2003, the FTC announced its “Red
Flag” education campaign “to assist media outlets volun-
tarily to screen out weight-loss product ads containing
claims that are too good to be true” (Cleland and Mack
2003). The FTC’s primary goal is to weed out false advert-
isements from those that promise realistic weight-loss
products. The weight-loss industry earns 30 billion dol-
lars in its products and services. Thus, there exists a huge
incentive to come up with products that appeal to the
consumer—especially those that are supposedly quicker,
easier, and more effective than the competition.

The problem is that what many of these companies
claim is simply not true. The proliferation of ads that
offer false promises have “proceeded in the face of, and in
spite of, an unprecedented level of FTC enforcement
activity, including the filing of more than 8o cases during
the last decade” (Cleland et al. 2002: 2). This poses a
huge problem in terms of both ethical advertising and,
more importantly, public health. The existence of “mir-
acle drugs” gives people hope that they can shed the
necessary pounds to get to a healthy weight. However,
when these drugs fail to work, people are left with hope-
lessness and may give up on weight loss entirely.

Government interventions of any kind in the com-
mercial sector of society raise questions and debates
regarding laissez-faire, the notion of a free economy, and
the free market. However, in this case, because censorship
is also being instituted to some degree, some challenge
that their First Amendment rights are being violated as
well. In early 2005, a group called the Alliance for Ameri-
can Advertising—consisting of the American Advertising
Federation, the American Association of Advertising
Agencies, the Association of National Advertising and the
Grocery Manufacturers Association—was created in
order to persuade legislators not to introduce bills that
would restrict food ads targeted to children (Anon.
2005). Moreover, networks, advertisers, ad agencies, and
their trade associations vigorously opposed the FTC
proposals, “claiming that the FTC had no authority to
ban truthful advertising for lawful products” (Sommer
2006).
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Alternative Medicine

Alternative and complementary medicine (CAM) are
two different but interrelated approaches to health.
Alternative medicine refers to those therapeutic practices,
systems, and products that are employed instead of
conventional or allopathic “medical” means, while com-
plementary medicine refers to those practices used in
conjunction with allopathic (“medical”) treatment. “Con-
ventional or allopathic” medicine is practiced by MDs
(doctors of medicine) or DOs (doctors of osteopathy) and
their allied health professionals. Ayurveda, acupuncture,
and homeopathy fall into the category of alternative
medicine, as they are based on systems of medicine
radically different to the allopathic approach. Yoga and
meditation, for example, would be characterized as “com-
plementary” therapies in that many hospitals and medical
centers incorporate them into their treatment programs.
According to the National Center for Complementary

and Alternative Medicine (NCCAM), diets such as the
Atkins, Zone and Ornish diets fall into the category of
CAM, though they form only 3.5 percent of the totality
of CAM. This is, nevertheless, a reflection on the inter-
connections between CAM and dieting culture and a
demonstration of how various complementary and alter-
native therapies have been mobilized toward weight loss,
their texts and practitioners forming an integral part of
the contemporary dieting milieu.

The immensely popular Deepak Chopra (1947-), an
allopath by training, is now a widely read proponent of
contemporary versions of the Indian Ayurvedic systems
of healing in books such as Perfect Weight: The Complete
Mind/Body Program for Achieving and Maintaining
Your Perfect Weight (2004). Chopra draws on what is
also referred to as the “holistic health” model, where
there is a strong emphasis on the relationship between
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one’s mind, body, and lifestyle practices in general. He
advocates diets and yogic exercises based on the type of
constitution or “dosha” one has; dosha theory is similar
to the Western therapeutic model of “humors” popular
before the advent of biomedicine. Chopra recommends
other holistic lifestyle changes in conjunction with
changes in diet, including: sleeping and waking early,
doing deep breathing and other gentle yogic exercises,
avoiding alcohol and caffeine and eating freshly prepared
food in accordance with one’s dosha requirements.

One can also note that there are a number of alterna-
tive approaches to weight loss that stress exercise as the
central means for weight loss. These approaches are
“anti-dieting” in their assumptions and, as with many of
the alternative approaches, assume that all allopathic
medical interventions are faulty and are in many ways
part of a behavioral endorsement of the cultural norms
that stress thinness over a “healthy,” if larger body.
Indeed, such approaches see dieting as harmful, as inef-
fective, and as rooted in a set of false assumptions, such
as the corollary between pathological medical conditions
and overweight (Foster 2002).

Such Western appropriations of “Eastern” medicine,
whether from India or China or Japan, ignore the fact
that the systematization of such approaches was and is in
the light of responding to the dominance of allopathic
medicine and the marginalization of “traditional forms”
of treatment. The importation and refashioning of Ayur-
vedic medicine from India in the seventeenth century, fol-
lowing Sir Thomas Roe’s mission to the Mughal Court,
created a powerful association between such “alterna-
tive” forms of dieting and mystical vegetarianism, which
linked health and ethics.

Ironically, the vegetarianism of Mahatma Gandhi
(1869-1948), which is one of the most powerful repre-
sentations of an authentic “Indian” link between health
and morality for alternative medicine has, according
to Gandhi, its origins in his reading of Percy Bysshe Shel-
ley’s (1792-1822) advocacy of a “bloodless regimen” in
1812 (Stuart 2006). While virtually all of these trad-
itional systems recognized massive weight loss as a patho-
logical sign, most were highly ambivalent about the
meanings of weight gain. Thus, approaches such as
acupuncture for the treatment of obesity come to repre-
sent a merging of CAM and allopathic goals in seeing
obesity as clearly defined and inherently dangerous.
Only the approaches vary, and the appropriateness of
complementary treatments in allopathic medicine illus-

trates how close to Western ideals such approaches actu-
ally are.

Other CAM approaches abound as the claim of “pla-
cing one’s own weight in one’s own hands” recognizes
the anxiety about weight gain (or loss) as a sign of a
weakness of will, as a highly stigmatized form of mental
illness. Andrew Weil (1942-), a popular health guru, also
trained as an allopathic physician, writes books dedi-
cated to holistic ways of maintaining the perfect body
weight. Weil sees alternative approaches as preventative
but also advocates the use of allopathic medicine for
treatment of pathologies. In 1994, he created the Pro-
gram in Integrative Medicine in Tucson, Arizona, which
focuses on nutrition, “natural” medicine, and “mind-
body interventions” (Weil 2004: 4).

Paul Ernsberger and Richard Koletsky from the Case
Western Reserve School of Medicine argue that the nega-
tive impacts of obesity, “though real, are overstated”
(1999: 222). They also posit that many of the negative
side effects can be attributed to “weight-cycling”—the
tendency of dieters to repeatedly put on and lose weight.
Other problems, such as heart disease, may be the result
of obesity treatments, such as diet pills, rather than obes-
ity itself. As an alternative, Ernsberger and Koletsky
suggest a “wellness approach” to health. According to
them, weight loss itself is often not the best way to deal
with health issues such as hypertension, type-2 diabetes,
hyperlipidemia and sleep apnea because, “although many
diseases are more chronic in obese patients, in many cases
a direct causal link cannot be made” (1999: 222). Health
can best be improved though “lifestyle enhancement
[which] can improve health independent of loss of body
fat” (1999: 222). There is a gendered dimension to this
phenomenon as well. According to a 2002 survey con-
ducted by the National Institute for Health Statistics
(NIHS), more women than men make use of CAM
(Anon. 2004).
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Anorexia

The medicalization of disorders of eating begins in the
seventeenth century. The Christian tradition of self-
abnegation meant that fasting became a common form of
religious practice in the Middle Ages with spiritual rather
than pathological implications (Ove 2002). In the course
of the nineteenth century, self-imposed starvation came
to be a syndrome clearly delineated by physical signs and
symptoms and which was understood to have a psycho-
genic origin. This idea that food had a special status was
uncontested. Some theoreticians saw the manipulation of
the middle-class family by their daughters as the place
where rebellion could most meaningfully take place
(Brumberg 1988). Yet anorexia nervosa, a name coined
by William Gull in 1868, was still a rare and therefore
clinically fascinating aberration. In the 1920s, the view of
Morris Simmonds dominated: Anorexia was the result of
a lesion of the pituitary gland. This endocrinological def-
inition of radical thinness fitted well with the redefinition
of obesity as the result of metabolic imbalance. It was
only after World War II that Hilde Bruch began to speak
of the lack of self-esteem and a distorted body image
caused by maternal rejection in such patients. By the mid-
19708, “anorexia” had become a household word
through her popular writings. During the 1980s, it was
“widely publicized, glamorized, and to some extent
romanticized” (Gordon 2000: 3). In 1979, the diagnostic
category of “bulimia nervosa,” binge-eating and purging,
was coined by the British psychiatrist Gerald Russell and

was added to the mix of eating disorders, having a similar
tangled history (Russell 1997). Certainly, the use of
purges and emetics in this context has its origin in ancient
medicine and cultural practices concerning excessive eat-
ing. By this point, eating disorders such as anorexia and
bulimia had become acceptable vehicles for the expres-
sion of mental illness in Western, industrialized culture,
what George Devereux calls a prescribed template for
mental illness: “Don’t go crazy, but if you, do it this way”
(Devereux 1980).

Today, if one were to play a word-association game,
anorexia would be linked to words like: starved, skinny,
malnourished, or excessive self-control. While the term
“anorexia” technically refers only to low body weight or
lack of appetite, anorexia nervosa is a syndrome with
both psychological and physical aspects. The latter is a
relatively rare illness, as it occurs, even in high-risk groups
such as middle-class adolescent girls and young women,
in only about 0.05 percent of that population. Consider-
ably more, however, suffer from the broader definition. In
contemporary culture, the term “anorexia” is generally
used interchangeably with anorexia nervosa. The import-
ance of this is that the frequency (or at least the perceived
frequency) of the disorder has increased significantly dur-
ing the past fifty years (Walsh 2003). The creation of the
EAT scale (Eating Attitudes Test) by Garner, Olmstead
and Polivy in 1983, provided a scale for evaluating spe-
cific (culture-bound) actions from “cutting one’s food up
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into small pieces” to believing that “food controls my
life.” The score on the EAT seemed to provide documen-
tation for the existence of a specific eating disorder.

In the twenty-first century, it is seen as a “mental dis-
ease.” The standard American presentation of mental ill-
nesses, the Diagnostic and Statistical Manual of Mental
Disorders (DSM; American Psychiatric Association 2000)
defines anorexia nervosa as:

1. “Refusal to maintain body weight at or above a min-
imally normal weight for age and height.” Specifically,
a person with a body weight less than 85 percent of
what is expected.

2. “An intense fear of gaining weight or becoming fat,
even though underweight.”

3. “Disturbance in the way in which one’s body weight is
experienced, undue influence of body weight or shape
on self-evaluation, or denial of the seriousness of the
current low body weight.”

4. “In post-menarcheal females, amenorrhea, i.e., the
absence of at least three consecutive menstrual cycles.
A woman is considered to have amenorrhea if her
periods occur only following hormone, e.g., estrogen
administration.”

(American Psychiatric Association 2000: 583—9)

While the DSM requires all four of these for a clinical
diagnosis of anorexia nervosa, individuals suffering from
only some of these symptoms are still at serious mental
and physical risk.

Following the DSM-IV-TR criteria, anorexia nervosa
and bulimia can be seen as “addictive behaviors,” in ana-
logy to other psychological states such as chemical
dependence, compulsive gambling, sex addiction, work-
aholism, and compulsive buying (Coombs 2004). As
such, it is seen to have a multifactorial cause. The
environment factors are the sociocultural emphasis on
thinness, the association between dieting and self-control
and self-discipline, participation in sports emphasizing
thinness, sexual or physical abuse, and the need for atten-
tion from others. The individual risk factors include
genetic vulnerability; depression; obsessive-compulsive
traits; a cognitive style preferring order, exactness, preci-
sion, and sameness; impulse control problems; low self-
esteem; extreme need for approval; perfectionism; early
onset of puberty; sexual maturation; restrictive dieting;
fear of psychosocial maturity; extreme need for control;
harm and risk avoidance; pursuit of an eating-disorder

identity (Garner and Gerborg 2004). While many of
these factors are truly suspect as “causal,” even in the
broadest sense of the word, an addictive model needs to
have a set of primary causes, which are amenable to
therapeutic interventions. To simply label such addictions
as “genetic,” following the older model for the medicali-
zation of alcoholism, leaves little space for psychological
intervention. The newer model of addiction now does.
The treatment of such an addiction to dieting/starvation
is “interpersonal therapy,” emphasizing the “inner world
and dynamics of the patient” (Petrucelli 2004: 312). The
irony, of course, is that as obesity is not listed in the
DSM-IV-TR, an addiction to food rather than its avoid-
ance is missing in such approaches.

Such a narrow scope constructs the illness in a way
that can limit the patients’ understanding of their own
condition. Anorexia, like other eating disorders, can, and
does, vary greatly between individuals. A person may
exhibit eating-disordered behavior or emotions without
meeting the DSM definition. This has led to questioning
of the criteria’s absolute nature. Therefore, we must ask
where the line should be drawn—and how to go about
drawing it—between dieting behavior and anorexia. In
light of these difficulties, encapsulating all aspects of
eating-disordered behavior into a working definition is
problematic.

Anorexia nervosa is often claimed to overlap with clini-
cal depression. It is not clear, however, what is causative:
Is the depression the cause of the eating disorder or is it
the eating disorder that is the result of the depression, or
do they merely share a common cause? Depression is
commonly cited as one of the psychological symptoms
that can coexist with anorexia. Additionally, the obses-
sion with thinness is a defining aspect of this illness, and it
is possible to exhibit eating-disordered behavior without
actually being underweight or taking extreme weight-loss
measures. Psychiatrist Hilde Bruch, who in the 1970s
popularized modern notions of anorexia in her book
Eating Disorders, states that its core elements are:

A distorted body image, which consists of the virtually
delusional misperception of the body as fat;

An inability to identify internal feelings and need states,
particularly hunger, but more generally the whole range
of emotions; and

An all-pervasive sense of ineffectiveness, a feeling that
one’s actions, thoughts, and feelings do not actively



originate within the self but rather are passive reflections
of external expectations and demands.
(Gordon 2000: 18-19)

Bruch has analyzed the emotional side of anorexia via her
psychological training. Specifically, she claims that child-
hood experiences and problems in psychological matur-
ation can foster eating disorders, which often manifest in
adolescence. Psychiatrist Richard Gordon reinforces
Bruch’s limited time scope in his argument about why
teenagers are most vulnerable to a “deficient sense of self”
(Gordon 2000: 19). Adolescence is the time period where
self-autonomy is usually developed. Thus, refusal to
become an active agent in this process can result in an iden-
tity centered on control of one’s environment, specifically
eating. While there is certainly a prevalence of anorexia in
teenagers, the illness can present itself at any stage of life.

A possible explanation of anorexia offered in our age
that desires to reduce mental illness to physiological
causes is that it is caused by serotonin imbalance in the
brain. Here, the notion of the common cause of depres-
sion and eating disorders is located in brain chemistry.
This theory implies that anorexia can be remedied through
pharmacological means, specifically selective serotonin
reuptake inhibitors (SSRIs) (Hoek et al. 1998). If a lack of
serotonin has a causal effect on the existence of anorexia,
then the increase in serotonin should eliminate all side
effects, including the eating disorder. Another school of
thought is more multifaceted than this cause-and-effect
relationship. Patient advocates, such as Mary Ann Mar-
razzi, believe that those suffering from anorexia are
“predisposed to an addiction cycle that is set into motion
by chronic dieting [... whereupon] the brain releases
opioids, known to cause a ‘high’” (Psychology Today
Staff 1995). They claim that although such an addiction
can be offset by SSRIs, psychological therapy is a crucial
phase of the treatment of anorexia.

Yet another view sees a person suffering from anorexia
as having an obsessive need to be thin stemming from the
need for control (Kalodner 2000: 12-13). Eating often
can seem to be more easily controlled than many other
aspects of a person’s life. Food and body become obses-
sions that permeate every facet of a person’s life, some-
times even intruding into dreams. Karen Way’s book
Anorexia Nervosa and Recovery, explains,

thinness is the obsession and losing weight is the
fix. When you’re anorexic, watching the numbers
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go down on the scale is the only thing in the world
that matters to you. It’s the center of your life, the
only meaning to your existence. Pursuing it takes all
your time, and energy.

(Way 1996: 21)

The excessive need to shed pounds at an ever-increasing
rate is the result of a desire to a gain control over life.
Ironically, this obsession with weight loss becomes life
and spirals out of control.

It is further noted in the DSM-IV-TR that a dieting
culture is where “being considered attractive is linked
with being thin” (American Psychiatric Association
2000: 587). In these circumstances, “weight loss is
viewed as an impressive achievement and a sign of extra-
ordinary self-discipline, whereas weight gain is perceived
as an unacceptable failure of self-control” (American
Psychiatric Association 2000: §84). This seems simply
a misplaced extension of the underlying claims of
twentieth-century (Western, industrialized) diet culture:
that thin is beautiful, that thin is good. If some self-
control, even in starvation, is a sign of control, total
self-control must be better.

Interestingly, a group known as “pro-ana” (pro-
anorexia) resonates with this tenet of the illness in their
belief system. This small faction of people believes that
excessive thinness is a “lifestyle choice” (Shafran 2002;
Ana’s Underground Grotto 2005). In short, one who
lives a pro-ana lifestyle is someone who has purposely
chosen to adopt permanently an extremely limited,
low-calorie diet. Pro-ana followers commonly feel that
thinness should take precedence above all else and will
voluntarily make sacrifices to that end.

Cultural pressures foster both dieting and anorexia.
Contrary to popular opinion, anorexia is not only a
disease that affects the very young, the very rich, the very
white. It is true, however, that anorexia is more common
among cultures that value thinness as beautiful (Kalodner
2000: §5). One can add that it appears in those sub-
cultures that acquire such ideals in their integration into a
majority view of the body. Thus, the shift in body image
and the sudden appearance of anorexia in the African
American community at the end of the twentieth century
follows African American women entering more and
more into the mainstream image of what an appropriate
body must be. In 1960, Hilde Bruch found a “conspicuous
absence of Negro patients” (Bruch 1966). By the mid-
1990s, the rates had begun to approach the numbers in
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white middle-class (Pumariega et al. 1994). Anorexia
does not discriminate, and many groups within modern
Western culture are affected by it. Indeed, some groups,
such as Jews and Italians in America, living in traditions
where food is a major ethnic marker, seem to actually
have higher rates of the syndrome (Rowland 1970). The
attraction of thinness as a body type has not been preva-
lent throughout history. Throughout the twentieth cen-
tury, an ideal of thinness has been constantly evolving
throughout the West (Gordon 2000: 135). The incidence
of anorexia in non-Western cultures has increased in
recent years. As globalization has caused popular culture
to infiltrate non-Western cultures, thinness as a necessity
of beauty is further popularized, and the attractiveness of
anorexia as a “prescribed template for mental illness”
also is available. The question of whether there are cul-
tural “pathofacilitative effects” that underlie the appear-
ance of eating disorders has been the subject of studies in
India and China. In India at least, while the EAT (Eating
Attitudes Test) labeled “cutting one’s food into small
pieces” as pathological behavior, it was clear that this
was understood as appropriate etiquette among those
questioned and was in no way a sign of pathology. Like-
wise, the category of “food controlling one’s life” was
read in terms of Hindu religious fasting practices, rather
than individual anxiety about dieting and body appear-
ance (Tseng 2003: 183—9).

In addition to cultural biases, anorexia has been gen-
der biased as well. While the prevalence among men is
much lower than women, it is still evident amongst a
faction of the male population. Anorexia and other eat-
ing disorders in men have often been neglected by society
as well as clinical researchers. Arnold Anderson explains
that, “Males with eating disorders may have sought pro-
fessional help so infrequently that they have become a
statistical rarity” (Anderson 1999: 73). Moreover, typical
symptoms of anorexia that are present in females are
usually correctly identified, whilst the same indicators in
males are overlooked. This is due, in part, to the socio-
cultural beliefs held in the Western world about men and
the assumption that extreme thinness is only a feminine
desire. Similarly, dieting culture sidelines men, while it
focuses primarily on women.

Thus, men imagine themselves thin, while women
imagine themselves fat. By interviewing a selected group
of undergraduates at comparable American and Austral-
ian universities, Marika Tiggemann and Esther Rothblum
tested the “social consequences of perceived weight”

(Tiggemann and Rothblum 1988: 76). When asked about
their ideal weight, the women on average wanted to be 9
pounds thinner, while the men wanted to be 1 pound
heavier. While only 20 percent of the participants actu-
ally were overweight, so percent felt themselves to be so,
and women comprised the majority of this percentage.
The second part of the project examined to what extent
stereotypes about the obese are prevalent in Western
society. On average, fat men and women were perceived
by all participants as being warm, friendly, lazy, less self-
confident and not as attractive as their thinner counter-
parts. The authors concluded that women have “higher
public body consciousness” (Tiggemann and Rothblum
1988: 85) than men and that stereotyping persists, lead-
ing possibly to social adjustment problems.

Anorexia is often viewed as a diet gone too far, resulting
in virtual starvation. The boundary between anorexia and
dieting is hazy. Dieting is comparable to anorexia in the
strict sense that it is, by nature, a controlling act. When
one is dieting, food is being restricted in a variety of differ-
ent ways, and, if followed, the diet is controlling a facet of
life. While dieting does play a large part in life, there is a
difference between dieting and an irrational obsession
with food. A nonobsessive average dieter’s personality
and lifestyle are not affected by their dieting regimen.
However, someone with anorexia undergoes a radical
change in lifestyle. This is due to the controlling nature of
the illness. For instance, people with anorexia often plan
out their meals when they wake up for the day and cannot
waver at all from this schedule. By contrast, an average
dieter’s daily routine does not solely revolve around food.

Another important difference between anorexia and
dieting is that most people with anorexia must receive
treatment in order to recover. Eating disorders are seen
today as psychological problems that often require the
intervention of mental-health professionals and phys-
icians. In general, a combination of treatments—such as
individual psychotherapy, group therapy, family therapy,
medication, nutritional counseling, support groups, self-
help groups, and classes—may be used (Ellis-Ordway
1999: 189). Treatment of the problem has to start with
addressing the underlying emotional and mental states.
Physicians provide instructions that are necessary to rem-
edy physical consequences.
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Atkins, Robert, MD (1930-2003)

American doctor and cardiologist, best known for his unconventional and controversial
Atkins Nutritional Approach diet

Atkins first proposed his high-protein, high-fat, low-
carbohydrate diet in 1972 in his book, Dr. Atkin’s Diet
Revolution: The High Calorie Way to Stay Thin Forever.
This radical approach in the 1970s told dieters they could
eat as much red meat, eggs, cheese, and other high-fat
foods as they desired but not eat pasta, cereal, bread or
other carbohydrates. The diet was relatively popular as a
fad diet, but “low-carb” would not become a buzz word
for several decades. Even though it was originally
designed as a diet to maintain blood-sugar levels for dia-
betics, it became a popular weight-loss strategy that
started the “low-carb” movement.

Over the next twenty years, Atkins founded the Atkins
Center for Complementary Medicine and continued to
write new books. However, it was the revised versions of
his original book that he published in 1992 and 1999,
respectively, that brought the diet guru back into the pub-
lic eye (Dr. Atkins’ New Diet Revolution, Dr. Atkins’
New Diet Revolution: Revised and Updated). Atkins
faced intense criticism about the updated books, with
many health organizations, doctors, and dieticians
attacking the lack of balance prescribed in his diet. Major
critics included the American Medical Association, the
American Dietetic Association, and the American Heart
Association. Despite these various denunciations of the
diet, the book was wildly popular: its various versions
spent five years on the New York Times’s bestseller list
and earned a place among the top fifty bestselling books
in history (Womble and Wadden 2002).

Even in the face of such controversy and criticism,
according to the British Medical Journal’s obituary of
Atkins, the various editions of his New Diet Revolution
book sold 12 million copies, making it the bestselling fad-
diet book ever written. In addition to the success of his
books, Atkins saw more than 600,000 patients since
receiving his medical degree in 1955; he also had his
own syndicated radio program, Your Health Choices,
and his own monthly newsletter, Dr. Atkins’ New Diet
Revolution.

Atkins’ death in 2003, attributed to a heart attack,
was used by many critics of his diet as evidence of the
danger of high-fat, high-protein diets. While there has
been much controversy over the true cause of his death,
as well as the report that Atkins weighed 258 pounds at
his death, no consensus has been reached about the
effects of his diet on his own health.
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Atlas, Charles (1893-1972)

B orn Angelo Siciliano in Calabria, Italy, Atlas came to
the U.S.A. in 1903 and was raised by his mother in
Brooklyn, New York. According to Atlas’s own promo-
tional literature, as a teenager he was a “98 pound weak-
ling,” who was the favorite pick of many bullies in the
neighborhood (“98 pound” may well be a free adapta-
tion of the British “7 stone [= 98 pound] weakling”).
Those who towered over him more and more often bul-
lied the young Atlas. He repeatedly swore that he would
build muscles. One day, he toured the Brooklyn Museum
and carefully studied the muscular bodies of Roman and
Greek gods. He claims that he learned thereafter how
they attained their strength through exercise.

Even as he used the statues of the gods for inspiration
and began to lift weights, Atlas still did not build the
muscle he desired. On a trip to the Prospect Park Zoo,
Atlas came across a rather large lion and stopped in awe
to admire the lion’s behavior. Atlas rationalized that
lions’ strength was achieved in a more natural way. From
that point on, Atlas began to use a system of isotonic
exercise, which worked one muscle against a fixed point
rather than trying to exercise the entire body at once. The
use of barbells and Indian clubs had been a feature of
late-nineteenth- and early twentieth-century bodybuild-
ing courses, such as those sold to eager young men
through the mail by the first, modern bodybuilder Eugene
Sandow (1867-1925). This worked not only to trans-
form his body but his life as well. Within a year he per-
fected his system and, supposedly, doubled his body
weight. Actually, a similar system had been earlier
developed by strong man Alois P. Swoboda (1873-1938),
whose widely sold “Conscious Evolution” course fea-
tured isotonic exercise.

By age nineteen, Atlas earned a living by demonstrat-
ing a chest developer in a storefront on Broadway. It was
there that his peers began calling him “Atlas,” because of
his growing resemblance to a statue of the mythical Titan
holding up the world. He legally took the name Charles
Atlas in 1922. His physique became widely recognized by
many artists, and they modeled many statues after him,

including Alexander Stirling Calder’s 1916 sculpture of
George Washington in Peacetime in Washington Square
Park (New York). In 1921, he won 1,000 dollars as the
winner of Bernarr Macfadden’s contest for the “World’s
Most Perfectly Developed Man.”

In late 1922, Atlas used his prize money to start a mail-
order bodybuilding business to market his exercise
methods. Atlas himself was a poor businessman and
unable to turn his company into a success. However, after
he hired Charles P. Roman, a young advertising director,
and eventually sold the business to him in 1928, the com-
pany began to prosper. Illustrated advertisements about
the “98 pound weakling” getting sand tossed in his face
on the beach became ubiquitous from comic books to
men’s magazines. Indeed, the power of this approach
allowed the company to survive and, indeed, flourish dur-
ing the Great Depression. After his death in 1972,
Charles Atlas Ltd, continued to sell Atlas’s original
“Dynamic Tension” program, a term Roman coined, and
eventually expanded onto the Internet.
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Atwater, Wilbur Olin (1844-1907)

American agricultural chemist whose studies on respiration and metabolism contributed
greatly to the science of human nutrition and exercise

After receiving his Ph.D. from Yale in 1869 studying the
chemical composition of corn, Atwater studied with
German chemists and physiologists such as Nathan
Zuntz (1847-1920), who developed the first portable
apparatus to measure metabolism, Carl von Voit (1831—
1908), who established the study of the physiology of
metabolism in mammals, and his student, Max Rubner
(1854-1932) who proved that the energy released by
food was the same if digested or burned. When he returned
to the U.S.A., he directed extensive studies on food analy-
sis, dietary evaluations, energy requirements for work,
digestibility of foods, and the economics of food produc-
tion. He was Professor of Chemistry at Wesleyan College
in Connecticut and established the first agricultural
experimental station in the U.S.A. at Wesleyan in 1875.
Atwater went on to become first the director of the
Office of Experiment Stations for the U.S. Department of
Agriculture in 1888 (to 1891), and later the Chief of
Nutrition Investigations (1894—1903).

Atwater collaborated with Edward Bennett Rosa to
develop a respiration calorimeter, which very accurately
measured the practical energy values of various foods.
This allowed them to create calorie-conversion tables
that are still widely used today.
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Banting, William (1796-1878)

English undertaker, best known as the “Father of the Low-Carbohydrate Diet”

Banting, who was 5 foot § inches, first became over-
weight in his thirties, and by the age of sixty-five weighed
over 200 pounds, despite great efforts to lose and keep
off excess weight. At this point, Banting consulted Dr.
William Harvey, an ear, nose, and throat specialist, for
his hearing loss. The doctor believed his obesity to be the
cause of his increasing deafness, and Harvey put him on
an experimental low-carbohydrate diet. The diet resulted
in him losing 46 pounds over the next year and a great
increase in his overall health, including the restoration of
his hearing.

Banting’s “Letter on Corpulence Addressed to the
Public” was an account of how a successful, middle-class
undertaker and coffinmaker (he had actually supplied the
coffin for the Duke of Wellington) overcame his fat (Huff
2001). He was not fat because of inaction or lassitude:

Few men have led a more active life—bodily or
mentally—from a constitutional anxiety for regu-
larity, precision, and order, during fifty years’
business career . . . so that my corpulence and sub-
sequent obesity was not through neglect of neces-
sary bodily activity, nor from excessive eating,
drinking, or self-indulgence of any kind.

(Banting 1864: 10-11)

And yet, at the age of sixty-six, he stood at about 5 feet
5 inches tall and weighed 202 pounds. He sensed that he
had stopped being corpulent and had become obese. A
“corpulent man eats, drinks, and sleeps well, has not
pain to complain of, and no particular organic disease”
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(Banting 1864: 13). But obesity was now a source of ill-
ness. He developed “obnoxious boils” (Banting 1864:
15), failing sight and hearing, and a “slight umbilical rup-
ture” (1864: 16). He could neither stoop to tie his shoes
“nor attend to the little offices humanity requires without
considerable pain and difficulty.” Indeed, he was “com-
pelled to go down stairs slowly backward” (Banting
1864: 14). All of these pathologies were seen by Banting
(and his physicians agreed) as the direct result of his obes-
ity rather than his aging. In the appendix to the second
edition, still distributed for free, Banting states that,

I am told by all who know me that my personal
appearance is greatly improved, and that I seem to
bear the stamp of good health; this may be a matter
of opinion or a friendly remark, but I can honestly
assert that I feel restored in health, “bodily and
mentally,” appear to have more muscular power
and vigour, eat and drink with a good appetite, and
sleep well.

(Banting 1863: 28)

Health is beauty.
Most galling for Banting, however, was the social
stigma:

no man labouring under obesity can be quite insens-
ible to the sneers and remarks of the cruel and
injudicious in public assemblies, public vehicles, or
the ordinary street traffic. ... He naturally keeps
away as much as possible from places where he is
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likely to be made the object of the taunts and
remarks of others.
(Banting 1864: 14)

Underlying Banting’s desire to lose weight is the fact that
he was seen as a fat man and his body was perceived as
useless and parasitic. One of his critics saw this as the
core of Banting’s personal dilemma. It was not fat but a
“morbid horror of corpulence” and an “extreme dislike
to be twitted on the subject of paunchiness” that is at the
core of Banting’s anxiety about his body (Aytoun 1864:
609). But he was certainly not alone. Brillat-Savarin tells
the story of Edward of New York, who was

a minimum of eight feet in circumference. . . . Such
an amazing figure could not help but be stared
at, but as soon as he felt himself watched by the
passersby Edward did not wait long to send them
packing, by saying to them in a sepulchral voice:
WHAT HAVE YOU TO STARE LIKE WILD
CATS? ... GO YOU WAY YOU LAZY BODY ...
BE GONE YOU FOR NOTHING DOGS ... and
other similarly charming phrases.

(Brillat-Savarin 1999: 245)

Stigma, as much as physical disability, accounted for
Banting’s sense of his own illness.

Having been unable to achieve weight loss through the
intervention of physicians, Banting was desperate. One
physician urged him to exercise, and he rowed daily,
which gave him only a great appetite. One physician told
him that weight gain was a natural result of aging and
that he had gained a pound for every year since he had
attained manhood (Banting 1864: 13). Indeed, the medi-
cal literature of the mid-nineteenth century had come to
consider obesity a problem of medical therapy; it con-
demned self-help: “Domestic medicine is fraught with
innumerable evils—it is false economy to practice physic
upon yourselves, when a little judicious guidance would
obviate all difficulties” (Banting 1864: 20). He took the
waters at Leamington, Cheltenham and Harrogate; he
took Turkish baths at a rate of up to three a week for a
year but lost only 6 pounds in all that time and had less
and less energy. Nothing helped.

Failing a treatment for his weakened hearing, he
turned to William Harvey, an ear, nose, and throat spe-
cialist and a fellow of the Royal College of Surgeons in
August 1862. Harvey had heard Claude Bernard lecture

in Paris on the role that the liver had in diabetes (Harvey
1872: 69). Bernard believed that in addition to secreting
bile, the liver also secreted something that aided in the
metabolism of sugars. Harvey began to examine the role
that the various types of foods, specifically starches and
sugars, had in the diseases such as diabetes. He urged
Banting to reduce the amount of these in his diet, arguing
“that certain articles of ordinary diet, however beneficial
in youth, are prejudicial in advanced life, like beans to a
horse, whose common food is hay and corn” (Banting
1864: 17). The aging body could not use the common
diet and needed much less sugar and starch.

Banting’s body finally began to shed its excess weight.
He lost 35 pounds, could walk down stairs “naturally,”
take ordinary exercise, and could “perform every neces-
sary office for himself,” his rupture was better, and he
could hear and see (Banting 1864: 22—3). But, equally
important, his “dietary table was far superior to the
former—more luxurious and liberal, independent of its
blessed effect” (Banting 1864: 21). He remained at a
normal weight until his death in London in 1878 at the
age of eighty-one. Not quite Too, but not bad either.

Banting’s pamphlet became a bestseller and started a
serious, scientific concern as to the meaning of obesity.
It was actually one of a number of such pamphlets of
the day. One, by A.W. Moore in 1857, cited Cornaro as
the prime case of one who was able to lose weight and
become healthy (Moore 1857: 12-13). Watson Brad-
shaw, a physician who had written on dyspepsia before
Banting’s pamphlet appeared, countered it in 1864 with
his own work on obesity warning against “rash experi-
ment upon themselves in furtherance of that object”
(Bradshaw 1864: iii). For Watson Bradshaw, the ideal of
the fat body in cultures such as China and Turkey, where
the “ultima thule of human beauty is to possess a face with
a triple chin, and a huge abdomen” had become impos-
sible in the West. It was impossible because the “assimila-
tive function has changed its character—the absorbents
have varied their duties—fat forsakes the lower extrem-
ities and other parts of the body; and persists in concen-
trating itself in the abdomen, giving rise to what is called
‘Corpulence’ ” (Bradshaw 1864: 6). Corpulence is a con-
dition of the modern, Western age, and, concentrated as
it is in the gut, a quality of men. It is clear that this is a
pathological state for Bradshaw, but it is only the extreme
cases that he sees as diseased. In a pamphlet of 1865, “A
London Physician” wrote about “How to Get Fat or the
Means of Preserving the Medium between Leanness and



Obesity.” He begins by saying that the one question that
everyone asks is “Have you read Banting?” and this has
“invaded all classes, and doubtless, will descend to pos-
terity” (“A London Physician” 1865: 7). “Corpulence is
a parasite, that the parasite is a disease, and the close ally
of a disease, and the said parasite has been exposed and
his very existence threatened” by writers such as Banting
and William Harvey. This pamphlet then turned to the
emaciated body, which is seen as equally at risk and in
need of diet and reform.

But it was Banting’s text that became most popular
because it was sold as autobiographical. People spoke of
“banting” when they tried to shed weight. Even today,
the term in Swedish to diet is “bantning.” The obese
patient was the subject of reform, and for a rather long
time, the patient was seen as a European one. Banting’s
mentor, William Harvey, turned to this topic in 1872,
spurred on, he wrote, by Banting’s success. Harvey
stressed that the new scientific advances in “physiology
and animal chemistry” (1872: vi) have meant that one
could treat obesity as a disease. Banting began his pamph-
let with the argument that obesity was a “parasite affect-
ing humanity” (Harvey 1872: 7). Suddenly, sufferer and
physician saw it alone as the product of forces beyond the
will. But Harvey agreed with Banting that until this stage
of pathology is reached, “persons rarely become objects
of attention; many have even congratulated themselves
on their comely appearance, not seeking advice or a rem-
edy for that which they did not consider an evil” (Harvey
1872: ix). One of Banting’s severest contemporary critics,
William E. Aytoun, observed that:

We are acquainted with many estimable persons of
both sexes, turning considerably more than fifteen
stone in the scales—a heavier weight than Mr. Ban-
ting ever attained—whose health is unexception-
able, and who would laugh to scorn the idea of
applying to a doctor for recipe or regimen which
might have the effect of marring their developed
comeliness.

(Aytoun 1864: 609)

Is fat a definitive sign of disease? Even Daniel Lambert
was seen as healthy until his death.

Banting and Harvey redefined obesity as a physio-
logical disease rather than as a fashion or a moral failing.
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Yet Harvey could not make a sufficient leap between his
knowledge and the actual mechanism by which “respira-
tory foods” (carbohydrates) caused obesity and then
other ailments. It was Felix Niemeyer from Stuttgart who
later argued that it was the ingestion of more or less pure
protein that would reduce the toxic effects of sugars and
starches (Harvey 1872: 129—48). All believed that the
body was a collection of chemical processes. Questions of
will and its attendant diseases are eliminated.
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Bariatric Surgery

B ariatric surgery is the practice of bypassing parts of the
digestive tract to allow a morbidly obese patient (BMI >
40) to lose weight either through consuming less food or
through malabsorption. Malabsorption refers to food
passing directly through the digestive tract without the
nutrients being absorbed by the body. This practice is
only recommended for patients for whom other weight-
loss options, including medical diets, have failed, and if
the patient has a serious condition assumed to be caused
by the weight, such as diabetes or sleep apnea. They are
usually at least 100 pounds overweight. These patients
must have failed earlier psychological attempts at chang-
ing behavior, such as Weight Watchers or Jenny Craig.
There can be no uncorrected metabolic diseases that
may be responsible for the obesity, such as low thyroid
function. Most importantly, the patients are screened
(and most eliminated) for any psychological imbalance
or unrealistic expectations of surgery and of weight
loss.

The first surgeries, jejunoileal bypasses, were per-
formed in the 1950s at the University of Minnesota, in
order to cause malabsorption by bypassing most of the
intestines and result in weight loss. This uncontrolled
malabsorption almost always led to severe negative con-
sequences, and the procedure is no longer considered
safe. Drs. Edward Mason and Chikashi Ito developed the
gastric bypass in the late 1960s at the University of Iowa.

In the late 1970s, Dr. Ward Griffin refined the gastric
bypass into its currently most popular form, the Roux-
En-Y (RYGBP). The RYGBP surgically bypasses most of
the stomach and a small amount of the small intestine.
Theoretically, patients with reduced stomach size feel full
more quickly, rather than losing weight due to inten-
tional malabsorption. This procedure is widely agreed to
be fairly safe as the mortality risk is less than o.§ percent.
There is still considerable controversy over the procedure
because it can have severe complications. If patients do
not follow the correct diet, they can easily reverse the
effectiveness of the surgeries that reduce the volume of
the stomach or rupture the staples, and malabsorption
can lead to severe diarrhea, bloating, cramping, and vari-
ous diseases caused by vitamin deficiency.

Bariatric surgery can now be done using the minimally
invasive laparoscopic technique (which depends on long
tiny cameras and instruments inserted through tubes called

trocars), rather than the traditional open approach. More
controversial procedures include the biliopancratic diver-
sion and duodenal switch, which both cause controlled
malabsorption. The adjustable gastric band (lap-band),
which controls the volume of the stomach by physically
encircling it, is currently being developed. Bariatric sur-
gery leads to long-term lifestyle changes (patients have to
eat less and may be able to consume fewer sweets, for
example), and frequently requires either surgical revision
of the original procedure because the stomach stretches
or cosmetic surgery to remove excess skin.

In a complex way, this surgery is a type of placebo or
behavior modification through the radical procedure of
surgery. Such procedures are well known in the history of
aesthetic surgery. Thus, when this patient population was
given the standard Minnesota Multiphasic Personality
Inventory (MMPI) before and after surgery, they showed
marked psychological improvement even if they did not
show significant weight loss. There was a clear distinc-
tion between the psychological profile of obese men and
women independent of the procedure. This is a strong
indicator that obese men and obese women responded
differently to their obesity and to the surgery. In general,
there was a change in self-assessment concerning their
physical appearance and reports that the patients experi-
enced an improvement in current relationships and sex-
ual functioning. And yet, while there was little change in
eating habits, there was some minor behavioral change
subsequent to weight loss.
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Barr, Roseanne (1952-)

Comedian and star of the hit television series Roseanne (1988-97)

Roseanne’s yearsin the limelight have been rife with con-
troversy over her life and work. She is a woman of size
who has been hated for her weight, celebrated for her
success “in spite of it,” claimed as a role model for fat
women, and criticized for her eventual decision to have
bariatric surgery. She is a tough, gritty actress who
appears not to care what the critics think. She is known
for being unpredictable, performing such acts as “grab-
bing her crotch and spitting” after an off-key rendition of
the “Star Spangled Banner” at a 1990 San Diego Padres
game. Behaviors such as these combined with her weight,
fueled media mockery of her femininity.

The show, and much of Roseanne’s comedy, is about
working-class culture. In part because of her weight,
“Roseanne’s body . .. can perhaps be read as an expres-
sion of gender-specific class culture” (Bettie 1995: 138).
In the show, Roseanne plays a hard-working, no-nonsense
mother, who bounces from job to job in an effort to make
enough money to pay the bills. She is quite the opposite
of the “domestic goddess” image common to many other
sit-com mothers. Her husband, played by John Goodman,
is also an overweight/obese man who passes in and out
of various blue-collar jobs. All three of the children are
thin, reinforcing the contemporary image in the 1990s of
working-class families.

Despite being considered by some as a fat-positive

icon, Roseanne has been fairly public about her struggles
with dieting and her weight obsession. In her auto-
biographies, her issues with weight are linked to child-
hood sexual assault. More recently, she has been very
open about her gastric bypass surgery and weight-loss
success, serving as a sort of unofficial spokesperson for
weight-loss surgeries.
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Beaumont, William, MD (1785-1853)

American doctor and physiologist, best known for conducting a series of experiments on the
trapper Alexis St. Martin that produced significant findings about the chemistry of digestion

Beaumont, educated through the old apprenticeship
system, was an army surgeon during and after the war of
1812. On June 6, 1822, while stationed at Fort Mackinac
(Michigan) he treated Alexis St. Martin, a French Cana-
dian voyageur (an intermediary between Indian trappers
and a fur company). St. Martin had been wounded in the
side with duck shot, severely injuring his lower ribs, left
lung, diaphragm, and stomach. He survived but was left
with a permanent fistula, or opening, in his stomach.

Taking advantage of the perforation, which allowed
him to see into the stomach, Beaumont performed a series
of experiments on St. Martin. In 1825, Beaumont became
the first to see the process of digestion as it occurred in
the stomach. He dangled pieces of food on a string,
removed and then replaced them. He was able to observe
the process of digestion through the hole in St. Martin’s
stomach. He then compared this process to the chemical
process of digestion by gastric juice in test tubes. With
the aid of the chemist Benjamin Silliman at Yale, it was
determined that free hydrochloric acid formed the basis
for the digestive juices. In 1829-31, when stationed
at Fort Crawford (in Prairie du Chien, Wisconsin),
St. Martin rejoined Beaumont for a second set of experi-
ments. In addition to his general observation of St. Mar-
tin’s digestion, Beaumont studied the correlation between
digestion and weather, proving that temperature and
humidity have a direct impact on digestion. His labora-
tory work on digestion showed that gastric juices need
heat to break down food. A side effect of the uncomfort-
able experiments was a high level of stress, which led
to Beaumont’s unanticipated observation that anger can
hinder digestion.

Beaumont published his Experiments and Observa-
tions on the Gastric Juice and the Physiology of Digestion
in 1833. This widely cited book made Beaumont one of
America’s scientific heroes. It provided practical dietary
advice and offered evidence for a new chemical theory of
the stomach’s function. It was previously believed that
the stomach served a mechanical digestive function as a
grinding organ or was involved in chemical digestion
only as a fermentation vat. While earlier physiologists
had speculated that the process was more complex, it was

Beaumont who was able to prove this. By observing the
digestion of a wide range of foods, he determined how
they were processed. Thus, a bit of raw potato took many
hours to even be slightly “processed,” while fish “may be
regarded as easily susceptible of digestion” (Beaumont
1833: 48). He provided a detailed table of the digestive
times for a wide range of foods. Beaumont’s observation
of hunger and thirst provided some of the first pragmatic
insights into the relationship between satiety and the
actual process of digestion. He was able to show that
hunger “is the effect of distention of the vessels that
secrete the gastric juice” (Beaumont 1833: 276). The
book contained 238 experiments and fifty-one conclu-
sions, surprisingly few of which have been shown to be
flawed.

Beaumont and St. Martin never met again. Beaumont,
who subsequently had a lucrative private practice, died in
St. Louis in 1853 of a head injury from falling on an icy
step. St. Martin, although he had been paid rather well by
both Beaumont and the U.S. Government, was frustrated
with the experiments. Prior to his death in 1880, it was
rumored that St. Martin had requested that his body be
allowed to decompose for days to prevent it from being
used for experiment before burial in an unmarked grave.
Certainly, when the great Canadian physician and
teacher William Osler requested that he be permitted to
undertake an autopsy, he was informed by the local priest
that “the body was in such an advanced stage of decom-
position that it could not be admitted into the Church. . .
the family resisted all requests ..
(Myer 1912: xvii). He was warned by a local physician,
“Don’t come for autopsy; will be killed.” In 1962, a
plaque was erected at the Church at St. Thomas de Joli-
ette in Quebec commemorating St. Martin’s services to
science. It reads: “Through his Affliction he served all
Humanity.”

. for an autopsy”
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Beecher, Catharine (1800-78)

Early promoter of health, physical education, and higher learning for middle-class women
and girls in America

Beecher came from a large family of thirteen children
and was home-schooled while helping care for her large
family. At the age of ten, Beecher began education at a
private school. She noticed the limited resources and cur-
riculum available to young women and began teaching
herself subjects not offered in school. Beecher convinced
herself that her mission in life was to “find happiness in
living to do good,” (Anon. “American Family”) and
decided that there was a need for higher-education
schools for women. In 1823, Beecher founded the Hart-
ford Female Seminary, where her sister Harriet Beecher
studied. The school began with only seven students, and
in three years grew to nearly 100 students. Beecher went
west with her father, Lyman Beecher, the controversial
Calvinist preacher, and organized the Western Female
Institute in Cincinnati, which prospered until 1837.

In 1841, Beecher published A Treatise on Domestic
Economy for the Use of Young Ladies at Home and at
School, which emphasized the value of women’s role
in society. Her ideal reader is certainly middle class, as
she stresses the importance of learning to deal with
“domestics.” She is an advocate of reform within the
model of the Christian family. She centers its claims for
social reform on the newest findings of “Physiology and
Hygiene” (Beecher 1841: ix). One chapter is devoted to
the role of the woman as “the person who decides what
shall be the food and drink of a family” (Beecher 1841:
70). Here, she begins with a detailed account of the
digestive system influenced by the recent work of William
Beaumont on digestion, referring to his experiments with
Alexis St. Martin (Beecher 1841: 82). But her model for
eating is that of self-control. “When a tempting article is

presented every person should exercise sufficient self-
denial to wait until the proper time for eating arrives”
(Beecher 1841: 73). Regular meals, no snacks is the rule.
The portion size is dependent on the amount of work
undertaken by the individual. What can occur is that “a
student . . . or a lady who spends the day in her parlor or
chamber” loses any senses of the meaning of hunger and
overeats (Beecher 1841: 75). They will “load the stomach
with a supply, which a stout farmer could scarcely
digest” (Beecher 1841: 75). But some foods are also nat-
urally “stimulating” and make one “live faster than
Nature designed, and soon his constitution is worn out”
(Beecher 1841: 76). Eat “meat but once a day and in
small quantities, compared with the vegetables taken”
(Beecher 1841: 77). Avoid tea and coffee, the “most
extensive cause of much of the nervous debility and suf-
fering endured by American women” (Beecher 1841: 87).
In addition to her comments on diet, she provided a
model for calisthenics to provide further training for the
female body (Beecher 1841: 34). After returning east, she
helped organize “The Ladies Society for Promoting Edu-
cation in the West,” and in 1850 the “American Women’s
Education Association.” She also played an important
role in founding women’s colleges in Burlington, Towa,
Quincy, Illinois, Milwaukee, and Wisconsin. Beecher
taught, lectured, and wrote on the subjects of physical
education, domestic economy, women’s health and nutri-
tion, and her system of calisthenics to make women’s
bodies stronger and healthier.

“Poor health” stands as much at the center of her sys-
tem of education as any other failure. As she writes in
the preface to the third edition of 1846:
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The number of young women whose health is
crushed, ere the first few years of married life are
past, would seem incredible to one who has not
investigated this subject, and it would be vain to
attempt to depict the sorrow, discouragement, and
distress experienced in most families where the wife
and mother is a perpetual invalid.

(Beecher 1846: 5)

One of the causes of this “debilitated constitution” is:
“Eating too much, eating too often, eating too fast, eating
food and condiments that are too stimulating, eating
food that is too warm or too cold, eating food that is
highly-concentrated, without a proper admixture of less
nourishing matter, and eating food that is difficult of
digestion” (Beecher 1846: 106). Dieting would be the
reform of such bad eating habits. Indeed, she stresses in
the third edition of 1846 that the “health of the mind”
demands the limitation of the “excessive exercise of the
intellect or feelings” (Beecher 1846: 197). If too rich foods
are to be avoided, then too is “novel reading” which
“wastes time and energies, [and] undermines the vigor of
the nervous system” (Beecher 1846: 199).

In 1869, she wrote The American Woman’s Home,
together with her much younger sister Harriet Beecher
Stowe, the author of Uncle Tom’s Cabin. This was a sys-
tematic guide for the middle-class homemaker “to the
formation and maintenance of economical, healthful,
beautiful and Christian homes” (Beecher and Stowe
1869: 10). Their discussion of food, certainly written by
Catharine Beecher, as it draws heavily on her earlier
work, was putatively rooted in the biochemistry of the
time, but it also has a strong moral tone. She advocates
for a “healthy diet” and stresses that it is fashion which
leads to obesity and illness. It is the “customs of society,
which present incessant change, and a great variety of
food” which “lead almost every person very frequently to
eat merely to gratify the palate” (Beecher and Stowe
1869: 127). Such excesses shorten the life and weaken
the constitution. The diet she proposes is to limit the
amounts and types of foods, “eat only one or two articles
of simple food, such as bread or milk, and at the same

time eat less than the appetite demands” (Beecher and
Stowe 1869: 131). Such a diet leads to a retraining of the
body’s expectation for excessive amounts and varieties of
food. Bread is a better food than meat and contains
“more nourishment” (Beecher and Stowe 1869: 133).
The simpler the food the better: “The fewer mixtures
there are in cooking, the more healthful is the food to be”
(Beecher and Stowe 1869: 133). She notes the bad man-
ners of Americans at the table and urges that food “be
well chewed and taken slowly” (Beecher and Stowe
1869: 134). Moderation is, thus, a social goal; the alter-
ation of the American diet to include snacks between
meals and meals eaten in great haste is seen by her as
unhealthful. Her ideas and doctrines of education were
implemented in some of the schools she helped to found.
Beecher also spoke out against women wearing corsets,
believing they were hazardous to the internal organs of
women, making exercise impossible and actually deform-
ing women’s bodies.
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Behavior

At the dinner table, your mother has probably told you
to eat your fish to become smarter or to finish your spin-
ach so that you, like Popeye, can defend yourself against
those bullies who keep shoving you in lockers at school.
In fact, maybe she still controls your diet and has told you
to lay off the carbs with the hope that you’ll finally
move out of the house and get married. Regardless, the
belief that diet or dieting can control and modify such
behaviors as criminality, alcoholism, and performance in
school, or can even enhance one’s chances at marriage,
has become part of the mantra of professional nutrition-
ists. The use of dieting as a “correction tool” draws on
scientific evidence, but within the scientific community,
there are still serious doubts as to its effectiveness, with
some dismissing it as “food faddism.”

Some researchers believe that poor diet, or, more spe-
cifically, food allergies, malnutrition, and hypoglycemia,
can provoke criminal behaviors. Food allergies and mal-
nutrition in particular have been linked to mental imbal-
ances, such as abnormal serotonin activity, which have
been linked to violent behavior. Examples of this include
a twelve-year-old who, after eating a banana, tried to
hit another patient with a stick and a fifty-two-year-old
woman who, after having wheat, said she wanted to
punch someone (Schellhardt 1977: 1). Hypoglycemia, or
having low blood sugar, has also been linked to irrational
behavior that is controllable through diet.

The penal system has been one area of focus of such
dietary interventions. In the 1970s, new procedures were
implemented in Cuyahoga Falls, Ohio, based on the link
between hypoglycemia and criminal behavior. Probation
Officer Barbara Reed tested the blood-sugar level of all
criminals, and if the level was too low, lawbreakers were
required to change to a more nutritious diet at the risk of
losing probation. The link between diet and criminal
behavior was supported by a study that provided vitamin
supplements to half of a group of prisoners and gave a
placebo to the other half. It was found that prisoners who
took the vitamins reduced their “antisocial behavior,”
which included violence and rule-breaking (Gesch et al.
2002: 24). Commenting on his findings, Gesch says, “What
would have happened to these young men had they been
properly nourished all their lives? Would they have been
in prison? We don’t know but I think it’s about time we
started looking into it” (quoted in Anon. “Crime Diet”).

Modification of young people’s behavior has also been
a subject of particular interest. Findings have suggested
that binge-drinking, poor academic performance, and
disobedience can be cured through an improved diet, but
such claims are generally not the basis of today’s school
cafeteria reforms.

One study found that rats that were on a typical
nutrient-deficient “teenage diet” of pastries, hot dogs,
carbonated beverages, spaghetti, salad, and candy drank
more 20-proof alcohol (as opposed to water) when com-
pared with rats that ate fruits, vegetables, nuts, legumes,
whole-wheat flour, and whole-milk powder. Switching to
the healthier diet or taking vitamin supplements reduced
alcohol intake while the addition of coffee or caffeine
increased it. This suggests that the nutrient content of
one’s diet affects “the ‘biological thirst’ of animals to
drink alcohol” (Register et al. 1972: 162).

Another study found that children who were put on
an enrichment program for nutrition, education, and
physical exercise had fewer cases of schizotypal personal-
ity and antisocial and criminal behavior than control
subjects (Raine et al. 2003). Although the most drama-
tic change in behavior was found among children who
were initially malnourished, Raine believes that the fatty
acid supplements were responsible for this difference
(Arehart-Treichel 2003: 43). However, another study
reinforces the possibility that malnourishment versus
proper nourishment is the key difference in behavior
modification, suggesting that vitamin-mineral supple-
mentation only increases the nonverbal intelligence of
Western schoolchildren if they were inadequately nour-
ished (Schoenthaler et al. 2000).

In 1998, Appleton Central Alternative High School of
Wisconsin began a new food program based on this
belief. The high school collaborated with Natural Ovens
Bakery in an attempt to redress their students’ antisocial
and violent behaviors. The program replaced the junk
food available at the school with healthier alternatives,
like fruits, vegetables, and low-fat/low-salt/low-sugar
foods without additives. In the period following this
change, grades improved while incidences of misconduct,
vandalism, and littering decreased. The idea for the pro-
gram began with cofounder Barbara Stitt’s experiences as
a probation officer.

After this program was featured in Super Size Me and
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on Good Morning America, the U.S. Department of Just-
ice filed a lawsuit against Natural Ovens Bakery, Inc. The
company was charged with mislabeling ingredients and
making misleading health claims without the approval of
the Federal Drug Administration. The National Council
Against Health Fraud (NCAHF) also believes that there
is not enough evidence to support the link between
improper diet and criminal behavior.

While ongoing research continues to suggest that diet
can control behavior, many in the Government and scien-
tific community are still skeptical of the validity of such
claims. On the other hand, if these claims are true, then it
looks like the solution to improving humanity is not
found in rehab but in the kitchen.
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Benedict, Francis Gano (1870-1957)

At age thirteen, Benedict’s interest in chemistry was
sparked by attending a lecture in Boston by chemist and
assayer James Francis Babcock (1844-94) who wrote
widely on the hygiene and chemistry of food. While

studying at Harvard, he took courses from chemist Josiah
Parsons Cooke (1827-94), who in 1850, founded the
Harvard Chemistry Department. After completing his
graduate study at Heidelberg University in Germany,



Benedict returned to the U.S.A. to work with Wilbur Olin
Atwater. Following on his work with Atwater in chem-
istry and nutrition, Benedict soon became involved with
physiology. The two scientists began studies of metabol-
ism in humans, by means of a respiration calorimeter, a
piece of equipment created by Benedict to measure oxy-
gen consumption and heat in the body. The machine was
able to provide exact measurements of heat production
and loss in animals and humans.

Benedict published his results in his An Experimental
Inquiry Regarding the Nutritive Value of Alcobol. In
1907, after the publishing of his findings, Benedict was
appointed Director of the newly established Carnegie
Nutrition Laboratory in Boston, Massachusetts. At the
laboratory, Benedict developed new equipment, which
including a smaller instrument for measuring oxygen
consumption in humans. Using the machine, Benedict,
and fellow colleagues, studied the production of heat,
changing the conditions of working, exercising, and eat-
ing or fasting on his subjects. From his studies, he deter-
mined a basal metabolism in humans, then wrote (with
James Arthur Harris [1880-1930]) A Biometric Study of
Basal Metabolism in Man (1919), which remains a classic
in the field. Benedict’s studies on metabolism extended to
animals as well as humans. The equipment that Benedict
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developed as well as his research on basal metabolism in
humans became standards in the medical profession and
enabled future work in the field.
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Binge-Eating

With the problems of obesity and disordered eating
growing in the United States and around the world public
health professionals have focused research efforts on
identifying potential causes and treatments for these
related problems. The most obvious advancement made
by this work has been the introduction of a diagnostic
category for binge-eating disorder (BED) in the fourth
edition of the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-IV-R). In addition, there is a growing
body of literature on binge-eating and obesity that has
attempted to define the prevalence, causes, effects, and
treatment options for this relatively new disorder. Diet-
ing, in particular, has been implicated as a possible cau-
sal factor in the development of both BED and related
obesity.

Binge-eating was first identified in 1959 by Albert
Stunkard as a distinctive pattern of eating observable
in some obese persons (Stunkard 1959: 588—91; Spitzer
1991; Devlin et al. 2003: 627). In the following decades,
there was much debate amongst clinicians about how to
differentiate BED from already diagnosed “non-purging”
forms of bulimia nervosa; it was not clear to many
researchers that BED should be a separate diagnostic cat-
egory (Spitzer 1991; Devlin et al. 2003: 627; Yanovski
1995: 403—4). Nevertheless, in 1991, a core group of
eating-disorder clinicians and researchers recommended
that BED be entered into the DSM-IV as a diagnosable
eating disorder (Spitzer 1991; Devlin et al. 2003: 628).
Today, BED is part of the Eating Disorder Not Otherwise
Specified (EDNOS) category and appears in Appendix B
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of the DSM-IV, among the “Criteria Sets and Axes Pro-
vided for Further Study” with roughly the same criteria
recommended by Robert Spitzer and his colleagues in
1991. The DSM-IV research criteria for BED are (Ameri-
can Psychiatric Association; Grilo 2002: 178-9; Spitzer
1991; Yanovski et al. 1995: 139):

e Recurrent episodes of binge-eating, characterized by
both eating an amount of food in a discrete period of
time (two hours) that is definitely larger than most
people would eat and a sense of lack of control over
eating during the episodes.

e The binge-eating episodes are associated with three
(or more) or the following: eating much more rap-
idly than normal, eating until uncomfortably full,
eating large amounts of food when not physically
hungry, eating alone because of embarrassment
about the amount of food eaten, and feeling dis-
gusted with oneself, depressed, or very guilty after
overeating.

¢ Marked distress about binge-eating is present.

¢ Binge-eating occurs at least twice a week during a
six-month period.

¢ The binge-eating is not associated with regular use of
inappropriate compensatory behaviors (purging, fast-
ing, excessive exercise) and does not occur exclusively
during the course of anorexia nervosa or bulimia
nervosa.

Yet, while BED is now recognized as a category distinct
from bulimia nervosa (BN), researchers have struggled
since the mid-1990s to sort out how to diagnose and treat
this disorder, which overlaps and is frequently confused
with BN and behavior subtypes of obesity (Devlin et al.
2003).

In addition, even though binge-eating is the central
diagnostic criterion of BED and is generally considered to
be a pathological form of eating, it is also present in non-
clinical male and female populations (Waller 2002: 98),
and many non-eating-disordered individuals may engage
in some form of binge-eating at various times in their
lives. In fact, a significant number of people engage in
normative binge behaviors on holidays like Thanksgiving
and Christmas, which can be attested to by the prolifer-
ation of articles like “Holiday Stress: A Recipe for Over-
eating?” (MSNBC) and “Your Stay Slim Holiday Survival
Plan” (Prevention 2006). However, BED as a diagnosable
mental disorder is distinct and affects a much smaller

portion of the population than normative and occasional
overeating.

Still, the complex overlap between BED and other eat-
ing disorders and BED and normative overeating may
make it more difficult to exactly describe the prevalence
of BED in the general population. Some studies have
indicated that as much as 25—30 percent of obese people
who enter treatment programs are suffering from BED
(Spitzer et al. 1991: 138; Hsu et al. 2002: 1398; Yanovski
2003: St18). The high occurrence of BED in obese peo-
ple seeking weight-loss treatment has led researchers
to investigate the relationship between dieting, psycho-
pathology, and BED in greater depth.

Information disseminated to the public by popular
media also suggests that dieting can cause obesity and
act as a “trigger for eating disorders” (Hunter 1999: 45;
MSNBC; Hill 2004; Cannon and Einzig 1984). Certainly,
the popular media has overwhelmingly suggested that
overeating is an attempt to assuage emotional distress
(Levine 1999; Roth 1982). There is some evidence to
suggest that dieting does play a role in onset of binge-
eating (Cannon 2005: 569; Wadden et al. 2004: 560).
Studies testing restraint theory (the theory that says we
are more likely to overeat if we attempt to restrain our
eating) have shown that individuals who are currently
dieting are more prone to overeat if they feel that they
have broken their diets or if they experience disappoint-
ment or boredom (Howard and Porzelius 1990: 28; Lowe
1995: 88—9). Obese binge eaters generally report a his-
tory of frequent and extensive dieting (Howard and
Porzelius 1990: 25; Devlin et al. 2003: S8; Giusti et al.
2004: 47). Yet this dieting history has not been shown
definitively to precede or cause BED.

In studies of normal-weight patients with bulimia
nervosa, dieting has been shown to nearly always precede
binge-eating, and some researchers have suggested that
dietary restraint may precipitate binge-eating in the
bulimic patient (Devlin et al. 2003: $8; Howard and
Porzelius 1990: 26). Furthermore, a 1993 study demon-
strated that dietary restraint prescribed by a Very Low
Calorie Diet induced binge-eating behaviors in patients
who had no prior history of BED (Telch and Agras 1993;
Howard and Porzelius 1990: 36; Wadden and Berkowitz
1995: 535). These studies, together with anecdotal evi-
dence, point to the potential of dietary restraint to cause
overeating and may implicate dieting in the development
of BED; however, not all studies have found such an
association (Wadden and Berkowitz 1995: 555-6; Reas



and Grilo 2006: 2; Howard and Porzelius 1990: 371;
Yanovski 1995: 404).

Even though no direct causal link has been made
between dieting and onset of BED, weight status and diet-
ing in childhood or adolescence do appear to be predict-
ive of BED development (Reas and Grilo 2006: 2; Howard
and Porzelius 1990: 30; Spitzer et al. 1991: 143 and 146).
This evidence suggests that a history of repeated dieting
attempts and failures plays an important role in develop-
ment of BED, which may be a risk factor for extreme
obesity (Howard and Porzelius 1990: 31; Hsu et al.
20025 Spitzer et al. 1991: 146). Some researchers have
even gone so far as to suggest that treating BED may help
to alleviate somewhat the growing obesity epidemic
(Yanovski 2003: St17-S118).

Available treatments for BED include cognitive
behavioral therapy (CBT), group therapy, and drug ther-
apy (National Institute of Diabetes and Digestive and
Kidney Diseases 2004). CBT has been shown to be effect-
ive in reducing disordered eating behaviors in BED
patients, but it unfortunately has little impact on actual
body weight when not combined with surgical or other
dietary treatments (Vaidya 2006: 92; Wilfley 1995: 351—
2). Similarly, drug therapy appears to alleviate BED
in the short term, but medication alone is not effective in
the long term for most patients with BED (Devlin 1995:
356). Some people suffering from BED also use self-help
methods with varied success, and others join support
groups. Overeaters Anonymous (OA) is one of the most
well-known support groups for people suffering from
BED or compulsive overeating, which is sometimes
referred to over-simplistically as an addition to food.
While only a few studies have been done on the effective-
ness of support groups in treating BED, their findings
suggest that, when combined with other methods like
CBT, these groups may provide important support for
people struggling with compulsive overeating (Ghaderi
2006: 307; Stefano et al. 2006: 457-8; Wilfley 1995: 3 52).

Now that BED has been identified and studied as a
diagnosable eating disorder, the etiology of compulsive
overeating and the effects that it has on people’s lives are
becoming more evident. Research has shown that, while
depression and anxiety may be factors in the develop-
ment of BED, the disorder cannot simply be attributed
to emotional overcompensation. Furthermore, restrictive
eating may play a role in overeating behaviors, but diet-
ing cannot be said to directly cause BED. Finally, because
BED negatively impacts quality of life in substantial ways
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(Rieger et al. 2005: 237), we can see that treatment of the
underlying causes of BED in obese individuals is just as
important as weight loss. Despite all that we have learned
since Stunkard first recognized binge-eating in 1959, cli-
nicians are still working on effective methods for dia-
gnosing and treating BED and related obesity, and all
agree that more research is necessary.

SLG/C. MELISSA ANDERSON
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Blood-type diet

In 1996, Peter D’Adamo, ND (Naturopathic Doctorate)
(1956-) published a book entitled Eat Right 4 Your Type
suggesting that people should eat certain foods based on
their individual blood types. He recommends that indi-
viduals following the diet find out their blood types and
then follow the diet for that blood type. There are four
blood types: Type A, Type B, Type O, and Type AB.
Blood type is determined by proteins on the surface of
red blood cells. D’Adamo suggests that the proteins affect
blood chemistry, and, therefore, that each blood type has
differing nutritional requirements and specific foods
which are beneficial and detrimental to the health of the
individual. He states that the way to live “disease-free” is
to only eat foods prescribed for one’s blood type. For
example, tomatoes and bananas are not recommended
for Type A, whereas they are for Type O blood. He sug-
gests reasons for the dietary requirements by blood type
based on the region in the world in which each of the
blood types evolved.

This concept of ethnicity influencing diet is not new.
In fact, there was early work in nineteenth-century racial
“pseudo-science” arguing that blood types were true
racial markers and that diet was one predetermined
factor (Polsky 2002). In the book, D’Adamo provides
anecdotal evidence based on his father’s research (he was

an ND as well) that eating the proper diet will lead to
improved health. Additionally he provides personal tes-
timony from people who have attempted the diet and
self-report improvements in health. Since publishing the
initial book, he has published twelve supplemental books
based on the same premise that blood type should deter-
mine dietary practices.

Similar to other popular diets, the blood-type diet is
very restrictive, which leads to low compliance rates. To
date, there have not been any studies published that sup-
port D’Adamo’s claims; however, it continues to be a
popular diet.
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Bodybuilding

Bodybuilding includes weight training and increasing
caloric intake in order to build muscle mass. Many
people compete in bodybuilding competitions, and they
are judged on the physical appearance of their muscles.
It began as a sport only for men in the 1890s. The
first popular bodybuilder was Eugene Sandow (1867—
1925), who organized the first bodybuilding contest on
September 14, 19071 in London. Sandow and an entire
following generation saw bodybuilding as both aesthetic
enhancement and body strengthening. What they created
was a new masculine ideal: The shaped body rather than

the athlete’s lithe but strong body. By the 1970s, women
began to partake in competition as well. Evidence of the
growth in the popularity of bodybuilding for women can
be seen in the number of magazines devoted to the sub-
ject, such as Muscle, Fitness Hers and Oxygen, on the
shelves at bookstores today.

In order to be successful, bodybuilders must closely
monitor their nutritional intake. Because bodybuilders
exert large amounts of energy, they generally require
between 500 and 1,000 more calories per day than the
average person. Bodybuilders also need to maintain a low
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percentage of body fat and a high percentage of muscle to
obtain the physical appearance ideal in their sport.

Protein is essential for building muscle mass. Whey
protein is the most commonly used protein supplement
among bodybuilders because it is absorbed and metabol-
ized by the body at fast rates. Many bodybuilders con-
sume meal replacement products (MRPs) which provide
the calories and nutrients that would generally be con-
sumed in a meal. While these are usually powdered
drinks mixed with milk, juice, or water, sometimes MRPs
come in bar form. MRPs are generally low in fat, have a
modest amount of carbohydrates, include vitamins and
minerals, and, most importantly, are high in protein.

Many bodybuilders also use thermogenics, another
form of dietary supplement. Thermogenics increase meta-
bolism through heat generation, resulting in the loss of
fat. Bodybuilders use these in order to reduce their total
body fat. Natural products with thermogenic qualities
include caffeine and ginger.

Because bodybuilding is a sport in which weight must
be controlled, it is considered a “high risk” sport for
developing an eating disorder. In addition, the bodybuild-
ing community centers on body image, which can also
make bodybuilders more vulnerable to eating disorders.
A new study by Amanda Gruber found that female body-
builders are more likely to suffer from eating disorders
and distorted body images than other females. Many
male and female bodybuilders have a disorder known
as the eating disorder/bodybuilder type (ED/BT), which
involves a diet high in protein, calories and low in fat.
They also suffer from muscle dysmorphia, a disorder in
which they view themselves differently, generally smaller
than they really are. Many male athletes, especially body-
builders, believe that they have smaller muscle mass than
they actually do. It is estimated that 1o percent of men in
any intense gym setting have muscle dysmorphia.

Bodybuilders are judged on the physical appearance of
their muscles, and, therefore, are encouraged to focus on

body image. Bodybuilders, as well as other athletes, tend
to use dieting to achieve the body type that will help them
be effective competitors in their sport. Where that fails,
selective silicone or saline implants may be employed.

SLG/MARY STANDEN
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Brillat-Savarin, Jean-Anthelme (1755-1826)

B rillat-Savarin’s 1825 account of food and its pleasures,
The Physiology of Taste or, Meditations on Transcen-
dental Gastronomy, was also a study of fat and its dan-

gers and stressed the physiognomy of obesity. The
appearance of obesity was a clue to its dangers. A law-
yer by trade, Brillat-Savarin had been elected a deputy



to the National Assembly in 1789, where he argued for
the death penalty. During the Reign of Terror, he was
forced to flee France, eventually settling in the U.S.A.
He returned to France in 1797, where he became a
judge in the Court of Cassation. In 1825, shortly before
his death, he wrote his epicurean account of the pleas-
ures (and dangers) of food. He wrote in an auto-
biographical mode about his sense of his own obese

body:

There is one kind of obesity which centers around
the belly; I have never noticed it in women: since
they are generally made up of softer tissues, no part
of their bodies are spared when obesity attacks
them. I call this type of fatness Gastrophoria and its
victims Gastrophores. I myself am in their com-
pany; but although I carry around with me a fairly
prominent stomach, I still have well-formed lower
legs, and calves as sinewy as the muscles of an Ara-
bian steed. Nevertheless I have always looked on
my paunch as a redoubtable enemy; I have con-
quered it and limited its outlines to the purely
majestic; but in order to win the fight, I have fought
hard indeed: whatever is good about the results and
my present observations I owe to a thirty-year
battle.

(Brillat-Savarin 1999: 186)

Brillat-Savarin was commenting on his struggle with a
disease of the will in the form of his own obesity. Yet
when he looks to the world of women, he bemoans their
thinness as “a terrible misfortune.” “Every thin woman
wishes to put on weight. This is an ambition that has
been confided to us a thousand times” (Brillat-Savarin
1999: 186). For them, he suggests a diet to help them gain
weight.

The key was looking and being looked at as too fat or
too thin. For men, the potbelly became a major indicator
of the potential for illness for the observers of masculine
obesity in the late nineteenth century. Indeed, of the
163,567 overweight men in the U.S.A. and Canada iden-
tified between 1870 and 1899 (for insurance purposes),
abdominal obesity (the waist being of greater circumfer-
ence than the chest) was present in about 13 percent
(Kahn and Williamson 1994). This was taken as an abso-
lute sign of increased morbidity and mortality. The pro-
jected deaths of these individuals were almost one-third
less than their actual death rate. “Omental fat” in the
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disease of Gastrophoria (potbelliedness) comes to repre-
sent the bloated and unmasculine over time.

In his chapters on obesity and dieting, Brillat-Savarin
positions himself as a “lay expert.” For him, obesity is a
disease that makes the beautiful ugly, the strong weak,
the intelligent dumb. It produces a distaste for dance, that
most civilized of social interactions, creates the context
for diseases such as apoplexy, dropsy, ulcers in the legs,
and makes all diseases difficult to cure. Thus, no obesity
is found among that class of persons who eat to live,
instead of living to eat. But, “it takes real courage either
to lose weight or to keep from gaining it” (Brillat-Savarin
1999: 195). His approach is to avoid excess and the need
to balance all qualities of food. “Discretion in eating,
moderation in sleeping, and exercise on foot or horse-
back,” is his dieting course (Brillat-Savarin 1999: 195).
Yet, he recognizes that such a simple prescription is
almost always met with objections by those who need to
undertake it. “Diet is the most important, for it acts
without cease day and night” (Brillat-Savarin 1999: 196).
For him, the reduction of “grains and starches” must be
at the center of any weight-loss diet (Brillat-Savarin
1999: 196). The fat man objects: “Here in a single word
he forbids us everything we most love, those little white
rolls from Limet, and Archard’s cakes, and those cookies
from....” Yet, Brillat-Savarin is adamant: “Shun any-
thing made with flour ..., you still have the roast, the
salad, the leafy vegetables” (1999: 197). Avoid fad diets,
such as the craze for drinking daily a glass of vinegar,
which was sweeping the young women at the time and
led to dangerous results, including death. The “vinegar
cure” has a very long pedigree, going back to humoral
medicine. Today, the “Apple Cider Vinegar Diet” has
again become a means for weight loss, now as part of a
“natural” approach, which also advocates portion
control.

Brillat-Savarin, however, also hoped for a quick cure
in advocating that a dose of quinine, recently imported,
might well be beneficial to weight loss (1999: 199—200).
For him, dieting was a neverending challenge, one con-
fronted each day when he sat down to eat. It is to him
that we owe our modern fascination with “taste” and the
culture of food; but it is to obesity and dieting that he
owed his own obsession with both.
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Bruch, Hilde (1904-84)

B ruch was a German Jewish physician who escaped the
Nazis to England and then America and ended her career
as Professor of Psychiatry at Baylor Medical School. Her
claim to fame is that she popularized the diagnosis of
anorexia nervosa and was an often-cited specialist on
obesity who revolutionized the debate between those
who saw exogenous or endogenous causes for obesity
(Heitkamp 1987; Brumberg 1988). She provided the first
complex psychological theory of obesity—linking both
developmental forces with the external world of the
pathological family. Her interest seems to have begun
with her arriving in the U.S.A. in 1934, where, according
to her own account, she was amazed at the huge number
of fat, truly corpulent children, not only in the clinics but
also on the street, in the subway and in the schools (Bruch
1957:5).

Her work on the “psychosomatic aspects of obesity”
was funded by the Josiah Macy, Jr. Foundation; the
results from this began to appear in the 1940s and were
summarized in her 1973 book. She argued that obesity
was caused by psychopathological interactions within
the family. The core is her view of the child’s struggle to
develop autonomy in the family setting, a view
championed by Theodore Lidz (who created the
“schizophrenegenic mother”) with whom she had
worked in Baltimore between 1941 and 1943. Undergo-
ing a training analysis with Frieda Fromm-Reichmann in
Washington at the time, she began to see more complex
readings of the work on obesity that had brought her to
Fromm-Reichmann’s initial attention.

Typical of Bruch’s readings of obesity is the case study
of a 4%-year-old female child weighing 9o pounds. The
child had been accidentally conceived during the war and
was initially rejected by the mother (Hilde Bruch 1997:
138). For the mother, “feeding showed love and expi-
ation of guilt” (Hilde Bruch 1997: 140) for rejecting the
very idea of bearing the child. The mother is a compulsive
fabulator, always embellishing the tales she tells about
her daughter’s treatments in order to manipulate the
physicians. Bruch thus provides obese children with a
childhood of rejection that explains their obesity. Now,
Bruch’s child is female as, following World War 1, the
exemplary patient in questions of obesity shifts from the
male (where it had been since the Ancient Greeks) to
the female with the construction of the image of the
“New Woman.” But this has a special role in Bruch’s
system. Here, too, it is the mother who is the cause of the
obesity. Indeed, the child’s obesity is a neurotic response
to her mother’s “unnatural” rejection of her.

Yet, Bruch’s initial work on obesity is little known. In
her dissertation of 1928, written under the renowned
pediatrician Carl Noeggerath at Freiburg i. Br., she tested
the stamina and lung capacity of children with the new
instrumentation of the spirometer (Bruch 1928). She
traced how their respiration increased with increased
work (turning a weighted wheel). One of the children,
Maria O., was, according to Bruch, chronically obese,
weighing 129 pounds at the age of twelve. She “speaks
tiredly and in a monotone, complains about constant
tiredness and weakness of memory. There is neither



determination nor a joy for work” (Bruch 1928: 10).
This case study provides all of the negative images about
desire and work and intelligence found in classic images
of obese children. But it is also the classic racist image of
the nonproductive “fat” Jew that haunts the medical
texts of her time.
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Bulik, Cynthia

Bulik is a clinical psychologist with a specialty in eat-
ing disorders based at the University of North Carolina
(UNC) at Chapel Hill where she is William R. and Jeanne
H. Jordan Distinguished Professor of Eating Disorders,
Director of the UNC Eating Disorders program, and a
nutrition professor in the School of Public Health. She is
well known for her work involving eating disorders. She
has won several awards and has the only endowed pro-
fessorship in eating disorders in the U.S.A. Bulik has
been treating and studying eating disorders for the past
twenty-four years. She has created two outpatient and
inpatient centers for eating disorders both in the U.S.A.
and New Zealand.

Bulik’s research has focused on twin and molecular
genetics, treatment, epidemiology, and laboratory studies
on eating disorders. She recently performed a study on
genetics and anorexia, which concluded that 56 percent
of anorexia nervosa is determined by genetics. Her study
involved assessing a large number of twins in order to
figure out how great a role genetics plays in anorexia
nervosa. Bulik also found that young people who suffer
from anxiety and depression are more likely to suffer
from anorexia nervosa later in life.

She has written many scientific papers and books on
eating disorders. These include: Eating Disorders: Detec-
tion and Treatment and Runaway Eating: The 8-Point
Plan to Conquer Adult Food and Weight Obsessions. She
also created a CD-ROM called EMPOWER Solution for
Healthy Weight Control, as well as an internet program
called “Food, Fun and Fitness.”
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Butz, Earl (1909-)

S ecretary of Agriculture under President Richard Nixon,
Butz was a key figure in the lowering of food prices in
America, potentially leading to an increase in obesity in
Americans. Butz was faced with two problems: (1) falling
revenues for farmers and (2) consumers who wanted to
lower American food prices which had been rising with
inflation. Butz responded by ending restrictions on trade
and growing, which led to a domestic corn surplus caus-
ing production of a cheaper form of sugar, high-fructose
sugar. High-fructose syrup is a liquid sugar produced
from cornstarch and is much sweeter than cane sugar.
These characteristics matched with manufacturers’ needs
since they could begin producing less expensive, highly
sweetened foods, which could be stored for longer periods
as the addition of high-fructose sugar could prevent free-
zer burn of frozen foods and increase the shelf life of
certain foods.

Such foods began to dominate both the soft-drink
as well as the fast-food markets. As one critic noted:
“The legacy of Earl Butz was that Coca-Cola and Pepsi
switched from a 50/50 mix of corn sugar and cane sugar
to 100 percent high-fructose corn syrup, enabling them
to save 20 per cent costs, boost portion sizes and still
make profits” (Critser 2003: 18). In the supermarket,
high-calorie foods became even cheaper. “In short, Butz
had delivered everything the modern American consumer
had wanted. Cheap, abundant and tasty calories had
arrived. It was time to eat” (Critser 2003: 19). In add-
ition, Butz arranged with countries such as Malaysia to
import palm oil into the U.S.A.; also known as “hog’s

lard” or “tree lard.” This heavily saturated, high-calorie
oil became a staple of the fast-food industry. The move to
cheaper raw materials led consumers to eat cheaper but
calorie-dense foods lacking in vitamins and minerals.
Recently, some have argued that it was this change in
food composition that led to the increase in obesity in the
U.S.A. (Critser 2003; Havel 2005; Jurgens et al. 2005).
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Byron, George Gordon Noel, Sixth Baron Byron,
a.k.a. Lord Byron (1788-1824)

British Romantic poet renowned for his prodigious sexual and intellectual appetites

Labeled as “mad, bad and dangerous to know” by
embittered ex-lover Lady Caroline Lamb, Byron was also
a man preoccupied by his weight. Though the author of
Childe Harold’s Pilgrimage and the Don Juan cantos is
often portrayed as slender and consumptive, the flesh-
and-blood Byron experienced extreme fluctuations in
weight throughout his life. In a biography published in
1844, John Cordy Jeafferson warned his public that
“readers should be duly mindful of [Byron’s] morbid
propensity to fatten” (Jeafferson 1883: 69), inadvertently
demonstrating that the romantic male ideal of the 18o0s
was a man possessed of a lean physique. He was, as
one writer subsequently noted, “inclined to obesity”
(Abeshouse 1965: 13). Jeafferson goes on to speculate
that Byron’s struggle with his weight was compounded
by his “lameness” (he was born with a club foot), which,
as another biographer Martin Garrett notes, has also
been seen as the root cause of his sexual excess.

By all accounts, Byron worked hard to stay thin. In his
early thirties, while traveling and writing poetry in Italy,
Byron announced to friends that he was on a claret-and-
soda-water diet to help him manage his weight. Indeed,
his favorite diet meal consisted of biscuits and soda
(Abeshouse 1965: 13). At one point, Byron refused a
huge meal set before him and “dined on potatoes sprin-
kled with vinegar,” following one of the fad diets of the
time (Abeshouse 1965: 13). He “starved to keep himself
thin; then famishing, devoured a heavy meal; then he
suffered for it and took overdose of magnesia® for

indigestion (Abeshouse 1965: 13). Jeafferson notes that
while in Missolonghi in western Greece, Byron “meas-
ured himself around wrist and waist and . . . whenever he
found these parts, as he thought, enlarged, took a strong
dose of medicine” (Garrett 2000: 486). Anecdotes such
as these have led biographers like Martin Garrett to claim
that Byron had an eating disorder, thus betraying a mod-
ern scientific sensibility that subjects changes in body
weight to the “gaze” of psychopathology. Yet Byron him-
self questioned the efficacy of “over-dieting,” which he
claimed was the “cause of more than half our maladies,”
through “putting too much oil into the lamp” until “it
blazes and burns out” instead of burning “brightly and
steadily” (Blessington 1969: 367).
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Cabbage Soup Diet

Cabbage Soup Diet is claimed to be based on a fat-
burning soup, low in fat and high in fiber, containing
negligible calories (less than 500 if followed exactly). It is
part of a longstanding belief that “natural” foods are by
definition not only healthful but also health-giving. The
diet appeals to most because it is said that the more soup
you eat, the more weight is lost. There are no limitations
on how much soup one can eat. The diet lasts seven days
and is intended for rapid weight loss, usually for a special
occasion. People in opposition to the diet suggest that
weight loss comes from water weight and muscle tissue
and not from fat reserves. In some cases, the diet can be
seen as counterproductive if continued for long periods
of time or if the body does not feel full. It may force the
body into starvation mode, causing metabolism to slow
down and hold onto fat. Since the diet is not nutritionally
sound, it is not recommended as a long-term weight-loss
plan. Although it is unclear where the diet originated, the
running myth is that it originated in hospitals for heart
patients, but there is no data confirming this, and there
have been no medical facilities claiming the diet to be
their own.
The seven-day diet plan is as follows:

Day 1: Cabbage soup, plus any fruit (except bananas).
Drink unsweetened tea, black coffee, cranberry juice and
water.

Day 2: Cabbage soup, plus other vegetables (raw, boiled
or steamed) and avoid dry beans, peas and corn. For din-
ner, eat a baked potato with butter.

Day 3: Cabbage soup, plus other fruits and vegetables
(mix of Day 1 and Day 2).

Day 4: Cabbage soup, plus up to eight bananas and
fat-free milk.

Day 5: Cabbage soup, plus up to six tomatoes and up to
450 grams of meat or fish.

Day 6: Cabbage soup, plus meat and vegetables.

Day 7: Cabbage soup, plus brown rice, pure fruit juice
and vegetables.
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Callas, Maria (1923-77)

Greek soprano known as La Divina to opera lovers the
world over for her incredible vocal and stylistic range,
Maria Callas was equally famous for her radical physical
transformation. Deeply self-conscious about her “large
build,” Callas went on a strict diet in 1953, at the height
of her career, losing a total of 68 pounds in nine months.
Her metamorphosis was also part of a changing bodily
aesthetic in the world of opera. More and more, thin
was in.

Biographer Anne Edwards writes that Callas made the
decision to lose weight after a conversation with director
Luchino Visconti in which he told her she would make a
“truer Traviata, who is after all dying of consumption”
(2001: 115) if she lost weight. It was in the period fol-
lowing her weight loss that Callas met and fell in love
with Greek shipping magnate Aristotle Onassis. She had
become something of a style icon. Although she relished
her weight loss and never regained any of it, some bio-
graphers suggest that the shock it caused to her system
impacted her voice negatively. Michael Scott writes that
“a voice reflects a physique” (1991: 111). Scott argues
that her voice was most full-bodied when she was at her
largest, eventually growing “thin and acidulous” as she
slimmed down.

Just as the contemporary trend in Hollywood has been

for starlets to slim down, the opera community continues
to pressure its sopranos to do the same. More recently,
dramatic soprano Deborah Voigt underwent gastric
bypass in June 2004. Voigt was dismissed from a Covent
Garden production of Strauss’s Ariadne auf Naxos,
because, Voigt claims, she had big hips, of which Covent
Garden disapproved. This led her to follow in the path
of Maria Callas in an attempt to slim enough to sing
Strauss’s Salome through bariatric surgery.
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Calorie

A calorie is a scientific unit of measurement that
describes the amount of energy contained in a substance.
As a term, it has had a wide range of meanings. Coined
in France in the 1830s, it was adopted into English in
the 1870s. In 1870, Thomas Phipson translated a French
science text, which noted that,

The quantity of heat which is called a calorie is . . .
the amount required to raise 1 kilogramme of water
1° centigrade . . . In England the . . . calorie is some-
times stated to be the quantity required to raise 1 lb.

of water from 60° to 61° Fahr., the equivalent of
which in work is 722 foot-pounds.
(Phipson 1870: 43)

As late as LuLu Hunt Peters’ Dieting and Health, With
Key to the Calories (1918), the word was unfamiliar
enough to the general public that a pronunciation guide
was given (“pronounced Kal’-o-ri”).

In terms of dieting, the word “calorie” also refers to
the energy contained in food. These two measures are
not exactly the same measurement. A calorie of food is



actually 1,000 calories or 1 kilocalorie in terms of the
way science measures energy. In contemporary culture,
calories are used to describe how much energy a particu-
lar food contains. This measure can be used to compare
one food to another, which has been particularly useful in
dieting culture. In order to lose one pound of fat from the
body, a dieter would need to consume 3,500 fewer calor-
ies in food than she actually burned from daily activities
(Stipanuk 2000: 426). People have used this concept to
design diets that allow people to lose weight and ultim-
ately change the look of the body. Thus, a “calorie” has
come to mean something dangerous to one’s health and is
the prime focus of dieting.
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Cannon, William Bradford, MD (1871-1945)

Cannon graduated from Harvard College in 1896,
where he had studied with the psychologist William James
and the physiologist Charles B. Davenport (with whom
he had published a paper as an undergraduate). He took
his MD at Harvard and worked there from 1896 in the
laboratory of Henry Pickering Bowditch (1840-1911).
Bowditch had recently introduced modern physiological
research, developed by the German physiologist and
psychologist Wilhelm Wundt, into the U.S.A. In 1902,
Cannon became an assistant professor of physiology, and
in 1906 he succeeded Bowditch as the George Higginson
Professor of Physiology, a position he would hold until
1942.

Under Bowditch, Cannon began to investigate swal-
lowing and stomach motility using the newly discovered
X-ray technique. Wilhelm Rontgen had discovered “X-
rays” on December 9, 1896; not a year later, Cannon was
tracing the passage of a pearl button through the digest-
ive system of a dog using them. Moving to human subjects,
he found that he was able to correlate feelings of satiety
to physiological responses. In 1911, he coauthored a
study with Arthur Lawrence Washburn, which showed
that stomach contractions were tied to hunger. Every
morning, Washburn, then a medical student, swallowed a

length of rubber tubing, to which was tied a condom, and
recorded when he felt hungry, as he went about his
usual activities. The condom was filled with air, and the
tubing attached to a pressure gauge. The pressure gauge
recorded the contractions, and Cannon found Washburn’s
subjective hunger pangs correlated to his stomach con-
tractions. This study would be the most influential study
about appetite for fifty years. It was later discovered that
there was no causal relationship between these things.
They were both caused by a drop in blood glucose levels.
Cannon also published one of the earliest dieting articles
in the very first issue of the American Journal of Physi-
ology in 1898, recounting his research on swallowing
and stomach motility.

Cannon’s published books include Bodily Changes in
Pain, Hunger, Fear, and Rage (1915) and The Wisdom of
the Body (1939). During World War I, he published
widely on shock among soldiers and documented the
ways in which systems changed in response to shock. He
argued strongly for the theory of homeostasis, which
explained the self-correction of bodily systems, including
hunger and digestion.
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Carpenter, Karen (1950-83)

Member of the brother-sister duo “The Carpenters,”
Karen Carpenter achieved an iconic status in twentieth-
century North American popular culture. Not only was
she a Grammy- and Academy Award-winning recording
artist, she also embodied a grim message regarding celeb-
rity and the pursuit of thinness. In 1967, Karen Carpenter
and her brother Richard Carpenter signed with RCA
records, and by 1971, they embarked on their first world
tour. The new pressure to maintain a certain public image
as a thin celebrity forced Carpenter to reexamine her
physical appearance. She believed that although she had
talent, she needed to embrace a more feminine image,
which at the time was thin and waif-like.

As a child, Carpenter was not overly thin; in fact, her
own brother recalled her as a “chubby teenager.” As her
career threw her further into the spotlight, she began to
become obsessed with her weight. She lost 20 pounds
after a doctor placed her on a water diet. Not satisfied
with the initial weight loss, she used laxatives, thyroid
medication, and purging the little food that she ate. The
rapid loss of weight weakened Carpenter and eventually
led to her collapsing on stage in 1975. She was only
twenty-five years old and at the time was down to 8o Ibs.

Though the media had already begun to comment that
Carpenter looked too thin, her collapse solidified her ill-
ness in the public’s mind. She took some time off from
performing and regained some of the weight that she had
lost. However, the years of medications and malnourish-

ment had weakened her heart. In 1983, at the age of
thirty-three, she died of heart failure. This was both
alarming and eye-opening for the public who thought
that since she had gained weight, she was healthy again.
Her dieting, highly visible weight loss, and dramatic death
in 1983 drew anorexia nervosa into popular discourse
and shaped the ways in which eating disorders continue
to be represented and understood.

Carpenter’s death was a major catalyst for the con-
stitution of eating disorders as a public health issue
(Brumberg 1988; Young 2006). Rapidly following her
death, media coverage boomed and other celebrities
“came out” about their eating disorders. This moment
marked the dawn of support groups and specialized
clinics for eating disorders (Young 2006). With public
knowledge and acceptance of the disease anorexia ner-
vosa came funding for treatment and research into the
causes of the disease. Carpenter’s death came at a time
when the after-school special on television could be used
to deliver messages to teenagers of the perils of public
health issues like smoking, drinking, drug use, and ano-
rexia. Her story was made into a made-for-television
movie, entitled The Karen Carpenter Story by Joseph
Sargent in 1989 with Cynthia Gibb as Karen. The popu-
larity of the film heightened public interest in her story
and dramatically increased sales of her albums.
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Celebrities

In American culture today, celebrities are often revered
as icons of beauty. A celebrity should be understood as
someone who is famous during his or her own lifetime,
often famous for being famous. Most contemporary
celebrities achieve their fame through acting, singing,
modeling careers, or being a wealthy socialite. Moreover,
celebrities’ bodies have, for over a century, set the tone
for the nation in terms of what is in vogue. Celebrities, by
definition, are in the public eye and, therefore, can act as
spokespeople for various diets and body images, often in
relation to their own appearance. While many celebrities
advocate svelte bodies, others champion “curvy” bodies
as being healthy, natural, and beautiful. Most often, a
celebrity uses his or her own body as a billboard of sorts
to communicate to the public their personal ideals of
beauty.

Celebrity diets

Because celebrities so often set the standards of beauty
around the world, their respective diets are viewed as
vehicles to attain such standards. Often individuals who
admire a particular celebrity’s body will follow the diet
they are reported to follow in the hope of achieving a
similar figure. Due to the power of their marketing influ-
ence, celebrities have served as spokespeople for diets,
raising both their own earnings, as well as the earnings
of the particular diets. As pop culture’s boundaries are
spreading to further global limits, the influence of celeb-
rity power is spreading as well, which, in effect, spreads
diet culture.

For example, when Kirstie Alley (1951-) first became
famous on the television show Cheers as the svelte and
beautiful Rebecca Howe, no one would have guessed that
years later she would balloon to over 200 pounds and
become the source of tabloid criticism for weight gain.
After Alley’s initial weight gain, she hoped to capitalize
on it through a comedic television show called Fat Actress,
in which the main character is loosely based on herself.
Alley contacted Jenny Craig and in January 2005, she
signed on not only to be their spokeswoman, but also to
lose weight in the limelight. Alley gradually and health-
fully lost weight through the Jenny Craig plan, success-
fully promoting the diet as one that works. In Alley’s
second appearance on Oprah, after she had lost 33 pounds
on Jenny Craig’s diet, she said, “Jenny Craig has been a
godsend ... I needed a game ... this has been so much
fun because they have 8,000 things you can order to eat,
and you get your own consultant!”

Another example of celebrity weight loss is Jennifer
Aniston (1969-). On the television show Friends, Anis-
ton’s body transformed from one commonly described as
voluptuous to stick-thin right before America’s eyes. As
the change became ever more apparent to Aniston’s fans
and the Friends viewing audience, questions arose as to
how this happened. Both Aniston and her publicist
responded that Aniston had started on the Zone Diet,
which is based on a food ratio of 40 percent carbo-
hydrates, 30 percent protein, and 30 percent fat (Jegtig
2006). Aniston’s changing body has no doubt served as
an advertisement for the Zone Diet because Aniston, like
most other celebrities, serves as a role model for her fan
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base. Not only has Aniston popularized the Zone Diet,
but she has also popularized the “stick thin” image that
has become desired not only by celebrities but by many
“average” women as well.

Hollywood culture is also very interested of late in the
innovative and obscure diets of celebrities, and Gwyneth
Paltrow provides an excellent example. Aside from her
pregnancy, there has not been a moment since Gwyneth
Paltrow (1975-) hit the Hollywood celebrity scene that
she has not been incredibly slender. Paltrow, who is
viewed as a fashion icon by many, has publicly spoken
about following a strict macrobiotic diet plan in order to
keep her figure in tip-top shape (Field 2006). The macro-
biotic plan is a diet based on the Chinese cosmological
principles of yin and yang and consists primarily of whole
grains.

Renee Zellweger (1969-) is another celebrity famous
for her weight fluctuations. She is an American actress
who won the Oscar in 2004 in the Best Supporting
Actress category for her performance in the film Cold
Mountain. The native Texan is perhaps best known for
her recurring role as Bridget Jones, a British everywoman
who is self-admittedly “a little bit fat,” in Bridget Jones’
Diary (2001) and its sequel Bridget Jones: The Edge of
Reason (2004). The first film was based on Helen Field-
ing’s novel. Bridget Jones is a self-deprecating character
who is ironic and insecure. She has very little self-
confidence and constantly worries about her appearance,
specifically her weight. Although Zellweger’s perform-
ances in the films themselves were worthy of acclaim—
she received an Academy Award nomination for the
first one—it was the hype surrounding her change in
appearance to personify her character that gained the
most publicity. The actress gained an excess of 20 pounds
in order to look like the “average-sized” Jones. Zellweger
claims to have lost the weight via portion control and
frequent visits to the gym. Interestingly, she returned to
an even more svelte size than her pre-Bridget size four. In
the next film she shot, Chicago (2002), after the first
Bridget Jones movie, she was practically emaciated. Caryn
James of the New York Times comments on the absurdity
of our culture that Zellweger had to gain weight to be the
size of an “average person.” James further argues that in
regard to Zellweger and her weight, “of course she’s not
average; she a movie star paid millions to pack it on or
lose it” (James 2004).

Surgery

Gastrointestinal surgery is considered a last resort for
those who are severely obese after diet and exercise
regimes have failed. According to the U.S. Department of
Health and Human Services, gastrointestinal surgery
alters the digestive process of the stomach, thereby limit-
ing caloric intake (Connor 2002). In the view of many,
celebrities are responsible for the recent popularity of the
surgery. Randy Jackson (1956-) and Al Roker, for
example, are two celebrities who have publicized their
success with gastric-bypass surgery. They, along with
shrinking stars, have popularized both general familiarity
with the surgery and the procedure itself. In essence, the
“no-longer-larger-than-life” (Contreras et al. 2002: 58)
act as walking billboards for the operation. In 2003, Jack-
son, a judge on American Idol, underwent the surgery and
lost over 100 pounds, and Roker weighed 325 pounds
before he underwent gastric-bypass surgery. Roker, in an
interview with U.S.A. Today, noted that it is just as dif-
ficult to overcome an addiction to food as an addiction to
alcohol or drugs. Roker cleverly explained that, “you can
stop drinking, you can stop sticking a needle in your arm,
[but] you cannot not eat” (Johnson 2004). Therefore, it is
impossible to avoid the source of addiction completely.

Eating disorders

Due to the demand for tremendous beauty among celeb-
rities, severe extremes are often sought in order to attain
specific beauty standards. Among various celebrities, the
pressures to maintain a low weight in Hollywood have
led to the occurrence of eating disorders. The scrutiny of
weight in Hollywood among celebrities has no doubt
transferred onto pop-culture followers. At the same time,
celebrities who have publicly spoken about their personal
battles with eating disorders have often helped those out
of the limelight who suffer.

While many models claim their waif-like bodies are
natural and a result of a fast metabolism, current plus-
size model Kate Dillon was never part of that crew. As a
child, Dillon was always overweight, with the nickname,
“Overweight Kate.” This all changed starting at age
twelve, when Dillon watched a television movie, ironic-
ally called, Kate’s Secret, which, for Dillon, glamorized
anorexia (NOVA online). From that point on, until age



nineteen, Kate continuously struggled with anorexia.
Speaking on behalf of National Eating Disorders Aware-
ness Week at the University of Michigan in 2002, Dillon
explained how she felt during her battle with anorexia
(when she was a high-fashion model, rather than a plus-
size model). Dillon explained that during this time, she
was overwhelmed by the images and expectations that
she felt media and society held. Dillon also spoke about
her reality check, which happened when Harper’s Bazaar
magazine praised her after a fashion show for which she
had starved herself for weeks. After consulting a nutri-
tionist, and eventually recovering from anorexia, Dillon
was no longer desired as a “skinny” model, but instead as
a plus-size model. Dillon has served as a role model to
many young girls who are currently battling eating dis-
orders and to those who are recovering and struggling to
accept their new bodies and lives.

But eating disorders don’t just affect female models
and celebrities; men can fall victim to Hollywood pres-
sures to be thin as well. In 1998, the Hollywood bad boy
Billy Bob Thornton (1955-) shocked the public when he
talked openly for the first time about his battle with ano-
rexia (Ryan 1998). Not only is it unusual for a celebrity
to admit to having an eating disorder, but the occurrences
of a male celebrity admitting to or having an eating dis-
order are even more exceptional. Thornton first told The
Los Angeles Daily News, “Frankly, for a while there,
I think had a little mental problem ... I got anorexic;
of course I denied it to my girlfriend [then Laura Dern]
and everyone else who said I had an eating disorder.”
Thornton trimmed down 59 pounds, from 197 to 138,
during his battle with anorexia. Thornton public admit-
tance of an eating disorder popularized the notion and
reality that men can and do have eating disorders.

Mary-Kate Olsen (1986-) is another member of the
“young Hollywood” elite. She is an actress and an entre-
preneur along with her twin sister Ashley. The pair
made their television debut in infancy on the sitcom Full
House. As a result of the twins’ clothing line, home
videos, and other commercial items, they are reportedly
worth $150 million each. Due to overall thinness, the
public began to question an eating disorder in Mary-Kate.
Her publicist made a statement in June 2004 admitting
that the actress did indeed have an eating disorder, though
declined to comment on which one specifically. Tabloids
worldwide cite anorexia as the source of Mary-Kate
Olsen’s rapid weight loss; however, she has never admitted
to this (Thomas 2004).
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Obesity

As in the rest of the world, there exists a double standard
in Hollywood regarding beauty ideals. At the turn of the
nineteenth century, Lillian Russell, who weighed over 200
pounds, was the reigning sex symbol. However, today a
woman of that size is considered unattractive and obese.
These categories are not mutually exclusive or inclusive
for that matter. Today, men in Hollywood who are by the
common standard considered obese are still regarded as
sexy. Men like John Goodman (1952-), John Candy
(1950-94), and other large male celebrities have been
able to maintain roles—as love interests no less—despite
their weight. For instance, in the 1990s, People Magazine
rated Goodman as one of the “sexiest men alive” (Sharma
1996). Writer Dana Gioia observed, “Funny is okay, but
what does it say about our culture that at a time when the
average American has never been heavier the only part an
overweight actor can play is a clown?” (Gioia 1999).

Rebels against body image

Both Queen Latifah and Kate Winslet have been out-
spoken in their desires to pursue “natural bodies.” While
Queen Latifah (1970-) is currently thought of as a strong
woman—who is proud of and comfortable with her body
size and shape—she has not always been that way. In
1999, in an interview with Ebony magazine, Queen
Latifah admits that it took her years to accept her body
image. The article quoted her saying,

People look at me now and think, “Wow, there’s a
full-sized woman who has it together.” Puh-lease! It
took me years to get to the point where I love my
body ... I hated my breasts. I hated my butt. I even
hated the way I walked ... And although society
tells me ’'m too big, what I try to keep in my head
are the words from Maya Angelou [in her poem
“Phenomenal Woman”].

In May 2004, Queen Latifah was featured on the cover
of Glamour magazine, which typically displays thin
actresses. In the interview with her, Glamour focused
largely on body image. Queen Latifah expressed that she
felt satisfied she had been able to portray a different
image to young girls who are struggling with their “nat-
ural” body types. She has come to represent pro-natural
stance on body types, leading a healthy and happy life on
her own terms.
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Kate Winslet (1975-) is another actress who has
often been quoted with championing statements such as,
“Obviously I have my fat days and days where I go, ‘Oh
my God, I’ve got such floppy boobs and my bum’s too
big.” But at the same time I would never try to really
physically change how I’'m built to get more work or dif-
ferent work” (in an interview with U.K. Elle in December
2005). She is recognized by the public as beautiful actress,
with a “normal” body, a body that can be attained by a
“normal” person. In 2003, Winslet fought back against
GQ Magazine, which digitally altered her body on their
cover, presenting her as skinnier and taller. In response to
the cover, Winslet stated,

I don’t want people to think I was a hypocrite and
had suddenly gone and lost 14 kilos which is some-
thing I would never do, and more importantly don’t
want to look like that. They made my legs look
quite a bit thinner. They also made me look about
six feet tall, which 'm not, 'm 5" 6,” and you know
I have got muscly legs, me and my sisters and my
mum are quite proud of our muscly, strong legs and
hips and all the rest of it.

Winslet, like Queen Latifah, serves as a role model to
young girls in search of body acceptance.
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Cheyne, George (1672-1743)

English physician and diet therapist, personal physician
and friend to Samuel Richardson, and the author of
An Essay on Health and Long Life (1724). George
Cheyne’s autobiography is appended not to his book on
longevity but also notably to his 1733 handbook, The
English Malady, or, a Treatise of nervous diseases of all
kinds, as Spleen, Vapours, Lowness of Spirits, Hypo-
chondrical, and Hysterical Distempers (1733). Life
experience becomes the basis for his claim to the authen-
ticity of his understanding of how to cure the obese body.
But it is also vital to realize that the portrayal of Cheyne’s
body evoked in his autobiography is the caricature of
the fat man, such as Trulliber in Henry Fielding’s par-
ody of the novel of female sensibility, Joseph Andrews

(1742):

he was indeed one of the largest Men you should
see, and could have acted the Part of Sir John
Falstaff without stuffing. Add to this, that the
Rotundity of his Belly was considerably increased
by the shortness of his Stature, his Shadow ascend-
ing very near as far as in height when he lay on his
back, as when he stood on his legs.

(Fielding 1987: 127)

In this depiction, the fat man is a comic character, a figure
larger than life who can exist only on the stage or in the
comic novel. Cheyne was described by Alexander Pope in
1739 in a letter to their mutual friend Lord Lyttelton as
“a Perfect Falstaff” (Macmichael 1828: 56—7).

Cheyne, born in Scotland in 1673, studied medicine
in Edinburgh and established himself in London by the
beginning of the eighteenth century as one of the most
successful (and interesting) figures on the medical scene
(Guerrini 2000). Wracked with self-doubt after a number
of his books were either ignored or attacked, he had a
massive breakdown at the age of forty-two. The cause
of the ailments is clear in Cheyne’s account. While he

came from healthy parents, one side of his family was
corpulent. He himself was not as a child, because he lived
the life of the mind “in great Temperance” (Cheyne 1733:
325). His predisposition to fat, he states, was triggered
when he moved to London, where he fell into the com-
pany of “Rottle-Companions, the younger Gentry, and
Free-Livers” (Cheyne 1733: 325). The sole purpose of
this companionship was to eat and drink. Taken up by
them, Cheyne “grew daily in Bulk,” and, after a few years,
he grew “excessively fat, short-breathed, Lethargic and
Listless” (Cheyne 1733: 326). He then began to suffer
from a series of illnesses, each of which more difficult
than the last to cure. Fits followed fever. As he became
more and more ill, his friends abandoned him, “leaving
me to pass the melancholy Moments with my own Appre-
hensions and Remorse” (Cheyne 1733: 326). Such friend-
ship, founded on “sensual pleasures and mere Jollity,”
were false, as they were not rooted in “Virtue and in
Conformity to the Divine Order” (Cheyne 1733: 328).

Forced to retire to the country, Cheyne began to diet,
stripping his daily food down to the barest, and he
“melted away like a Snow-ball in Summer.” He became
an adept of the growing craze for vegetarianism, ascribing
his new health to a diet of milk, fruit, roots, and seeds. In
many ways, he was the first celebrity “diet doc.” But
Cheyne also claims this was easier for him as he had been
led astray rather than having given himself into the vices
of London society. He was able to cure himself because he
remained an outsider to the “Vices and Infidelity” that
were the modern, urban world. In this, Cheyne sees
society as the cause for his ailments, and the countryside
and the acknowledgment of “natural Religion” (Cheyne
1733: 331) as the cure. Cheyne’s image of the country as
the refuge from a life of dissipation and the place where
the obese, ill body could be reconstituted as a healthy,
male body is a reflection on the newly emerging belief that
the ideal state of nature is the only place where healthy,
thin, and beautiful bodies exist.
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Cheyne’s cure was not limited to the countryside, but
he also attempted to be cured by waters at Bath and at
Bristol (Cheyne 1733: 334). He dieted, and he regularly
vomited and purged—and he lost weight. And yet, he
continued to have illness after illness. He finally went
onto a “milk diet” suggested by one of his physicians
who had used it himself. No alcohol in any form, no
meats, only milk, and the physician claimed that he could
play six hours of cricket without tiring. Cheyne reduced
his meat and alcohol intake, adding vegetables, seeds,
bread, “mealy roots, and fruit” (Cheyne 1733: 337). And
the weight continued to come off. He became “Lank,
Fleet and Nimble” (Cheyne 1733: 338). Riding 10 to
15 miles a day, he felt he was fit, even though he con-
tinued to purge and vomit. He suddenly felt that he could
add some meat, chicken, and a few stronger liquors. He
also stopped exercising and soon became very ill again.
He then returned to his diet for twenty years and con-
tinued “sober, moderate and plain” (Cheyne 1733: 342).
And yet, over time, he fell into the habit of adding more
and more foods, alcohol, meat, nuts; his weight returned
and he again became “enormous”: “I was ready to faint
away, for want to Breath, and my Face turn’d Black.”
Upon trying to walk up a flight of stairs, he was “seiz’d
with a Convulsive Asthma” (Cheyne 1733: 342). His
body was covered in ulcers, and he began to suffer from
gout. The pain forced him back on his milk diet. He suf-
fered from “Sickness, Reaching, Lowness, Watchfullness,
Eructation, and Melancholy” (Cheyne 1733: 346). His
mental state was as bad as his physical one.

Yet, all along he continued to practice as a physician:
“I attended indeed (in a manner) the Business of my
profession, and took Air and Exercise regularly in the
Daytime; but in such a wretched, dying Condition as was
evident to all that saw me” (Cheyne 1733: 348). He was
persuaded to return to London at the end of 1725 where
he then met with his medical friends who were not the
dandies that had abandoned him. He tried to return to
the earlier diet, but was suddenly aware that the flexibil-
ity of youth had diminished and that he had to be ever
more watchful and vigilant in his present state (Cheyne
1733: 350). This meant no meat, little alcohol, and a
modicum of medicinal port. While a healthy diet, it is
only one that one comes to in extremity: “no one will ever
be brought to such a Regimen as mine is now, without
having been first extremely Miserable; and I think Com-

mon Life, with temperance, is best for the Generality, else
it would not be Common” (Cheyne 1733: 353). What he
ate is familiar to us from Cornaro: “the Simplicity of the
Alimentary Gospel.” He avoided “onions and garlick”
(Cheyne 1733: 355). Still, he continued to suffer from
flatulence and eruction—belching—for a time. But he
became fit, able to “be abroad in all Weathers, Seasons or
Times of the Year, day or Night, without much Dread or
Hazard of Cold” (Cheyne 1733: 358). More importantly,
when he had a carriage accident and was knocked
unconscious, he was able to recover, according to him,
because of the new state of his health (361). Dieting
preserves life in all cases and makes one a better and more
moral human being. Cheyne’s powerful view that only
vegetarianism furthers the sensitive nature of man became
part of the image of the vegetarian. Jean-Jacques Rous-
seau was to argue, using a Cheynian view, that the English
were “cruel and ferocious” because of the “roast beef”
(Guerrini 1999: 38 and Stuart 2006: 234).
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Children

Children seem to be in a precarious position in the con-
temporary global dieting culture. Threatened with rising
rates of obesity and related diseases (Wilfley and Saelens
2002), young people, from toddlers to teens, must wres-
tle with body image in a culture that worships slender-
ness. Much is being done in schools and homes to reduce
obesity numbers in children (Goldfield and Epstein 1995:
573—7); however, the preoccupation with preventing
overweight may distract parents and doctors from the
equally important problems of body-image disturbance
and dieting behaviors in children and adolescents.

While dieting and disordered eating are generally
thought to emerge during adolescence, studies show the
onset of dieting behaviors can be found in preadolescent
children (Truby and Paxton 2002). A study in 2000
of body dissatisfaction amongst third- to sixth-grade
children using interviews and questionnaires found that
so percent of them wanted to lose weight (Schur et al.
2000: 74).

In addition, interviews with eight-year-old girls have
revealed a concern about weight gain and a desire to
be thin, while similar interviews with five-year-old boys
revealed that they were aware of body size and desired a
muscular body type (Grogan 1999: 119—20; Harris 1997:
15). Finally, studies reveal that even second-grade boys
and girls report preoccupation with food and diet-
ing (Cherene et al. 1999). Taken together, the results
from these body-image satisfaction studies show that,
without a doubt, awareness of (gendered) expectations
for body size develops early and frequently results in
dissatisfaction.

Children do not, however, only internalize adult body
standards. They also develop a fairly sophisticated aware-
ness of the imperative to diet and methods of losing
weight prior to adolescence. Schur et al. (2000) found
that, out of sixty-two elementary school students sur-
veyed, 16 percent reported having attempted to lose
weight. Perhaps even more surprisingly, the study indi-
cated that 42 percent of boys surveyed had attempted
to either lose or gain weight through dieting methods.
Clearly, onset of dieting and eating disordered behavior
may precede adolescence and affect young children.

In the study by Schur et al., children who dieted in
order to lose or gain weight expressed diverse motiv-
ations, including being teased, feeling pressure from

family, feeling embarrassed about their weight, and hav-
ing a desire to look “better,” improve sports abilities, and
“be healthier” (Schur et al. 2000). However, popular cul-
ture, specifically diet commercials and diet-related teen
magazines, have also been implicated in dieting and eat-
ing disordered behavior in adolescents. In the Schur study,
55 percent of children reported learning about dieting
from the media, and several children actually cited spe-
cific commercials for weight-loss products, like Jenny
Craig and Slim Fast. A 2003 study also found that “girls
who read magazine articles about dieting and weight loss
are more likely to engage in weight control behaviors”
(Field 2003: 906).

Adult-like body dissatisfaction and dieting behaviors
can be measured in children as young as five to seven, and
the methods that children use to diet may also resemble
adult dieting practices. Schur et al. also found that, while
children do not generally conceive of dieting in terms of
caloric restriction, they did define dieting as “eating less”
and exercising more, and some even mentioned the use of
diet pills as a method of weight loss (Schur et al. 2000).

The early onset of dieting in school-age children has
various consequences, including unanticipated weight
gain and the development of eating disorders. A 2003
study published in the classic journal of childhood medi-
cine Pediatrics demonstrated that dieting in childhood
may be predictive of weight gain during three years of
follow-up. Reasons for potential weight gain were cited
as changes in metabolic rate and dietary attrition (Field
2003).

While weight gain in children is certainly a concern
in the context of a growing obesity epidemic, perhaps
of more concern is the possible link between the early
onset of dieting and the development of eating disorders
in children and adolescents. A 1987 study of bulimia
and binge-eating behavior in school-age populations
found that, of 126 school children surveyed, 53 percent
reported engaging in some form of binge behavior. While
not directly linked to dieting behaviors, the prevalence of
binge-eating was found to be closely associated with
“unwanted thoughts about food” (Lakin and McClellan
1987). The “predominance of young people at risk for
bulimic behavior” was also found to be high in a 1999
study of unhealthy eating behaviors in adolescents
(Martin 1999). Studies have also shown that rates of
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anorexia amongst preadolescent girls have been increasing
every decade since the 1950s (Inoko 2005; Emans 2000;
American Academy of Pediatrics 2003). These studies
and others demonstrate that even young children in a
dieting culture are susceptible to eating disorders, such as
anorexia, bulimia, and binge-eating disorder.

Children have become one of the main focuses of diet
culture, yet they are often the main targets of “junk-
food” marketing. Foods such as Kraft’s Macaroni and
Cheese, Dunkaroos, Gushers, Fruit by the Foot, and Chex
Mix have little if any nutritional benefits, yet are never-
theless marketed to children, who need proper nutrients
in order to grow. Because “junk-food” marketing has
made these specific foods so exciting and appealing to
children, there is no wonder that children are one of the
groups who are subjected to the diet culture.

Pressures of the dieting culture have extended and
heightened for children in recent years as obesity has
come to be seen as a growing problem for children. One
of the main concerns about obesity in children is that
obese children are at substantial risk for remaining obese
throughout their lives (Kolata 1986). At the National
Institute of Child Health and Human Development, par-
ticipants advocated that physicians should “intervene,”
and attempt to control this problem among their patients.
In the past, it has been argued that fat children outgrow
their obesity, but due to the rising rate of obesity in chil-
dren and adults, this idea has recently been countered.
Leonard Epstein of the Western Psychiatric Institute and
Clinic in Pittsburgh notes that 40 percent of children who
are obese at age seven become obese adults (Goldfield
and Epstein 1995: 577), and 70 percent of obese adoles-
cents become obese adults. There have been various
hypotheses as to why the childhood obesity rate has been
rising. William Dietz of the New England Medical Center
Hospitals in Boston feels that, “Children eat more while
they are watching TV and they eat more of the foods
advertised on TV. The message that TV conveys is that
you will be thin no matter what you eat. Nearly everyone
on television is thin” (Dietz 2002). This message is obvi-
ously false. In addition to the marketing effects of televi-
sion, it also causes inactivity among children, as they give
up outside activity for inside sitting.

Obesity among children is by no means random. Fat
parents tend to have fat children, not only because they
set an example of poor eating habits to their children but
also because of genetic predisposition. Focusing more on
the behavioral aspect of obesity, more research has been

suggesting that children are also strongly influenced by
their parents’ attitudes to being overweight and their
approaches to dieting (McAllister 2006). Many health
authorities recommend that parents, teachers, and other
influential adults set a pattern and example for healthy
eating habits during childhood. With increasing independ-
ence, older children eat more meals out of the home, there-
fore reducing the effect of the household on the child. In
order to positively affect health and nutrition of children,
nutritional education should be targeted toward mothers
with young children and toward school-age children who
make their own eating choices (Variyam et al. 1999).

The obesity problem among children is being exam-
ined outside of the U.S.A. In the U.K., in particular in
Hull, which is the country’s most obese city, a slimming
club has started for children. The club, Slimming World,
invites children from eleven and up to attend weekly
classes which will help them lose weight. Director Clare
White stated, “It’s not about dieting, it’s about healthy
eating and education” (Bingham 2005). Schoolchildren
in Hull are given one piece of free fruit each day to help
promote a healthy diet and to contend obesity.

Schools around the world are making changes in their
lunch programs and vending machines in the hope of
promoting healthier eating habits among their student
body. While this movement within schools is quite
recent, there has been speculation for years that healthy
diet leads to better performance in school. A study of the
diet and health of schoolchildren in South Carolina over
fifty years ago showed those with better diets to be
superior in health, in posture, and in scholastic progress
(Everitt 1952). While posture is no longer a main concern
in the twenty-first century, health and scholastic progress
certainly are.

For this reason, celebrity chef Jamie Oliver began
something of a revolution in various London schools
in 2004. Oliver had taken on the challenge of going
into schools and swapping the usual unhealthy foods
with healthful, and tasty foods. His ideas, struggles, and
successes have created another successful television
show for Oliver. Oliver’s campaign, Feed Me Better, was
launched on the Internet. Within weeks of the television
airings and site creation, people all over England were
sharing Oliver’s disgust with the lack of quality and
nutrition in the food being served at schools for lunch
and dinner. The revolution Oliver started became the talk
of the nation. Unlike earlier Europeanwide attempts to
change the politics of school lunches, Oliver’s approach



paid off, as British Prime Minister, Tony Blair, announced
that the Government would take immediate action over
school meals by upping the per pupil cost from 37 pence
(70 cents) to 50 pence (95 cents) (Young 2003).

An analogous approach to reform the eating habits
of children was undertaken by Arthur Agatson, the crea-
tor of the “South Beach Diet,” a version of the low-
carbohydrate diet, in 2004. Using the Osceola County
(Florida) school district as his “laboratory,” he created
HOPS (Healthier Options for Public School Children).
Working on the assumption that a change in diet would
impact the short- and long-term health of the child,
Agatson created gardens to show children how food
was grown and to encourage them to eat “fresh.” They
included nutritional information in other classes, such as
math or social sciences, so that it became a general topic
of conversation. Most importantly, HOPS provided the
cost difference between the school district’s food budget
and the increased budget for healthier foods. Thus, white
bread was replaced by whole-grain bread; “Tater tots” by
sweet-potato fries. While the program was successful
in changing the eating patterns of most children, there
seems to be little evidence that such changes actually
reduce “obesity,” which was the public health rationale
for such undertaking (Belkin 2006).

Children’s nutrition has become a concern all over the
world. While it is important not to place weight pressures
on children, because they can lead to several psycho-
logical and emotional problems, it is just as important at
the same time for healthful eating to be part of a child’s
daily routine. In order to change the obesity and weight-
related health problems, changes need to be made among
children. Overweight children today may well lead to
overweight adults tomorrow.

SLG/C. MELIsSA ANDERSON/LAURA K. GOLDSTEIN
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China in the early twentieth century

In early twentieth-century China, there was a popular
fascination with diet, perhaps as a result of the images of
“famine” that marked Western and Chinese views of the
pathological body in the nineteenth century (Edgerton
2002; Mallory 1926). Indeed, when you systematically
read the standard “Western” medical journal published
in China, the China Medical Journal, from the beginning
of the twentieth century to the Japanese invasion of
China, the central medical discourse concerning “diet”
and the body is that of famine and starvation. In a 1912
article in the China Medical Journal, the physicians of the
Chinese Medical Missionary Association are concerned
that the food made available in their hospitals has suf-
ficient protein and fat, to the extent that they advocate
“crossing foreign and native cows,” or the introduction
of canned milk to improve the local diet. That diet seems
to be regionally differentiated. One physician notes that
the “rich have rice, vegetables, and meats. The poor have
rice, vegetables, and substitutes for meat.” It is only
“when floods overtake the people year in and year out
that so many are driven to our doors for charity” (Stone
1912: 299). It is the distribution of foods that seem to be
at the heart of famine from the standpoint of the phys-
icians. In this rather contemporary view, it is the poor
distribution network that causes famine (Read 1921).
Amartya Sen’s 1981 Poverty and Famines: An Essay on
Entitlement and Deprivation argues that famine occurs
not from a lack of food, but from inequalities built into
mechanisms for distributing food (Sen 1981). But there is

also some suspicion that the indigenous foods may not be
“suitable” enough to maintain a healthy diet (Embrey
and Wang 1921). Though the soybean is proposed over
and over again as an adequate substitute for other forms
of protein in the form of local foods such as “Toh fu”
(Adolph and Kiang 1920; Adolph 1923), when the con-
cern is starvation, the sense is that “Western” cures, such
as a rich, milk-based diet are most appropriate. The
physicians see the child as most at risk from the effects of
famine. They are at risk both in terms of their mortality
and morbidity as well as their social status. The selling of
children is seen as a major result of the famine culture of
China (Dow 1922). “Cannot the famine relief associ-
ations . . . take this matter into consideration and put an
end to it,” writes one irate physician (Sargent 1920). In
all of the myriad concerns about the pathological effects
of the “Oriental” diet, not a single word is spent on the
dangers or effects of obesity.

Yet, the concern with obesity appears in Chinese popu-
lar magazines, where it is already seen as a response to
the past and contemporary, allopathic medicine view of
China as a famine culture (Beahan 1975; Nivard 1986).
This is not to say that there has not been a constant
and intense concern with the “immoderate body” in the
medical and dietetic literature of traditional Chinese
medicine. In the sixteenth century, Li Shizhen (1518-93)
wrote in his Bencai gangmu (Systematic Materia Medica)
that the consumption of fresh crabs was healthy “in small
quantities,” but “gluttons will consume a dozen or more



at a sitting together with various kinds of meat and other
foods. They eat and drink twice as much as they need . . .
then blame [their upset stomachs on] the crabs. But why
blame the crabs?” (Lo and Barrett 2005: 417). The cul-
ture of excess in the world of traditional Chinese medi-
cine became a hallmark of the degenerate Chinese body
in need of regeneration by the early twentieth century.

Immediately before the revolution that overthrew the
Qing dynasty on October 10, 1911, the word “reform”
was everywhere, and a new fantasy of the body had begun
to emerge in China. Obesity came to be viewed as one of
the signs of the degenerate Chinese body, a body clearly
in need of reform. Following the model of “regeneration”
that captured most of the ideologies of the day (from
Zionism to Marxism to social Darwinism to colonial-
ism), obesity defined the ability of the society to reform
the individual. In one of the most widely read columns
“Ziyoutan” (Unfettered Talk) in the renowned news-
paper Shenbao, the author Wang Dungen explored the
reform of the body. He was a well-known writer who
was a key figure in the “Mandarin Ducks and Butterflies
School,” attacked by the May Fourth progressive writers
in the late 19105 and early 1920s, and in 1914 created the
comic journal Saturday. In this comic essay, “Reforming
the Human Body,” Wang Dungen envisions a grotesque
ideal of the “new” body. He imagines a body with newly
configured mouth, tongue, ear, eyes, nose, skin, eyebrows,
hair, teeth, neck, shoulders, arm, hands, fingers, and feet.
He sees it as having hundreds of mouths so that a person
can eat more and still be able to talk (Wang Dungen
1911). This is an ironic response to the starved body,
which desires a reform that can consume more. “West-
ern” models of regeneration, such as structured physical
exercise, become the means of reforming the too fat
body. Such an approach was advocated by the leader of
the New Cultural Movement, Chen Duxiu, and in 1917
Mao Zedong published a full-scale manual of physical
activity to reform the body (Mao Zedong 1992).

By 1913, the classical Chinese medical literature on
obesity was beginning to be summarized for an intel-
lectual readership in China. The essay “On Obesity,” by
Shuhui and Weiseng, was written in classical Chinese for
a leading women’s magazine. Such magazines arose to
shape and be shaped by the images of the so-called New
Woman (xin nuxing) and Westernized Modern Girl
(modeng nulang) who came into prominence in the first
decade of the twentieth century in China as well as in the
West. They were defined in many ways, and to no little
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extent by their “thin” body form. The essay presents the
argument that obesity is an illness that women must not
take lightly (Shuhui and Weiseng 1913). The authors
refer to male figures and texts from ancient China, such
as a man named “Zilong” who lived in the warring-state
period. Zilong felt he was too fat, so he took Phragmites
communis Trirn (a traditional medicine) to lose weight.
The authors use this example to prove that obesity is an
illness treatable by medical intervention even in the pre-
modern period. One source they mention is Hanshu (The
History of the Former Han Dynasty) written by the his-
torian Bangu. They argue that according to Hanshu, too
much body fat is the cause of obesity. But there are two
kinds of obesity: one is obesity with too many blood cells
and the other not enough blood cells. The causes the for-
mer are (1) not eating appropriately; (2) not having a
balanced life style; and (3) not enough sex. Not eating
appropriately means that one eats too many foods such
as flour, sugar, and alcohol that contain water. Obesity of
the second type is caused by external injury, overworking,
stress, or sometimes after giving birth.

As with the Western literature of the late nineteenth
century, there are stages of obesity. For the authors, obes-
ity has three phases. Initially, when the person looks
acceptably plump, this indicates prosperity and others
admire him; then he looks overtly obese and funny; and
finally, he is in danger and others take pity on him. This
final stage of obesity presents with symptoms including
sweating, fatigue, backache, heart disease, sexual incom-
petence, etc. The “cure” for obesity is a balanced eating
and lifestyle: Avoid eating things that contain too much
fat; don’t sleep more than eight hours; take a warm bath
two or three times a week; walk two or three hours
everyday; and be persistent. In terms of medication, one
should take either traditional medication such as wodu
or, better yet, thyroid tablets. The later are the classical
pharmaceutical intervention which certainly can reduce
weight by making the individual hyperthyroidic, increas-
ing basal metabolism. This will lead to weight loss but
can lead to a wide range of other pathological symp-
toms, such as Grave’s disease, with its physiological and
psychological symptoms.

The modern creeps into this world of classical Chinese
view on the obese with the suggestion of treating it as an
endocrinological deficiency, one of the most up-to-date
views in early twentieth-century medicine. The obese
body is the antithesis of the beautiful and healthy body.
And this is a special problem for contemporary women.
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In an essay “Keep the Body Slim,” published in a wom-
en’s magazine in 1922, the author, Daizuo, stresses that
people with obesity are not beautiful, especially women:
“A person who is too fat looks very ugly. Women espe-
cially can’t be fat. If a woman gains too much weight and
became fatty, where can one find her beauty?” (Daizuo
1922). In addition, obesity is an important medical prob-
lem. Obesity is seen as the result of faulty metabolism, the
result of hormone imbalance. Yet, obesity is not a ran-
dom occurrence, as some people are more at risk: Specif-
ically, people who eat rich and abundant food, people
who are not physically active, people with a family
inheritance of obesity and alcoholics.

Obesity is dangerous as it leads to heart disease.
People with obesity have shortness of breath and rapid
heartbeats even after walking a few steps. They are more
likely to have stroke. People with obesity have urinary
and kidney problems. Dieting is, again, the solution. One
should not overeat; one should avoid foods that contain
too much fat; and one should eat less meat. Other sugges-
tions the essay gives for weight loss are physical exercises,
the use of laxatives, and electric steam therapy to reduce
body fat, which, according to the essay, is very popular
abroad. Electrotherapy was a standard late-nineteenth-
century Western treatment for the “failure or perversion
of nutrition,” including diabetes (Hedley 1921: 209—20).

It is clearly women who are the target of the growing
anti-obesity anxiety of Republican China. In one essay,
the author, Zhou Zhenyu, states that he is a doctor who
often has female patients who need help to lose weight
(Zhenyu 1926). Zhou Zhenyu comments

when I was a doctor in Beiping, I often had women
patients come asking for the method of losing
weight. I would tell them the method, some of them
went home and practiced following my suggestions,
others would come visit again and want medica-
tion. The effects differ because the causes of their
obesity vary.

(Zhenyu 1926)

“The cause and danger of female obesity” is seen either in
overindulgence and the absence of exercise or imbalance
of hormones. This is the classic argument about obesity
that dominated the late-nineteenth-century discussion of
the causes of obesity. By 1924, the editors of the Journal
of the American Medical Association published an editor-
ial entitled “What Causes Obesity?” In it they argue,

following a powerful antipsychological strand in obesity
research that began in the late nineteenth century, for its
etiology in malfunctions of normal metabolic processes.
Seeing obesity as a “scientific problem,” they write, will
free the “fat woman” from the stigma that she “has the
remedy in her own hands—or rather between her own
teeth” (Anon. “What Causes Obesity?”). That new
object of scientific interest is the fat woman, who had
been charged with carrying “that extra weight about
with her unless she so wills” (Anon. “What Causes Obes-
ity?”). Women, not “men” or “people” are at risk from
obesity, a far cry from the evocation of Falstaff as the
exemplary sufferer from obesity in the mid-nineteenth
century. According to the anonymous Chinese physician
in 1922, although fat people usually eat less than thin
people, they do not burn enough calories. There are still
large amounts of fat accumulated and stored in their
body. While the obese do not eat much every meal, they
snack often. Women specifically can suffer from
hypothyroidism, hypopituitarism, or a loss of estrogen.
Pregnant women are especially at risk. One woman, after
giving birth, had to get up and eat every night. She
quickly gained weight and became obese.

The danger of female obesity is the collapse of one’s
health and thus one’s ability to bear children. This
remains the classic definition of women’s health. Obese
women have compromised immune systems, are likely to
catch cold and coughs, which lead to tuberculosis. They
have heart disease. There is danger to their nervous sys-
tems. The obese are usually slow and lazy, but often they
laugh and seem happy. Obese women have problems
conceiving, have problems when having sex, and are
likely to have miscarriages.

By 19471, as the war raged and famine haunted China,
a public discourse on obesity remained part of the popu-
lar register of the changes of Chinese attitudes toward the
body. They come to be labeled as a “tragedy at the dinner
table” (Qihui 1941). The essay with this title seems to be
a free adaptation of a number of foreign medical and
popular articles, especially American ones. It presents the
harm of overeating and its pathological consequences.
The author identifies middle-aged people as being most at
risk, because they seem to be more easily taken by the
desire for fine eating. The essay defines pathology by
quoting a saying attributed to an American congressman:
“fifty, fifty, fifty,” which means if a so-year-old person
is 50 pounds overweight, his life span will be reduced 50
percent. The author also quotes statistics by an American



doctor that out of 2,000 cases of sudden death, 9o percent
of people died of heart disease. “Most of them eat too
much, are overweight, which causes heart disease.” While
other foreign cases of overeating are mentioned, such as
the ancient Romans, the American Thanksgiving is
picked out as a moment of public gluttony:

Around Thanksgiving time, there are often a few
cases of death caused by overeating in the mortu-
ary. People in charge of postmortem examinations
are often busy rushing to luxurious banquets to do
their work. It’s also quite dangerous to eat too
much after fasting. One should definitely divide all
the nice dishes into several meals, and never eat
everything up at once. It is nice to be able to enjoy a
full table of luxurious food, but one should remem-
ber not to gamble with one’s own life. Otherwise,
tragedy would take place in the holiday season,
and one would sadly fall into the bosom of the
death.

(Qihui 1941)

The result of such gluttony is death, through sudden
death, chronic heart disease or diabetes. A litany of dis-
eases is the result of obesity: High blood pressure, lung
disease, cancer, even suicide and accidental death. For,
according to the author, people with obesity often have
psychological problems and are very slow in reacting to
what is going on—thus, they are susceptible to accidents.
The overweight should consult qualified doctors to
decide his or her individual diet. Yet, the “cure” proposed
in the essay of 1941 is to pay minute attention to what
and how much one eats. The formula does not have
much to do with any specific type of food; rather, as one
gets older, one should eat less. When one gets very old,
one should only eat light and simple food, returning to
the diet proscribed to infants. Being a child is being in
the state of health.

SLG
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China Today

The fear of obesity has reappeared in China during the
past decade in an age that remembers another moment of
famine against which it defines itself. Mao Zedong’s fam-
ine from 1958 to 1961, which resulted from the collec-
tivization of the peasants killed millions in China and
evoked the horrors of the famines of the 1940s during the
war against the Japanese, the civil war, and the policies of
the nationalist government (Becker 1996). For adults in
today’s China, “famine” evokes their own experiences
under Mao and the tales of starvation during the war by
their parents and grandparents.

What is fascinating is how recent studies of obesity
in China have come to reverse the claim that such
food-borne diseases invade from the primitive “Orient.”
These Chinese-based studies are often rooted in the
view that obesity and its attendant symptoms are the
result of the recent pathological “Occidentalization” of
China and the Chinese. This obsession with the “con-
tamination from the West” has come to be part of the
imagined etiology of obesity in contemporary medicine in
China (People’s Republic of China, PRC) as well as in
Western (U.S./U.K.) medicine dealing with the diaspora
Chinese.

The obesity epidemic seems to be the next great fear
of Chinese public health officers following smoking.
Chronic diseases now account for an estimated 8o percent
of deaths and 7o percent of disability-adjusted life-years
lost in China. Cardiovascular diseases and cancer are the
leading causes of both death and the burden of disease,
and exposure to risk factors is high: More than 300 mil-
lion men smoke cigarettes, and 160 million adults are
hypertensive, most of whom are not being treated. Chil-
dren in the twenty-first century are at risk of being in a
poor state of health. The transition from smoking to
obesity as the most important threat to public health
clearly parallels the argument in Western sources, such
as the World Health Organization, that had identified

obesity as the next great danger—having “eliminated”
smoking as a public health hazard (Reid 2006).

For China, with an exploding number of people now
smoking, but where tobacco remains a major source of
state revenue, obesity is the new danger. The fat child
not the Marlboro Man is the source of anxiety (Chen
and Dietz 2002). Indeed, smoking is popularly seen as
a “positive” reflection of the process of modernization,
while obesity has come to represent the corruption
imported from the West. The official journal of “prevent-
ive medicine,” Zhonghua Yu Fang Yi Xue Za Zbi,
acknowledged in 2005 that

the prevalence of overweight and obesity among
people living in rural areas was lower than that of
their urban counterparts, while the increment of
overweight and obesity prevalence among rural
people was greater than that of their urban coun-
terparts. It was estimated that another 70 million
overweight and 30 million obese Chinese people
emerged in China from 1992 to 2002. The preva-
lence of overweight and obesity of Chinese peo-
ple was increased rapidly in the past decade, which
had affected 260 million Chinese people. It would
continue to increase in the near future if effective
intervention measures have not been taken.

(Ma et al. 2005)

Chinese medical and epidemiological studies argue that
“obesity has become a global epidemic” though there
seems to be little knowledge of the state of affairs in
China (meaning the PRC). Looking at “a group of 2776
randomly selected adults (20-94 years of age) living in
the Huayang Community in Shanghai, China,” a 2002
study argued that while “the prevalence of obesity [using
Western standards] was lower in China than in the
West,” the “overall fat mass-related metabolic disorders



were also common” (Jia at al. 2002). The Chinese, unlike
the Japanese over the past fifty years, seem to be growing
“fat” without developing greater height or frame size.
Rather than the positive aspects of a change in diet being
measured, only the pathological results of overweight
preoccupy the medical scientists. The diseases of “mod-
ernity,” such as diabetes, are often the proof of a decay-
ing, decadent population, just as it was in the nineteenth
century in studies of diabetes, then labeled the “Jewish”
disease. Today, the argument is that diabetes is more
than twice as frequent in the Chinese (urban) overweight
population, even though this population was of a lower
weight than the equivalent Western population. The vis-
ible pathology of obesity was immediately translated into
the invisible disease of diabetes. But what is the cause?

Westernization and “economic success” in the new
China or among diaspora Chinese is seen as the ultimate
cause of the disease. “Americanization” is the cause of
obesity rather than, as in the early twentieth century, the
place from where “cure” may come. Tsung O. Cheng of
George Washington University’s medical school has made
the claim concerning even the recent work on obesity in
China that “the proportion of obesity among children
under the age of 15 increased from 15% in 1982 to 27%
today” because of “fast food and physical inactivity.” “All
of the children in China recognize the image of Ronald
McDonald, even though they may not be able to read
English” (Cheng 2004). Zumin Shi of the Jiangsu Provin-
cial Center for Disease Control and Prevention looks at
the expansion of obesity-related illnesses such as anemia
among adolescents in the new China and correlates this
to parental attention and “overnutrition” (Shietal. 2005).
J.X. Jiang at the National Center for Women’s and Child-
ren’s Health examines a similar problem in terms of fam-
ily structure for etiology and intervention (Jiang et al.
2005). Bin Xie, a social worker who is based in Califor-
nia, looks at data from Wuhan to correlate mental state
(depression) and obesity among the newly successful that
now lack an adequate social network. The claim is that
“the findings of this study may contribute to our under-
standing of the influences of psychological correlates in
pediatric overweight in the Eastern cultural environment”
(Xie et al. 2005: 1137). All imagine that obesity is a reflex
of the altered status of individual, family, and society to
the most recent changes in the economic system.

What happens when we leave (for a moment) China
and move with the Chinese Diaspora to that land of
McDonald’s, America? Jyu-Lin Chen and Christine
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Kennedy examine correlative material in an analysis of
overweight Chinese-American children:

a more democratic parenting style contributes to
a higher BMI in Chinese-American children. First,
several studies have shown that an authoritarian
parenting style in Chinese families may not neces-
sarily reflect the strict parenting that was measured
in Western society. Conversely, parents’ involve-
ment, care, supervision, and encouragement of aca-
demic achievement, all of which typically have been
identified as components of an “authoritarian”
parenting style in Western society, are, in fact, a
reflection of caring and loving parenting in the
Chinese culture.

(Chen and Kennedy 2005: 111)

American-type success breaks down the “parental con-
trol and warmth” that constitutes Chinese child-raising
and leads to fat Chinese children who are a pathological
sign of that success: “a democratic parenting style, and
poor family communication contribute to higher BMI in
Chinese-American children” (Chen and Kennedy 2005:
115). All obesity comes from the West. Chinese families,
understood as a traditional society (certainly not in terms
of the cultural revolution), simply don’t produce fat kids.
Only American children raised “Chinese” (not “Asian-
American”) children are at risk, unless, of course, you
live in Shanghai.

There are, of course, large numbers of “Asian Ameri-
cans” who fall below the poverty line. They are seen to
be at risk for the obesity associated in contemporary
medical argument with poverty. In this way, too, they
mimic “typical” American dietary patterns. In one study,
“Asian American ethnic groups,” defined as the Chinese,
Vietnamese, and Hmong in California, were the focus. In
the study,

the concept of good health [in these communities]
included having a harmonious family, balance, and
mental and emotional stability. All groups also
expressed the general belief that specific foods have
hot or cold properties and are part of the Yin/Yang
belief system common to Asian cultures. The lure
of fast food, children’s adoption of American eating
habits, and long work hours were identified as
barriers to a healthy, more traditional lifestyle.
(Harrison et al. 2005: 2962)
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Yet the results here are virtually identical with those
whose belief systems were very different: The classifica-
tion of the “poor” as those at risk for the pathologies of
obesity. Indeed, one recent study has argued that children
in China stunted by malnutrition are at substantially
greater risk from obesity as they mature (McCarthy
1997).

“America” serves as more than the place where obes-
ity has its origin. In many Chinese studies, the model of a
multiethnic America, with different rates of risk, becomes
the model for understanding different groups’ responses
to obesity. What was once a monolithic risk to the
“Chinese” becomes a more differentiated risk, where
ethnic subgroups are seen as being at greater risk because
of their implied genetic or cultural difference. Looking at
“ethnic” populations in Xinjiang, a recent study docu-
mented that more “obese” Kazak people developed hyper-
tension, whereas more “obese” Uygur people developed
diabetes. Implicitly, the different “genetic” background
was suggested as the cause using the American studies of
African-American and Mexican-American obesity and
the resultant increase in cases of Type II diabetes in these
communities. (The People’s Republic of China includes
fifty-six national minorities, but the “majority” Han is
itself a composite category.) But it is also clear that the
Uygur subjects were from rural south Xinjiang and the
Kazak subjects from suburban north Xinjiang (Yan et al.
2005). Thus, the “Han” become the unspoken parallel to
the labels in American majority culture: epidemiologi-
cally rarely differentiated and labeled “white” or “Cau-
casian.” This is just as constructed a “majority” category
in opposition to the other minority and therefore “racial”
ones, as is the Han (Dikotter 1992). The “rural versus
urban” question of healthy versus unhealthy is here a
muddy one as the studies reveal that for ethnic minorities,
as in the U.S.A., ethnicity trumps geography.

There are numerous questions, which seem to go
unanswered in these studies. Is “obesity” in “Asia” the
same phenomenological category as in the “West”? Not
only are there different histories of the “large” body and
its meaning in “Asia,” but are there different physio-
logical measures which would be used for the definition
of the obese body? I use the label “Asia” in this context
rather than “Chinese,” as, in 2002, the World Health
Association called a meeting in Hong Kong to examine
whether the obese body was to be defined differently
among “Asians.” This “led to the proposal that adult
overweight could be specified in Asia when the body mass

index exceeded 23.00 and that obesity should be specified
when the BMI exceed 25.00” (James 2002). This is
substantially (almost 1o points) lower than the American
criteria, which should include that new category “Asian-
Americans.” It is clear that the Asian-American popula-
tion is being measured by Western public health defini-
tions of overweight and obesity. What are the boundaries
of “Asia”? Do they now contain Taiwan, which sees itself
in the context of the Pacific islands? Does it reach north
into Mongolia and Siberia? To the Ainu? To the west to
India? Or is it a composite that rests in an American fan-
tasy of the “Asian”? Bodily changes among Japanese-
Americans over three generations after immigration have
been demonstrated. Yet, there seems to be no increase in
obesity except over the past decade with the imposition
of “Western” definitions of “obesity” (Tahara et al.
2003). Indeed, “Japanese Women Don’t Get Old or Fat,”
the title of a recent book claiming that Japan has the
lowest obesity rate in the developed world, the longest
life expenditure and the lowest per-capita health care cost
(Moriyama 2005). It postulates a “Japanese Paradox”
(analogous to the “French paradox” and the claim of
universal thinness in France): “How can the world’s most
food-obsessed nation have the lowest obesity rates
in the industrialized world—and the best longevity on
Earth?” The answer given is diet: “the Asian diet is prob-
ably the best on earth” (Moriyama 2005: 8). Yet, the
take-out foods available are Western: “Italian, Chinese,
French, and Indian, since food in Japan has been a global
affair for many centuries” (Moriyama 2005: 25). No
such claims are made about the low impact of Western
foods on China. Indeed, a recent popular American study
claims that the Chinese diet is the answer to Western
obesity (Campbell and Campbell 2005: 69-110).

Westernization in both China and the Chinese dias-
pora may well play a role, but it is a secondary cause—
the primary cause is the long-established one-child policy
in China and the change in the status of urban children.
This change is analogous to the attitudes of many first-
generation immigrants in the American urban diaspora
(not only the Chinese). There is a preoccupation with the
diseases of obesity, specifically diabetes (Type II) found
within this literature on China. In a paper from 2001, a
study of adults in a population of northeastern China,
specifically in Da Qing City, argued,

increasing waist measurements predicted ro-fold
increases in hypertension and a three-to-five times



increased risk of diabetes. Suitable waist cut-off
points were 85cm for men and 8ocm for women,
with statistical analysis showing waist as the more
dominant predictor of risk than age, waist-to-hip
ratios or BMIs. Hence, small increases in BMI,
and particularly in waist circumference, predict a
substantial increase in the risk of diabetes ... in
Chinese adults.

(Liet al. 2002: 167)

What is being seen is the shift in body size because of the
accessibility of different foods and the so-called “thrifty
genotype” hypothesis that had been suggested in 1964.
Simply stated, it has been observed that when mice
are transferred from a harsh to a benign environment,
they gain weight and are hyperglycemic. When one thus
measured first-generation groups of immigrants to the
U.S.A. in the late nineteenth century, there was a substan-
tially higher rate of diabetes. The initial groups showed
an extremely low index of obesity and the resultant dia-
betes. This index, however, skyrocketed after just a short
time of living in their new environment. Thus, diabetes
and obesity seem to be an index of a failure to adapt
rapidly to changed surroundings (Schmidt-Nielsen et al.
1964). It is the rapidity of change that lies at the heart
of the matter.

In China today, rural children are suffering from mal-
nutrition. The Beijing-based Institute of Nutrition and
Food Safety found that more than 29 percent of children
under five years old in China’s poorest regions were
growing at a slower than normal rate. This is quite differ-
ent to the cities where too rich a diet has increased the
level of obesity. In China’s larger, wealthier cities, milk,
formula milk powder, yogurt, and many other types of
food are available which would prevent childhood mal-
nutrition. Yet, of course, the availability of such foods
seems also to be viewed as causal for the new Chinese
“obesity epidemic.” According to Chinese public-health
sources, severe obesity now affects some 16—20 percent
of urban youngsters. (Malnutrition hits 30 percent.) But,
of course, “urban” itself is a highly problematic category
for it includes the rural diaspora, living marginal lives in
the large cities as well as cities which have had little share
in the new boom economy.

Now, in a China with a growing urban middle class,
obesity seems to have been uncoupled from the official
demand under Mao Zedong in 1979 that only one child
per couple be allowed which radically reduced the average
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three to four children per family in rural areas and two to
three in urban areas. China, unlike most societies in
transformation that have a reduction in birth rate as a
reflex of increasing economic status, saw the reduction in
the number of children per family prior to the develop-
ment of the new economic modernization begun under
Deng Xiaoping. More food and more television are today
indeed a means of pampering these children, often called
the “Little Emperors” (xiao huangdi)—but the number
of children and their status are independent of economic
change. These “Little Emperors” are “used to getting
plenty of candy, lavish praise from grownups, and pretty
much anything else [they] want” (Chandler 2004: 138).
And what they want is food, at least as imagined from
the perspective of a Western observer writing for a West-
ern audience accustomed to critiques of the “Fast Food
Nation” (Schlosser 2002). They are imagined being
“weaned on cheeseburgers from McDonald’s, pizza from
Pizza Hut, and fried chicken from KFC,” (Chandler
2004: 138). Their growing obesity has become not only
a public-health problem but also a source for a new
“weight-loss business.”

At the Aimin Fat Reduction Hospital in Tianjin, a
former military institution that launched China’s
first weight clinic in 1992, doctors treat 200 patients,
most of them under 25, with a daily regimen of
acupuncture, exercise, and healthy food. Fifteen-
year-old Liang Chen reports proudly that he has
lost 33 pounds in less than a month at Aimin. But
he can’t stop reminiscing wistfully about his regular
visits to KFC. (Indeed, his favorite T-shirt is a sou-
venir from China’s largest KFC store.) “I used to
be able to eat an entire family-size bucket all by
myself,” he recalls. “Just one?” snorts his room-
mate, 14-year-old Li Xiang. “That’s nothing. I used
to be able to eat four buckets—sometimes five, if I
didn’t eat the corncobs and bread.”

(Chandler 2004: 140)

Childhood obesity is not the only curse of the “Little
Emperors,” as anorexia nervosa seems also to be pres-
ent. In 1993, researchers reported 200 cases of radical
underweight among children from 1988 to 1990 brought
to an eating disorders clinic in the Fujien area. The gender
balance was remarkable from Western criteria for ano-
rexia nervosa, as 112 cases were boys and only eighty-
eight were girls. It was not the case that these were the
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product of a starvation culture but rather of “non-fat
phobic anorexia” caused, according to the researchers
by the single-child policy as the children were spoiled
by their parents and developed unhealthy eating habits
which contributed to their underweight (Cheng 2004).

Here the problem is not “Western” food but the
absence of moderation, an absence fostered by the “Little
Emperor” syndrome. The number of children is a result
of the “Old” Communist system and maybe exacerbated
by the availability of “Western™ fast foods. There are
studies that minimize the shifts of diet in regard to a
“Westernization” of the Chinese diet. One such study
argues that while in the U.S.A. snacks contribute “more
than one-third of their daily calories and a higher propor-
tion of snack calories from foods prepared away from
home,” in

China ... snacks provide only approximately 1%
of energy. Fast food plays a much more dominant
role in the American diet (approximately 20% of
energy vs. 2% to 7% in the other countries), but as
yet does not contribute substantially to children’s
diets in the other countries. Urban-rural differences
were found to be important, but narrowing over
time, for China ... whereas they are widening for
Russia.

(Adair and Popkin 2005: 1281)

What has changed in contemporary China? Moderation
is what has been sacrificed—not traditional foods. The
status of the child may be linked to the new status of
what the child eats, but childhood obesity is not the result
of the availability of alternative, Western foods but the
perceived special status of the child. No such parallel
state existed in Japan, where the reduction in the birth-
rate was concomitant to the increase of economic status.
In Japan, American fast food has been omnipresent since
the 1960s. If there is an increase of childhood obesity
(and the argument is that this is then reflected in adult
obesity), then it has occurred only over the past decade.
In the National Survey of Primary and Middle Schools in
Japan, between 1970 and 1997, obesity in nine-year-old
children increased threefold, but the focus has been
on the past decade, a decade of economic retrench-
ment (<http://ific.org/foodinsight/2001/jf/globesityfitor
.cfm>).

Today in China, no one would imagine tying childhood
obesity to anything but perceived economic improvement

in the “New Economy” as part of “Jiang Zemin’s leg-
acy.” This, of course, mimics the Western Super Size Me
rationale that sees all obesity as a result of the global
“epidemic” of “junk food.” The introduction of Western-
ized forms of “traditional” Chinese medicine, such as
“electroacupuncture” for the treatment of overweight
has melded traditional views of obesity and the newest
research on human metabolism including serum total
cholesterol, triglyceride, high-density lipoprotein choles-
terol and low-density lipoprotein cholesterol (Cabioglu
and Ergene 2005). What comes from the West can be
cured now by that which (seems) indigenous to the East
(but, of course, is not—just like obesity).

China, like America, is suffering from a new epidemic
but one that documents its modernity—no model of
Oriental, primitive infectious diseases here. Rather, a
claim of the “invasion from the West,” the negative
aspects of the new economy which can be confronted
through the importation of models of obesity from West-
ern public health. Obesity and its treatment are both
to be understood as part of a system of modernizat-
ion with all of the pitfalls recognized and the “cure” in
sight.
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Chittenden, Russell Henry (1856-1943)

Researcher and pioneer in area of daily protein requirements for humans

In 1880, Chittenden received his Ph.D., and in 1882 he
started his career as the Professor of Physiological Chem-
istry in the Sheffield Scientific School of Yale University.
Chittenden’s initial research dealt with the chemical
nature of proteins. In collaboration with the German
physiologist Wilhelm Friedrich Kithne (1837-1900), the
two studied the enzymatic splitting of proteins, which
has contributed to the understanding of the complexity
of protein molecules. His initial studies sparked his inter-
est in nutritional science and further led to his most
important research, that on the protein requirements of
humans.

The early nineteenth-century belief was that people
needed an extensive amount of protein (118 grams) in
their daily diet. After Chittenden encountered Horace
Fletcher who maintained a low-calorie and low-protein
diet, Chittenden’s interest was sparked. He began a wide-
spread study of low-protein diets, in which his subjects
were Yale athletes and army volunteers. His volunteers
consumed 2,600 calories a day and 5o grams of protein.
In 1905, Chittenden enthusiastically published his results
in his Physiological Economy in Nutrition.

While Chittenden passionately believed in a lower
protein diet, there were many skeptics. He defended his
findings through a study on dogs, which are primarily
carnivorous animals. Unfortunately, the diet did not
prove to be healthy for the dogs, as many began to suffer
from ill health. Even so, Chittenden maintained enthusi-
asm for a low-protein diet, and once again defended

his position in The Nutrition of Man, a course of eight
lectures delivered before a general public at the Lowell
institute of Boston in the early part of 1907. While nutri-
tionists did eventually disregard the initial high protein
requirements (118 grams), they continued to doubt
Chittenden’s findings. Throughout his career, Chittenden
continued to be involved in nutritional studies and dis-
cussions and was regarded as an expert in nutritional
sciences.

In 1918, he represented the U.S.A. on an Inter-Allied
Scientific Food Commission, which met to discuss the
nutritional needs of the allied forces in World War 1. He
was not able in his lifetime to prove his theories on pro-
tein requirements, though his research was continued by
others.
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Christianity

Health becomes one of the powerful metaphors in early
Christianity, especially in terms of the relationship
between the newly healthy body of the Christian and the
sick body of the Jew (Avalos 1999). Jesus’s cures are his
most powerful miracles. Fasting, practiced among the
Jews, becomes a means to salvation, as Paul writes in the

epistles, “we gain nothing by eating, lose nothing by
abstaining” (1 Cor. 8:8). With the establishment of the
early Church (most readily seen in St. Augustine’s Con-
fessions), the submission to the temptation to overeat
was written on the body in the form of fat. “Gula” is
one of the seven deadly sins (Sawyer 1995). In many



ways, it is the most difficult of the deadly sins to
combat.

Augustine (3 54—430), the Bishop of Hippo in North
Africa, struggled against lust and begged for chastity
in his early youth: “But I wretched, most wretched, in
the very commencement of my early youth, had begged
chastity of Thee, and said, ‘Give me chastity and conti-
nency, only not yet.” ” (Augustine 1961: 235—7). When
he turned sixteen, Augustine moved to Carthage, where,
again, he was plagued by desire:

Where there seethed all around me a cauldron of
lawless loves. I loved not yet, yet I loved to love, and
out of a deep-seated want, I hated myself for want-
ing not. I sought what I might love, in love with
loving, and I hated safety ... To love then, and to
be beloved, was sweet to me; but more, when I
obtained to enjoy the person I loved. I defiled,
therefore, the spring of friendship with the filth of
concupiscence, and I beclouded its brightness with
the hell of lustfulness.

(Augustine 1961: 235—7)

He writes that he struggles each day with the desire to eat
and to drink even more than he does with sexual lust: “In
the midst of these temptations I struggle daily against
greed for food and drink. This is not an evil which I can
decide once and for all to repudiate and never to embrace
again, as [ was able to do with fornication” (Augustine
19671: 235—7). For the seduction of food and what it sig-
nifies, the fat body, haunts Augustine’s sense of himself.
He sees food as both necessary for health and a force for
healing, but only in strict limits:

I look upon food as a medicine. But the snare of
concupiscence awaits me in the very process of
passing from the discomfort of hunger to the con-
tentment, which comes when satisfied. For the pro-
cess itself is a pleasure and there is no other means
of satisfying hunger except the one, which we are
obliged to take . .. Health and enjoyment have not
the same requirement.

(Augustine 1961: 235—7)

The desire for food is itself the Devil present in the body.
He cites Paul in that “we gain nothing by eating, lose
nothing by abstaining” (1 Cor. 8:8). This is a basic strug-
gle to control desire and the very form of the body.
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Augustine makes the ideal body the body divine, much as
in the Platonic notion of beauty it is beyond the material.

In his City of God, Augustine links the carnal pleas-
ures of the flesh to sins of the soul. They are the same. He
condemns with equal verve the Epicurean philosophers
who “live after the flesh, because they place man’s highest
good in bodily pleasure” and the Stoics who “who place
the supreme good of men in the soul, live after the spirit”
(Augustine 1957: II, 247). The Epicureans also claim that
“pleasure is very largely a matter of physical health” and
the Stoics that “only the wise are beautiful” (Augustine
1957: III, 37). Augustine quotes Paul over and over again
on the need to control carnality and the fallen nature of
the soul. There is a compelling case for understanding the
Pauline letters themselves as sites of a thoroughly allegor-
ical anthropology. Among the binary oppositions of
Pauline allegory stand the analogous pairs, flesh-spirit,
literal-figurative, signifier—signified, in which the first
element is a mere pointing to the privileged, second elem-
ent. And so, for Paul, the Torah is but pointing to its
fulfillment in Christ (Boyarin 1994). The ideal body is to
be found only in Heaven when he describes heavenly
bodies as possessing “a wondrous ease of movement, a
wondrous lightness” (Daley 1991: 144). Here the image
of the perfectly light and slim body of the divine is in
contrast to the mortal and sinful one.

The crucial early Christian text is again from Paul’s
letters in 1 Cor. 8:1: “knowledge puffs up, but love builds
up.” Fat, as a sign of gluttony, is a reflection of prideful
nature of humans. It is often linked to acedia, sloth, the
deadly sin which is part of the tradition of the representa-
tion of madness in the West. The puffed-up body is also
the spirit that is so unwilling to act as to be a sign of
moral decay and mental instability. For Augustine, it is
his body, in which all desires seem confused and inter-
changeable. It is the body most at risk from inaction and
desire.

Here it is St. Thomas Aquinas (1225-74) who must
rethink these limitations in Pauline terms when he
preaches that “meditating upon all these things, let us not
give our minds to delights, but to what is the end of
delights. Here on earth it is excrement and obesity, here-
after it is fire and the worm” (Toal 1957: III, 315). If for
Paul all humans are damned by their flesh, Aquinas needs
to stress this once again, by seeing us trapped in our fallen
bodies by our natural functions—eating and excreting.
And yet it is St. Teresa who says, that the soul “finds
everything cooked and eaten for it; it has only to enjoy its
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nourishment” (St. Teresa 1957: 90). This now being the
pure food of the spirit, not of the flesh.
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Cornaro, Luigi (1463-1566)

Cornaro’s autobiography is certainly the earliest and
most influential text of dieting literature that still has a
readership today. His elegantly written Italian text, Dis-
corsi della vita sobria, translated as the Discourses on a
Sober Life, the Art of Living Long and also the Temper-
ate Life, first appeared in 1558. He began the book in
1550 when he was eighty-three and the final installment
appeared when he was ninety-five.

Cornaro’s books became instant bestsellers and
remain in print today. As Joseph Addison and Richard
Steele writing in 1711 note in The Spectator his texts
“are written with such a spirit of cheerfulness, religion,
and good sense, as are the natural concomitants of
temperance and sobriety” (Addison and Steele 1711: 4).
Nearly two hundred years later, the German philosopher
Friedrich Nietzsche in the section on “four great errors”
in his Twilight of the Idols (finished in 1888) doubted the
efficacy of Cornaro’s diet, having tried it (and many
other interventions including electrotherapy) to cure his
own ailments. He accused Cornaro of underestimating
the fixity of predisposition to illness, believing that his
long life was due to his diet rather than to his very
nature:

Cornaro mistakes the effect for the cause. The
worthy Italian thought his diet was the cause of
his long life, whereas the precondition for a long
life, the extraordinary slowness of his metabolism,
was the cause of his slender diet. ... A scholar in
our time, with his rapid consumption of nervous
energy, would simply destroy himself on Cornaro’s
diet. Crede experto—believe me, I’ve tried.
(Nietzsche 2003: §8)

This debate about inheritance, health, and weight loss
continues to be waged and Cornaro’s texts continue to be
read as first-hand accounts of what works and what does
not work to lose weight and thus prolong life.

Cornaro confesses to the reader that at middle age, he
was dissipated by forty years of gluttony and overindul-
gence in sensual pleasures. He was at death’s door. For
him, gluttony was a killer, not merely a sin, for it “kills
every year . .. as great a number as would perish during
the time of a most dreadful pestilence, or by the sword or
fire of many bloody wars” (Cornaro 1903: 41). In the
depths of his illness, he turned to physicians. They
advised him to be temperate. He thus cured his obese



body through a strict limitation of his diet. While the cure
is for him proof of the beneficence of God, it is equally
proof that living longer allows one to develop those
“splendid gifts of intellect and noble qualities of heart”
(Cornaro 1903: 42). In a sense, the evidence for God’s
grace and the best use of his gifts comes at the end of life.
It is a “natural death,” at the time when one’s vital
powers have diminished and one dies well—peacefully
and without struggle.

Cornaro’s text is a handbook for a good life (and
death). Its power lies in its autobiographical, indeed, con-
fessional mode, which echoes Augustine. He observes,
and carefully chronicles, his symptoms as a younger man
from his perspective as an old, healthy, thin man. He was
certainly ill with many of the diseases attributed to obes-
ity in the Galenic tradition: “I had pains in the stomach,
frequent pains in the side, symptoms of gout, and, still
worse, a low fever that was almost continuous; but I suf-
fered especially from disorder of the stomach, and from
an unquenchable thirst” (Cornaro 1903: 43—4). But he
also lost his ability to reject temptation, having become
addicted to eating and drinking. He turned to the phys-
icians whose advice was quite clear; they “declared there
was but one remedy left for my ills—a remedy which
would surely conquer them, provided I would make up
my mind to apply it and persevere in its use. That remedy
was the temperate and orderly life” (Cornaro 1903: 44).
This is what the physicians admonished and what the
patient followed to success.

Sobriety after a life of indulgence is a cure for the phys-
ical effects of obesity, not obesity itself. Cornaro sees
himself as typical of the men of his age. The riches of their
lives have led to the brink of death as a result of what he
identified as the three evil customs or sins widespread in
sixteenth-century Italy: “adulation and ceremony ...
heresy and . . . intemperance” (Cornaro 1903: 40). Only
through the good counsel of the doctors does he find a
cure for all three. For gluttony is understood as the cause
of the list of infirmities found in the fat man. The overin-
dulgence of the man in his best years is the cause of his
fat, and his fat is the sign of his sick body. There is a
strong moral tradition that owes its form to Paul and the
Christian abnegation of the body. The society in which
he lives, however, does not understand this simple rule:

These false notions are due entirely to the force of
habit, bred by men’s senses and uncontrolled appe-
tites. It is this craving to gratify the appetites which
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has allured and inebriated men to such a degree that,
abandoning the path of virtue, they have taken to
following the one of vice—a road which leads them,
though they see it not, to strange and fatal chronic
infirmities through which they grow prematurely
old. Before they reach the age of forty their health
has been completely worn out—just the reverse of
what the temperate life once did for them. For this,
before it was banished by the deadly habit of intem-
perance, invariably kept all its followers strong and
healthy, even to the age of fourscore and upward.
(Cornaro 1903: 41)

It is not knowledge of the world that cures, but simplicity
and temperance. Cornaro bemoans the fact that

friends and associates, men endowed with splendid
gifts of intellect and noble qualities of heart, who
fall, in the prime of life, victims of this dread tyrant;
men who, were they yet living, would be ornaments
to the world, while their friendship and company
would add to my enjoyment in the same proportion
as I was caused sorrow by their loss.

(Cornaro 1903: 42)

He is now cured of his illnesses and fat by his strict
regime. The world of simplicity may have its roots in
the advice of physicians, but when Cornaro, at the age of
seventy, was in a carriage accident and dislocated an arm
and a leg, he rejected his physician’s suggestion that he be
bled. He was convinced that his now healthy body would
heal itself and, according to his account, it did. As a result
of his own diet, he believes to know his body so well, that
he is aware of what it needs to evince a cure.

Moderation is now his model for men to regain again
their manhood, a manhood defined by longevity. And
Cornaro was long-lived. This indeed was the key to his
claim on authenticity in writing his autobiographical text.
After the beginning of the sixteenth century, this anxiety
about premature death was heightened. Cornaro’s rejec-
tion of excess in food parallels Augustine’s anxiety that
gluttony was even worse that sexual license, for one did
not have to fornicate (to use Augustine’s concept), but
one did have to eat. But what is excessive in the intake of
nourishment for one man may not be for another. One
can eat anything one wants but in moderation.

I began to observe very diligently what kinds of food
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agreed with me. I determined, in the first place, to
experiment with those, which were most agreeable
to my palate, in order that I might learn if they were
suited to my stomach and constitution. The proverb,
“whatever tastes good will nourish and strengthen,”
is generally regarded as embodying a truth, and is
invoked, as a first principle, by those who are sensu-
ally inclined . . . In it T had hitherto firmly believed,;
but now I was resolved to test the matter, and find to
what extent, if any, it was true. My experience,
however, proved this saying to be false.

(Cornaro 1903: 46)

Since we must eat, as Augustine noted, we cannot suffer
only to eat those things that give us pleasure, for that
will only make us more gluttonous. Appetite is but a form
of desire. Cornaro translates this into the discourse of
health and illness. Eat for pleasure, and you will become
ill. But it is also clear that the ability to eat exactly those
things that he wants is linked with his idea that certain
foods are simply healthy.

Those foods, such as meat and fish, clearly evoke
the wealth that was part of the temptation of Cornaro’s
youth. A member of the powerful Cornaro family of
Venice, he could earlier afford to be gluttonous and now
he can afford to eat fish.

Of meats, I eat veal, kid, and mutton. I eat fowls of
all kind; as well as partridges and birds like the
thrush. T also partake of such salt-water fish as
the goldney and the like; and, among the various
fresh-water kinds, the pike and others. . . . Old per-
sons, who, on account of poverty, cannot afford to
indulge in all of these things, may maintain their
lives with bread, bread soup, and eggs—foods that
certainly cannot be wanting even to a poor man,
unless he be one of the kind commonly known
as good-for-nothing. Yet, even though the poor
should eat nothing but bread, bread soup, and
eggs, they must not take a greater quantity than
can be easily digested; for they must, at all times,
remember that he who is constantly faithful to the
above-mentioned rules in regard to the quantity
and quality of his food, cannot die except by simple
dissolution and without illness.

(Cornaro 1903: 87-8)

Cornaro resolved to restrict his diet drastically. Initially,

it was reduced to a daily intake of twelve ounces of food
and fourteen ounces of wine. Eventually, however, it was
reduced to a single egg a day. However, he also under-
stood the relationship between the outward manifest-
ation of the body and its spirit. He resolved to control his
temper and the “melancholy, hatred, and other passions
of the soul, which all appear greatly to affect the body”
(Cornaro 1903: 48). Assuming that he was in fact born
in 1564 (contesting some accounts that claim his age at
death was 103), Cornaro lived to be ninety-eight and,
according to his autobiography, it is the accomplish-
ments in old age that reveal the character of man. He
muses on what it is to be old and healthy. This is defined
by his ability to work and to concentrate on questions of
private as well as public health:

My greatest enjoyment, in the course of my jour-
neys going and returning, is the contemplation of
the beauty of the country and of the places through
which T travel. Some of these are in the plains;
others on the hills, near rivers or fountains; and all
are made still more beautiful by the presence of
many charming dwellings surrounded by delightful
gardens. Nor are these my diversions and pleasures
rendered less sweet and less precious through the
failing of sight or my hearing, or because any one of
my senses is not perfect; for they are all—thank
God!—most perfect. This is especially true of my
sense of taste; for I now find more true relish in the
simple food I eat, wheresoever I may chance to be,
than I formerly found in the most delicate dishes at
the time of my intemperate life . . . With the greatest
delight and satisfaction, also, do I behold the success
of an undertaking highly important to our State;
namely, the fitting for cultivation of its waste tracts
of country, numerous as they were. This improve-
ment was commenced at my suggestion; yet I had
scarcely ventured to hope that I should live to see it,
knowing, as I do, that republics are slow to begin
enterprises of great importance. Nevertheless, I
have lived to see it. And I myself was present with
the members of the committee appointed to super-
intend the work, for two whole months, at the sea-
son of the greatest heat of summer, in those swampy
places; nor was I ever disturbed either by fatigue or
by any hardship I was obliged to incur. So great is
the power of the orderly life which accompanies me
wheresoever I may go! Furthermore, I cherish a firm



hope that I shall live to witness not only the begin-
ning but also the completion, of another enterprise,
the success of which is no less important to our
Venice: namely, the protection of our estuary ...
These are the true and important recreations, these
comforts and pastimes, of my old age, which is
much more to be prized than the old age or even the
youth of other men; since it is free, by the grace of
God, from all the perturbations of the soul and
the infirmities of the body, and is not subject to
any of those troubles which woefully torment so
many young men and so many languid and utterly
worn-out old men.

(Cornaro 1903: 69—70)

Cornaro’s autobiography is at its heart a handbook of
dietetics to reform the fat boy’s body and turn him into a
healthy and abstentious man who can in turn create a
healthy world.

Building on Cornaro’s work, modern science has begun
to examine the role of calorie restriction in life expect-
ancy and development of chronic disease (Gerstenblith
2006). Scientists have demonstrated that animals that are
fed calorie-restricted diets have longer life expectancies
than animals fed higher-calorie diets (Couzin 2005).
Although at the time of publication of this book, some
doctors and scientists are recommending low-calorie
diets, there have not been any studies in humans to con-
firm the results. Additionally, some in the contemporary
press have questioned this notion of calorie restriction
that began with Cornaro. Although calorie restriction
may increase life expectancy, some argue that indulging
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in food is a part of leading a full life and would rather not
choose a life of temperance (David 2004). Regardless,
Cornaro was a pioneer in examining the role of diet and
life expectancy in Western culture.
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Craig, Jenny (1932-) and Craig, Sid (1932-)

Founders of Jenny Craig, Inc., one of the world’s largest
weight-management companies. Jenny Craig’s “official”
account of her life stated that she wanted to share
her philosophy of balancing nutrition, physical activity,
and lifestyle, which helped her embark on a career that
brought her international acclaim as a weight-loss expert
and author, as well as gave her the ability to help mil-
lions of people live healthier lives. Jenny Craig had an

experience that many of her followers seemed to share.
After giving birth to her second daughter, she looked in
the mirror and decided that she did not like what she saw:
She was 45 pounds overweight. In the mirror, she saw
another image, which was that of her mother who died at
the age of forty-nine from a stroke, possibly related to her
overweight condition. Jenny had many reminders in the
family that weight was the primary health problem.



66  CRAIG, JENNY AND SID

Once Jenny got her weight under control, she started
to work for fitness clubs, ultimately managing, owning,
and selling one of her own. After divorcing her first hus-
band and marrying Sid Craig in 1979, they quickly set up
Jenny Craig, Inc. centers first in Australia and then in the
U.S.A. Sidney Craig, a former dance instructor and child
tap dancer, was in his senior year at Fresno State Univer-
sity majoring in business, financing his college education
by teaching ballroom dancing in the evenings at an Arthur
Murray dance studio. After graduation he acquired five
Arthur Murray franchises, which he sold in 1970 to pur-
chase Body Contour Inc. Figure Salons. Sid Craig’s first
opened a salon in New Orleans, and Genevieve “Jenny”
Marie born Guidroz (then known by her married name of
Bourcq) was the first person he hired in 1970. They were
married in 1979, and Jenny helped Sid increase Body Con-
tours, Inc. to nearly 200 centers, making it a company
earning $3 5 million a year.

In 1982, Jenny and Sid Craig sold the Body Contour
Company and moved to Australia to open the first Jenny
Craig Weight Loss Center. Centers were opened in Mel-
bourne, and then were expanded into the U.S.A. Cur-
rently, Jenny Craig remains very involved in the company

she helped found in 1983. She still serves as Chairman of
the Executive Committee. Although the company was
sold in May 2002, it still bears her name since Jenny’s
personal weight-loss experience and her nutritional guid-
ance philosophy provided the foundation on which the
company was ultimately built. Today, Jenny Craig, Inc. is
one of the largest weight-management service companies
in the world. There are 652 company-owned and fran-
chised centers in the U.S.A., Australia, New Zealand,
Canada, Puerto Rico, and Guam.
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Davis, Adelle (1904-74)

One of the early twentieth-century diet authorities who
had a professional background in nutrition. Trained in
dietetics and nutrition at the University of California at
Berkeley, she received her M.S. degree in biochemistry
from the University of Southern California in 1938. Her
work piggybacked on that of Gayelord Hauser in that
she was an early advocate of nutritional supplements as
well as “natural” foods in specific combinations. In
1935, Stationers’ Hall of London, England published her
Optimum Health, and in 1939 her second book, You Can
Stay Well. In 1942, the Macmillan Company published
the most assertive of Davis’s works of the period, Vitality
through Planned Nutrition.

Davis’s celebrity as a diet guide in the U.S.A. began
with the release of the first in her series of “Let’s” titles,
Let’s Cook it Right (1947). This series would eventually
include four titles, all of which became international
bestsellers. In Let’s Have Healthy Children (1951) she
argued for serious attention to prenatal diet. But, as with
many of her serious suggestions, she overstated the case,
claiming that “every woman, by her choice of foods dur-
ing pregnancy, largely determines the type of baby she
will produce” (Davis 1951: §). If a woman had a poor
diet, the results would be catastrophic: heart defects,
clubbed feet, tumors, premature birth, to list a few (Davis
1951: 6). But a good diet assured an easy labor and a
“happy mother” (Davis 1951: 9). Davis was also part of
the cult of cow’s milk as the ideal food, advocating that
infants regularly drink milk from a bottle as its “absence
creates illness” (Davis 1951: 183).

In Let’s Have Healthy Children, she recommended the
use of potassium chloride for colic, which caused the death
of an infant. As a result of the lawsuit that followed, the
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book was withdrawn and reedited before being
republished. In 1954, she published her Let’s Eat Right to
Keep Fit, and finally, in 1965, her final book, Let’s Get
Well. Davis argues there against the notion that “obesity
is chiefly of psychosomatic origin,” so popularly advo-
cated by Hilde Bruch (Davis 1965: 65). Rather, she
argues, “too few nutrients are supplied in our diets to
burn fat readily” (Davis 1965: 65) and we can eliminate
fat by making these available. She presents dietary
“cures” for arthritis, diabetes, gout, high blood pressure,
and disorders of the nervous system.

Davis’ popularity remained so high that at the 1969
White House Conference on Food and Nutrition, she was
identified as the most damaging source of false nutrition
information in the nation. She has been called “one of this
century’s masters of the anecdote presented as factual
evidence” (Mowbray 1992: 192). Yet her views on ques-
tions such as the drinking of unpasteurized milk, are still
cited as authorities (Planck 2006). We should remember
that she wrote in Let’s Get Well: “I have yet to know of a
single adult to develop cancer who has habitually drunk
a quart of milk daily” (Davis 1965: 266). Indeed, “most
cancer could probably be prevented if the nutritional
knowledge now available were applied” (Davis 1965:
274). Such claims came over time to be seen as excessive.
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Detoxification

Popular detoxification (detox) diets work under the
assumption that people regularly and normally take in
toxins from their environment. We worry about asbestos
in insulation, lead in paint, and dioxins in tampons. The
goal of detox dieting is to improve one’s health by remov-
ing these accumulated toxins from the body, as they are
the cause of ill health. The main idea is that by regulating
food and water intake, and sometimes taking certain
herbs and supplements, toxins are removed from the
body, and it returns to its normal, healthy state. Reli-
gions and moral philosophies have detoxification diets
as well. The focus in those diets is on moral reform, but
the means of regulating food intake remains the same.
Exponents of alternative medicine, such as Frank
Ervolino, a doctor of naturopathic medicine, asserts that
detoxing can “prevent disease” and lessen the effects of
“autoimmune diseases, such as arthritis . . . and chronic
fatigue syndrome” (Ervolino 2005: 32). There are many
people who claim that detox diets work wonders, but
there is also a strong voice against detox dieting.

The effects of toxins in the body are as numerous as
they are hazardous. Americans are anxious about toxins,
a theme inherent in alternative medical circles. This is
summarized in the claim of Michael T. Murray, a naturo-
pathic physician, that the environment is becoming
increasingly toxic (2003: 9). It may also be that we are
becoming more aware of that fact. There is much about
our normal environment that is a potential hazard to our
health: Radiation from cell phones, old color television
sets, old smoke detectors, x-ray machines, and power
lines are a small sampling. There is also the radiation
from the sun, of course, and with holes in the ozone layer
it is important to be extra mindful about protecting the

skin from unnecessary exposure, which can lead to skin
cancer, unattractive wrinkles, and “old age spots.”

Even though radiation can be a hazard to one’s health,
chemicals in our food are a much more frequent reason
given for detoxing. The U.S. Environmental Protection
Agency (EPA), and the U.S. Food and Drug Administra-
tion (FDA) have focused research on the toxins in ani-
mals and animal products. Animals eat food which has
been exposed to pesticides and pollutants, and when we
eat those animals, we take in the toxins too. Oceanic
animals, like salmon and shark, have dangerously high
levels of mercury in their meat as a result of polluted run-
off that seeps into aquatic vegetation, travels up the food
chain, and results in mercury poisoning in humans.
Sometimes what we eat is not even food at all. Gloria
Gilbere raises the issue that plastic residue, from products
like Saran™ Wrap and Styrofoam™ coffee cups, may be
found in human fat (2004: 34).

Thus, detox diets take on a mammoth challenge by
attempting to eliminate all toxins that we ingest. Fast
foods as well as foods that have been processed or refined
are avoided in the diets. They focus instead on replacing
them with nonprocessed foods, which are intended to get
our digestive system working efficiently again. With
detoxes, there persists a notion that our intestines need
cleaning. It is largely in them that the toxins manifest
themselves, dirtying them and creating a source of ill
health. According to Ervolino, the symptoms from a diet
of overprocessed, refined, and fast foods are “low energy,
pain (joint, headache or others), anxiety, irritability,
heartburn or other digestive issues” (Ervolino 2005: 32),
but other symptoms commonly attributed to excess
toxins are extra fat, bloating, and shorter life.



A detox diet should include everything that a human
body needs to live (Murray 2003: 9), even though it is
followed for a definite period. The typical detox is almost
exclusively “vegan,” and some allow for eggs or small
amounts of meat. Organic fruits, vegetables, and legumes
are claimed to contain no chemical additives and are thus
viewed as healthier because they do not. The essential
proteins and fats lacking in a mostly fruit and vegetable
diet come from seeds, nuts, unhydrogenated oils, and cer-
tain vegetables. Depending on the diet, various nutrients
are prescribed to help the liver, kidneys, and other
detoxifying organs, or to make up for vitamins and
minerals not included in the diet. But it is not enough to
consume just organic, vegan products. Many “organic”
products contain “natural” toxins. Would “organic
tobacco” be better for us than processed tobacco? Detox
diets limit or exclude these from daily use. Detox diets
include high-fiber foods (Murray 2003: 9), such as raw
fruits, steamed vegetables, and crushed flax seed and soy
nuts, to scrub and flush out the intestines, which can
accumulate high levels of bacteria. Drinking plenty of
water is also important to flush out the intestines as well
as the rest of the body. Such views echo earlier medical
claims from the Stoics to Upton Sinclair that the “efflu-
ence” of our waste products signals the corruption of
the body, rather than being “natural” products of human
metabolism.

Like other diets, detoxes have various requirements,
mainly controlling food intake. They restrict which foods
can be eaten and require certain foods to be eaten at cer-
tain times. Most require one to take in fewer calories than
one is used to. The overall goal of these complex eating
habits is to alter the body and improve physical and men-
tal well-being. One advocate, Lynn Wallis, having tried a
detox, remarks on the numerous physical changes due to
the diet. She reports benefits to her hair and skin, that
“(her) urine was completely colourless which is a very
healthy sign,” and she lost at least “a half inch of ‘bloat’
all over (her) body” (Wallis 2004: 23). And, the holy grail
of dieting: she lost 8 pounds (Wallis 2004: 22), she
claims. If the detoxer feels better, then the detox has
worked. Wallis, like other detoxers, claims that the detox
diet made her feel “fantastic” (Wallis 2004: 22). After all,
a major part of being healthy is feeling healthy. She uses
flowery language to emphasize her improved state of
being. Wallis’s “eyes were sparkling and clear” and her
energy was “boundless” (Wallis 2004: 23).

The notion that the body needs to remove toxins is a
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good one. However, detox dieting is not straightforward.
Certainly, it is healthier to include wholegrains in one’s
diet in place of processed grain, and there are plenty of
toxins that one needs to watch out for when going
through life: lead, mercury, and asbestos have already
been mentioned, but there is no such thing as white-bread
poisoning from Wonder® Bread. The toxins removed dur-
ing a detox are not identified. Bernard Dixon makes this
claim as well and adds, “ ‘detoxification’ is a term legit-
imately applied only (to) ... situations such as drug
addiction and paraquat poisoning” (2005: 261). For mil-
lions of years, all life forms have been subject to toxins
and, as a result, the human body has an array of organs
to deal with detoxifying. The liver, the kidney, the tonsils
... the entire digestive system has ways of dealing with
the toxins it encounters. When organs cannot handle
toxins, there are certain medical diets that can help in
the detoxing process. Sometimes, even when organs can
handle toxins themselves, there are medical ways of
assisting the body. For instance, drug withdrawal is pain-
ful, and doctors medicate patients to ensure a successful
and more pleasant detox to prevent the patient from
reverting to his or her addiction.

Beyond considering whether or notitis legitimate to call
these popular diets “detoxification,” they are still not
necessarily good. There are unpleasant aspects to them,
such as headaches, which are caused by the fewer calor-
ies. Also, one can increase the level of toxins in one’s
blood by going on a detox diet. When ingesting fewer
calories than one is used to, the body will use stored fat,
which has toxins in it, as energy. On top of being poten-
tially unhealthy, detoxing requires one to put excessive
time into food preparation. Detox diets are typically
for a set period of time and act as vacations from an
unhealthy life, but this is not as effective as consistently
pushing oneself toward becoming healthier.

However, there are other aspects of some detox diets
that go beyond food restriction, such as exercise and
even positive thinking; these play into a more complete
view of good health. Detox diets are complex and have
positive and negative impacts on different individuals’
health. They are one aspect of what it means to lead a

healthy life.
SLG/BENJAMIN D. ARCHER

See also Alternative Medicine; Kellogg; Religion and
Dieting
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Developing World

In the developing world, undernourishment in the form
of famine has historically been a bigger public health
concern than overnourishment. There are serious health
consequences when a person does not have enough food
to eat or does not have sufficient variety in the diet. Mal-
nourishment can lead to lack of energy, early death, and
social disorder. Specific conditions of undernourishment
can also exist when there is not enough of a specific type
of nutrient such as protein or a particular vitamin. The
case of pellagra, a disease caused by niacin (vitamin B3)
deficiency, is a prime historical example. Endemic in the
American South after the Civil War, it was argued by
contemporaries that it was an “infectious disease of the
poor.” In 1918 at least 10,000 deaths were attributed to
pellagra. Indeed, it was a disease of the poor as they ate
the “three M’s”: meat (pork fatback); molasses; and meal
(cornmeal). Its cure, as Joseph Goldberger discovered in
the 1920s, was either to change one’s diet by adding
“real” meat, fresh vegetables, and milk or to augment it
with a small amount of “brewer’s yeast.” The social
impact had been catastrophic, as pellagra had as its
symptoms mental illness as well as a wide range of phys-
ical debility, often ending in death (Kraut 2003).
Although traditionally such types of malnutrition are
associated with the developing world, especially with
areas suffering from famine, overnourishment in the
form of obesity has also become a problem. Indeed,
where in the early twentieth century, pellagra was seen as
a problem of the “New South,” today obesity is most
common in precisely those areas long haunted by under-
nourishment (Lopez et al. 2006). Pellagra continues to
be a problem in developing countries where there is

significant malnutrition or where niacin-deficient foods
such as corn and rice are the primary sources of nutrition.
Yet, there too, overnutrition may result in the diseases
associated with obesity.

The complex nature of malnutrition in the developing
world means that dieting interventions need to be
developed for the specific state of nutrition in the popula-
tion being targeted. Famines are not due to lack of food
worldwide. They arise as a result of civil unrest affecting
specific people. Amartya Sen’s 1981 Poverty and Fam-
ines: An Essay on Entitlement and Deprivation argued
that famine occurs not from a lack of food, but from
inequalities built into mechanisms for distributing food.
War and violence often prevent global relief agencies
from delivering food to the people who are in need.
Agencies such as the World Health Organization must
negotiate with the local governments to allow food ship-
ments to people. The main goal for this type of interven-
tion is just to get people fed.

Sometimes, dietary interventions are needed because a
particular population is deficient in a specific nutrient
such as protein, vitamin A, or iron. In these cases, even
though enough food is available to maintain caloric
requirements, interventions are still necessary, as was the
case with pellagra. Seasonal variations in the food supply
can lead to deficiencies in protein. The results are classic
images of emaciation, which have become the icons of
famine. Two types of physical images of starvation exist,
often appearing together. Marasmus, which is caused
by the lack of energy due to insufficient food, presents
with a “little old man” appearance in children, with
obvious signs of emaciation: Radical thinness, prominent



appearance of the ribs and spine, often accompanied
by an alert but irritable behavior. Kwashiorkor, caused by
the development of inefficient pathways through the
protein deficiency disease often found in famine areas,
provides further variations on the classic images of stunted
children with its signs and symptoms of edema, with pro-
truding stomachs that can be taken for plumpness on first
glance; skin lesions; thick, easily bruised skin; thin, dry
hair; lethargy and apathetic behavior (Eddleston et al.
2005: 594—5). They are the result of their not being able
to meet the daily protein requirements for growth. Lack
of protein leads to a weakened immune system and a
greater chance of death from infection (Kleinman 2003).
Often in areas of famine, therapeutic milk products, such
as F75 and HEM (high energy milk), are employed.
Interventions to target famine will then often consist of
making further protein sources such as beans, meat, or
eggs available.

Micronutrient (such as iron, folate, iodine, or vitamin
C) deficiencies can lead to a variety of health outcomes
such as mental retardation, maternal death in childbirth,
and growth retardation. When micronutrients are the
main source of deficiency, interventions often focus on
supplementation of diet or fortification of foods. Fortifi-
cation involves putting micronutrients such as iron,
iodine, or folate in foods, like flour or salt, commonly
consumed by the people. Most micronutrient deficiencies
are reversible conditions and can be fixed with proper
supplementation.

Overnutrition, a condition common to the developed
world, is now affecting the developing world. Overnutri-
tion often manifests itself in the form of obesity. As the
developing world moves from rural to urban, from farm-
ing communities to manufacturing communities, indi-
viduals undergo a “nutrition transition.” The nutrition
transition occurs when a society moves away farming
and the raising of livestock as the main source for their
own food. Moderately developed countries have about
30 percent of their population engaged in farm work;
affluent societies have only about § percent. Instead, food
is often obtained secondarily, from markets, and, given
the global expansion of food production and distribu-
tion, even supermarkets. Rather than obtaining food
from the source, as much as 75 percent of the food is
often processed and packaged, leaving it devoid of vit-
amins and minerals (James 2002). In addition to the
change in access to the food supply, the nutrition transi-
tion is usually accompanied by a more sedentary lifestyle
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as people pursue work in offices or hi-tech manufacturing
facilities.

People in countries undergoing nutrition transition are
experiencing the same problems with obesity that has
been seen in the U.S.A. In Latin America and the Carib-
bean as of 19935, there were still 6 million children under
the age of five with low weight for their ages, yet the
general tendency is now toward obesity: “In peri-urban
areas it is normal to find a family in which the father has
high blood pressure, may be fat or not, is short, and has a
problematic history of malnutrition; the mother is
anemic, probably obese, and short; and the child suffer
frequent infections and show stunting” (Pefia and Bacal-
lao 2000: 3). The obesity rates in women there have
increased more rapidly than in men. In Guatemala in
1995, 26.2 percent of women were overweight; 8 percent
were obese (Pefia and Bacallao 2000). The Food and
Agriculture Organization of the United Nations (FAO)
estimates that the burden of obesity in the developing
world is becoming greater than the burden of not having
enough food (see <http://www.fao.org>). Interventions to
target these people are very different to those targeting
people who do not have adequate food. Culturally spe-
cific interventions focus on teaching people about the
importance of daily physical activity as well as moderate
and diverse food intake. People in such populations very
rarely have the wide variety of dieting choices available to
the developed world. Therefore, the message is usually
one of limiting food intake while maintaining energy
requirements.

The movement of peoples also impacts on weight and
disease. An example is the “Hispanic Paradox.” Highly
acculturated Mexicans have a marked higher rate of
obesity in the U.S.A. than their Mexican cousins. Thus,
Mexican-born men and women in the U.S.A. had the
smallest waist circumference. Mexicans who were
American-born speakers of English had intermediate
waist circumference, but U.S.-born Spanish speakers had
the largest waist circumference. Gender plays a role, as
men were always larger than women (Sundquist and
Winkelby 2000).

Thus, in such cultures, the very manifestation of eating
disorders in addition to obesity reflects local concern. In
China, for example, while anorexia nervosa is present
in all of its “Western” appearance, patients attribute
food refusal to “stomach bloating, loss of appetite, no
hunger” and other rationales not concerned with body
image (Lee et al. 1998). For these patients, “medical”
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symptoms such as “stomach bloating” are socially much
more acceptable as a means for bodily self-control than
anxiety about weight gain.

SLG/SuzANNE JuDD
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Diana, Princess of Wales (1961-97)

Diana Frances Mountbatten-Windsor, née Spencer,
British philanthropist and ex-wife of Charles, Prince of
Wales. She was an outspoken figure in the area of popular
dieting culture. Lady Diana Spencer married Charles in
1981, at the age of nineteen. From the beginning, their
marriage was under extraordinary pressures being in the
media spotlight. The young Diana suffered the pressures
of celebrity more than her spouse, as she was not from a
court background and had to adapt to life constantly in
the spotlight on her own.

She was a member of the upper-class, club scene,
called by the media the Sloane Rangers (as they congre-
gated about Sloane Square). They were characterized by
their “sportiness” and “anti-intellectualism.” There was
a great emphasis on slimness for the women, who stressed
physical rather than intellectual virtues. Later, Diana
announced that she had suffered from bulimia nervosa as
a means of explaining her psychological vulnerability
during her marriage. She also confessed that she had a
number of other stress-induced psychiatric conditions,
including potential borderline personality disorder, post-
partum depression, and self-mutilation. It is speculated
that her abnormal eating patterns began around the time
of her marriage, continued through the birth of her two
children (William in 1982 and Henry in 1984), and until
she sought treatment in the late 1980s. The late 1980s
also marked the point when Diana began to gain accept-
ance by the people on her own terms for her charity
work, most prominently with AIDS and landmine organ-
izations. Here, the announcement about her psycho-
logical difficulties was part of a campaign to “humanize”
her as she negotiated with the Court about her status. By
speaking in public about eating disorders, she was able to
place herself among the growing number of celebrities
who were able to admit “failure,” which was less and less
seen as stigmatizing.

In 1992, Andrew Morton’s confessional book Diana,
Her True Story, in which she explicitly spoke to him
about her bulimia, was released. In 1993, she spoke on
the importance of destigmatizing eating disorders to an
international congress. She also talked on television in a
famous 1995 BBC interview with Martin Bashir about
the problem. She had become a “poster-girl” for beating
eating disorders. This position allowed her a moral
superiority but was also a means of identification with

an increasing number of young women self-aware of
their position in the dieting culture. In 1997, Diana died
in a high-speed car chase trying to escape paparazzi,
together with international playboy Dodi Al Fayed, the
son of the owner of Harrod’s department store in
London.

The Oxford Dictionary of National Biography situ-
ates Diana’s impact on the perception of bulimia with
the following:

Where the life and death of Diana had perhaps their
greatest impact was on the acceptability of public
displays of emotion ... Her adoption of the lan-
guage of psychotherapy, her patronage of the cul-
ture of alternative therapies and lifestyle gurus, her
confessional approach, all reflected and amplified
the move of parts of British society away from the
traditional culture of stiff upper lips and repressed
emotion.

(Reynolds 2004)

There is, however, controversy over her true impact.
Laura Currin’s recent study in the British Journal of
Psychiatry showed that from 1988 until 2000, as the
(self-reported) rate of anorexia remained roughly the
same, the rate of bulimia went up drastically, which
implies to some that more people were seeking help, per-
haps because of the destigmatizing effect of the Princess
of Wales’s public stance on the issue. The rate declined
after 1997, suggesting to some that people once again
were unwilling to come forward.

SLG/KATHERINE MANCUSO
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Disability

Obesity is now considered a disability, though for a
long period of time it was not. In 1973, Carolyn Soughers
brought the first (but unsuccessful) size-discrimination
lawsuit. She had been denied employment with a county
civil-service agency on account of her size. It was only in
1993 that the federal Equal Employment Opportunity
Commission ruled that “severely obese” people could
claim protection under federal statutes barring dis-
crimination against the disabled. A “friend of the court”
brief based on this ruling was filed in the case of Cook v.
Rhode Island (o E.3d 17 [1st Cir 1993]), a suit brought by
a Rhode Island woman, Bonnie Cook, who accused her
state of illegally denying her a job on the basis of “per-
ceived disability” because of her size. In this case, the
Equal Opportunity Commission filed an amicus brief
stating that “voluntary morbid obesity” is covered under
the Americans with Disabilities Act. As obesity became a
disability, by 2000, San Francisco, Calif., Washington,
DC, Santa Cruz, Calif., and the state of Michigan had
passed ordinances that added height and weight to the
same antidiscrimination codes in addition to race,
religion, sex, gender, sexual orientation, disability, and
place of birth.

The Americans with Disability Act (1990) stated that
impairment was a state that substantially limited major
life activities. (Analogous definitions are used in the
Canadian Charter of Rights and Freedoms [1994], the
British Disability Discrimination Act [199 5] and the Swed-
ish Act Concerning Support and Services for Persons with
Certain Functional Impairments [1993].) And obesity cer-
tainly does limit such activities. The obese, as we shall see,

continually encounter various forms of discrimin-
ation, including outright intentional exclusion, the
discriminatory effects of architectural, transporta-
tion, and communication barriers, overprotective
rules and policies, failure to make modifications
to existing facilities and practices, exclusionary

qualification standards and criteria, segregation,

and relegation to lesser services, programs, activ-

ities, benefits, jobs, or other opportunities.
(Americans with Disability Act 1990)

Under the regulations promulgated to enforce this act
“morbid obesity,” defined as body weight more than 100
percent over the norm, is “clearly an impairment” (Equal
Employment Opportunity Commission Compliance
Manual § 9o2.2 [c] [5]). This rather arbitrary line means
that to be covered by the “Americans with Disabilities
Act,” the individual cannot just be too overweight for a
specific occupation. In one case, the court held that the
male “plaintiff cannot demonstrate that he was regarded
as disabled on the basis of a specific job of his choosing”
(Clemons v. Big Ten Conference, [1997] WL 89227
[N.D. 1ll. 1997]). What that means is that the question of
defining obesity as a disability still remains fluid.

One can add that not only is “fat” debated under the
question of disability, but also that “too thin” is drawn
into question. In 2000, a student, Keri Krissik, sued
Stonehill College, a private Catholic college in Easton,
Massachusetts “for refusing to let her register on the
grounds of her anorexia,” in violation of the Americans
with Disabilities Act. At the time she was 5 feet and 6
inches and weighed 97 pounds, and had suffered a heart
attack the preceding spring. The judge of the U.S. District
Court, Rya Zobel, dismissed her suit saying that Krissik
failed to show she would be irreparably harmed by not
being allowed to attend the college. The judge did not,
however, rule on whether Krissik could properly be clas-
sified as disabled (Roeber 2000).

The definition of a disability seems to be rather spe-
cific, even if the Supreme Court has been recently altering
and limiting it. The World Health Organization (WHO),
in its 1980 International Classification of Impairments,
Disabilities, and Handicaps, makes a seemingly clear
distinction between impairment, disability, and handicap.



Impairment is an abnormality of structure or function at
the organ level, while disability is the functional con-
sequence of such impairment. A handicap is the social
consequences of impairment and its resultant disability.
Thus cognitive or hearing impairments may lead to
communication problems, which in turn result in isol-
ation or dependency. Such a functional approach (and
this approach was long the norm in American common
and legal usage) seems to be beyond any ideological bias.
This changes very little in the most recent shift to the idea
that disability is to be redefined on a scale of “human
variation” that postulates the difficulties of the disabled
as the result of the inflexibility of social institutions rather
than their own impairment.

When, however, we substitute “obesity” for “cogni-
tive impairment” in the functional model, there is sud-
denly an evident and real set of implied ethical differences
in thinking about what a disability can be. What is obes-
ity? While there is a set of contemporary medical def-
initions of obesity, it is also clear that the definition of
those who are obese changes from culture to culture over
time. Obesity is more than the body-mass index (wt/ht?),
because even this changes meaning over time. Today in
the U.S.A. and the U.K., people with a body-mass index
between 25 and 30 kg/m? are categorized as overweight,
and those with a body-mass index above 30 kg/m* are
labeled as obese. Yet, when the National Health and
Nutrition Survey in 1999 recorded a 55 percent increase
in obesity over three decades in the U.S.A., they retro-
spectively used the body mass index of 30 to compute this
figure. What is fat and what is obese (their two categor-
ies) shifts over time.

Let us apply the rather straightforward WHO stand-
ards of disability to the world of the obese. Is obesity the
end product of impairment or is it impairment itself? If it
must begin with impairment, what “organ” is
“impaired”? Is it the body itself? Is it the digestive sys-
tem? Is it the circulatory system? Or is it the mind, mean-
ing, therefore, the obese suffer from that most stigmatiz-
ing of illnesses, mental illness? Is obesity a mental illness
which is the result of an addictive personality (where
food is the addiction)? Is addiction a sign of the lack of
will? Is it physical dependency, as in heroin addiction? Is
“addiction” a genetically preprogrammed “error” in
the human body, which expresses itself in psychological
desire for food or the mere inability to not know when
one is no longer hungry?
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Is the impairment of obesity like lung cancer in that it
is the result of the voluntary consumption of a dangerous
substance such as fat or carbohydrates? Certainly, WHO
believes this. Having struggled against tobacco consump-
tion, it is intent on launching a campaign against the ris-
ing levels of obesity by persuading manufacturers of pro-
cessed foods to limit the amounts of added sugar. Is such
food “addictive” like nicotine, or is it merely an inter-
changeable sign in society for those things we all desire
but most of us can limit? Surely it is not possible to go
without food as one could go without cigarettes. Is the
obese person mentally or physically disabled? On the
other hand, can you be obese and mentally stable? Is
obesity a disease of “civilization” caused by too fat or too
rich or too well-processed food? Is its “cure” a return to
“real” food or the rejection of food in general? Has it
become the new “epidemic” to be chartered by epidemi-
ologists and combated by public health organizations? If
it is an epidemic, is it contagious or ubiquitous? Are diet
and exercise the sole cures for the myriad definitions of
obesity? Is the social consequence of obesity isolation or a
central place in the society? Where on the scale of
“human variation” are you placed in a world completely
shaped by and for those who are not fat? Is obesity
exogenous or is it endogenous? Are you in the end treated
like a social pariah or Santa Claus?

SLG
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Dublin, Louis (1882-1969)

Statistician and epidemiologist with the Metropolitan Life Company (MetLife)

Dublin was interested in the use of statistics to quantify
the occurrence of diseases, thinking that knowing risk
would help to increase people’s life expectancy by chan-
ging their actions. In 1942, he examined the association
between mortality and weight among the 4 million
people insured by MetLife. He classified people based on
height, weight, and body frame (small, medium, or
large). At that time, the people insured by MetLife who
maintained the average weight for twenty-five-year-olds
tended to have greater longevity than those who were
outside this weight range. Based on these findings, Dublin
determined that people who maintained weight in an
ideal range would live longer and be at lower risk for
MetLife to insure. He published tables containing ideal
weights for individuals based on their height and body
frame.

Originally intended to separate people into favorable
and unfavorable risk categories for the writing of life
insurance, the MetLife tables became so popular among
American physicians in the 1950s that they were
renamed “desirable weight” tables in 1959. These tables
enabled physicians to individualize a person’s ideal
weight based on that person’s individual body height.
People who were above the desirable weight for height
were labeled unhealthy and were instructed to go on a

diet to lose weight. Knowing one’s desirable weight led to
the increased popularity of weighing oneself at home to
determine success when dieting. People now had a weight
goal based on a “science” that provided them with an
absolute barometer for dieting success and promised
health and longevity. These tables ceased in 1983, and,
thereafter, governmental or supra-governmental tables
(such as those by the World Health Organization) have
been used to measure the mortality and morbidity of
people defined as excessively fat or excessively thin.
SLG/SuzANNE JUuDD
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Eating Competitions

On your marks . .. Get set . .. Eat! With thousands of
fans screaming and ESPN cameras covering it all, off they
go. A group of twenty or so adults, ranging from the
small, fit, and trim to the big and tall football lineman,
commence to gorge down, as fast as they can, about two
dozen or so hot dogs piled high in front of each from
Nathan’s Deli. Buns and all! Is this an event at your local
county fair? No, it’s Nathan’s Fourth of July Hot Dog
Eating Contest in New York, with competitors from
across the world, who have practiced all year long to
down almost fifty hot dogs—not simply in one sitting,
but in just twelve short minutes! Eaters’ profiles can vary
in age, weight, or gender. For example, Sonya Thomas,
who holds the second-place rank of top eaters on the
circuit worldwide, is a thirty-seven-year old, and 105-
pound woman. In contrast, Joey Chestnut, who holds the
third place rank, is a twenty-two-year-old male weighing
230 pounds.

In the past, informal eating competitions were about
who could eat a certain amount of food in the shortest
time, but it evolved into a formal competition to deter-
mine who could eat the biggest quantity of a certain food
in a given amount of time. According to the International
Federation of Competitive Eating (IFOCE), the situation
of “30 hungry Neanderthals in a cave” fighting over a
rabbit is a form of competitive eating that existed in the
earlier days. It was not until the twentieth century that
food-eating competitions became organized by and popu-
larized at state and county fairs. The first documented
hot-dog-eating contest was held in 1916 at Coney Island
and has continued annually since, except in 1941 and
1971. In the early 1970s, the New York City publicist
Max Rosey resuscitated the event to sell Nathan’s Hot
Dogs at their stand at Coney Island, then in a rapid state
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of decline. After Rosey’s death in 1990, George and Rich
Shea took over the Nathan’s account and made the hot-
dog-eating contest into a quasi-sport. In 1997, they cre-
ated the IFOCE, based in New York City, to further their
agenda of turning what had been a parody of sport into a
competitive sport. The IFOCE’s motto “In Voro Veritas,”
“In Gorging Truth,” reflects the underlying parody of eat-
ing as a sporting event. With the support of sports writers
such as Gersh Kuntzman of the New York Post, what
had begun as a tongue-in-cheek joke quickly became a
truly competitive sport. Today more than 6,000 profes-
sional eaters are registered with the IFOCE, with the
best known having become celebrities. Ironically, at the
moment when obesity became the world’s newest “epi-
demic,” binge-eating became a sport.

Organized competitive eating has become popular
in a number of nations, including the U.S.A., Canada,
Germany, Thailand, England, Ireland, the Ukraine, Rus-
sia, and Scotland. The most prestigious international
event in competitive eating is Nathan’s Fourth of July
Hot Dog Eating Contest, which claims to be the Super
Bowl or Olympics of competitive eating. A group of
twenty skilled individuals annually compete at Nathan’s
flagship restaurant in Coney Island, where the world
hot-dog-eating championship began. This twelve-minute
contest is watched by fans, supporters, and media. The
world record for this contest is held by Japanese, five-
time champion, 132-pound Takeru Kobayashi (1978-),
who ate 53 % of Nathan’s Famous Hot Dogs and Buns in
twelve minutes on July 4, 2004. Kobayashi also holds the
world records for cow brains (17.7 pounds in fifteen
minutes), hamburgers (sixty-nine Krystal Square Burgers
in eight minutes), and rice balls (20 pounds of rice balls in
thirty minutes).
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Sports broadcasters on the popular cable network
ESPN cover these events and identify the competitions
as a sport and competitors as “athletes.” The IFOCE
spokesperson, Nancy Goldstein, defends the IFOCE
referring to eating competitions as a sport because their
athletes train to compete and acquire necessary skills for
the craft. “Like any sport, the athletes train to compete
... It is believed that [with] some of the heavier competi-
tors, the extra weight doesn’t allow their stomach to
expand as much,” she said. “Some of the skills needed are
capacity to hold the large amount of food, and jaw
strength is very important . . . having skill and great speed
is very necessary as well.”

Since safety is an important issue in any sport, the
IFOCE has developed a set of rules. These rules include
an age minimum of eighteen years. Also, authorized
competitions may only take place in a controlled
environment with fitting rules and appropriate medical
assistance present. The IFOCE does not advise any in-
home training or self-training of any kind and recom-
mends only participating in sanctioned events.

As in any sport, there are conflicts regarding dangers
and risks. Since competitive eaters eat and train at
extreme levels, eating competitions may be a source of
potential problems, seeing that it is not the healthiest
thing to do. Overextending the stomach with this amount
of food could damage the stomach lining. Depending on
the competition, participants may consume anywhere
from 4,000 to 12,500 calories in one sitting. The United
States Department of Agriculture (USDA) recommends
2,300 calories a day for an average male. Some competi-
tors do not completely digest all the food they eat; instead
they vomit, which the IFOCE calls a “Roman incident.”
The IFOCE disqualifies any competitors who vomit
before the time period has expired. This behavior is a
form of binge-eating now understood as a sport.

Joseph Regan, MD and bariatric surgeon in Milwau-
kee went on record to say that by promoting competitive
eating, a bad example is being set because it encourages
binge-eating as a form of entertainment and sport. Regan
and other doctors find it ironic that in an age where

people are obsessing about weight and when obesity has
emerged as one of the country’s most significant health
problems, media outlets, such as ESPN and MTV are
reporting and glorifying these eating-competition events,
recognizing binge-eating as a sport by referring to the
competitors as “athletes.”

Many people believe that a large body size is advanta-
geous in this sport. However, George Shea, the Chairman
of IFOCE contradicts this common notion, arguing that
fat actually restricts the stomach from expanding to its
greatest capacity. This theory is supported by the fact
that today, three of the top competitive eaters in the
world weigh less than 150 pounds.
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Electrotherapy

In the 1790s, based on the work of Luigi Galvani (1737—
98), scientists began to study “animal magnetism.” Gal-
vani identified the movement of the muscles in a frog
when it came in contact with two metals (brass and iron)
(Pera 1992). The galvanic (direct) currents produced
were seen as a “natural” phenomenon inherent to the
very composition of the body. With the discovery by
Alessandro Volta (1745-1827) in 1816 of the “voltaic
pile” (battery), induced currents could be mastered in
ways that static electricity never was. Volta showed that
what was assumed to be a “natural” product of the body
was in fact the result of the generation of a direct current
of electricity through contact with metal. Joseph Carpue
(1764-1846), one of the first modern cosmetic surgeons,
used electricity as a medical treatment for somatic dis-
eases (Carpue 1803). In 1827, Carlo Matteucci (1811—
68) developed the theory of “counter-currents” for the
treatment of muscular paralysis (Matteucci 1844: 266).

In 1831, Michael Faraday (1791-1867) discovered
electromagnetic induction (the faradic coil), offering an
enhanced electrotherapy through its alternating electric
current. The German neurologist Paul Du Bois Reymond
(1831-89) in 1849 formulated the law of electrical muscle
stimulation and first employed the faradic coil for muscle
stimulation. The French physiologist Guillaume Benjamin
Amand Duchenne (1806—75) continued to investigate
those points on the exterior of the body, triggering
deep muscular reactions when stimulated with “localized
faradization” (Duchenne 1855). This discovery led to a
wide-ranging therapeutics of the body through the iden-
tification of trigger points where induced currents could
stimulate the muscle tissue. In Germany, Robert Remak
(1815-65) challenged Duchenne’s use of “faradic” cur-
rents and advocated the use of Volta’s battery, which
produced direct current. Remak made extravagant claims
for the therapeutic efficacy of electricity, which caused
a cascade of anatomical and therapeutic studies of his
“mystical points” of the body.

The “electrical treatment of obesity” was one of the
applications of electrotherapy that treated almost every
pathology diagnosed through the early twentieth cen-
tury, understanding them all as having “somatic” rather
than “psychological” causes. By the middle of the nine-
teenth century, “obesity” had become a common medical
diagnosis based on the popularity of William Banting’s

pamphlet. It was understood as a somatic disorder.
The American electrotherapist George Miller Beard
(1839-83) as early as 1869 treated a wide range of
neurological illnesses, including the “American Disease,”
neurasthenia, with electrotherapy. All of these were
understood as somatic diseases of the nervous system.
One of Beard’s most important disciples was S. Weir
Mitchell. Mitchell, who strongly advocated diet as the
primary treatment for “nervous” ailments, treated
severely underweight patients (but not obese ones) with
electricity “for the purpose of exercising muscles in per-
sons at rest” (Mitchell 1877: 62). His case of Mrs. R
showed rapid improvement, “gaining thirteen pounds on
a weight of ninety-eight pounds . . .” (Mitchell 1877: 64).
Mitchell followed the application of electrotherapy,
being quite aware of the discomfort caused by such
treatments, in the light of the anatomical views of the
effect of electricity on the muscular system. For him, it
was a physiological intervention, which enabled very thin
(and therefore unhealthy) patients to gain weight. Little
or no attention was paid to the psychological impact of
such therapies.

By the beginning of the twentieth century, the radio-
logist Jean-Alban Bergonié (1857-1925) advocated the
employment of electricity to create a general sense of
stimulation of the body to improve overall health. There
had been the use of static electricity to treat “neur-
asthenic patients with obesity” prior to that (Tousey
1915: 68). For Bergonié, electrification of the muscles
was understood to be a surrogate for exercise. The treat-
ment for obesity was in general the rapid contraction of
the muscles of the body to maximize muscle strengthen-
ing while minimizing “one cannot say pain, for there
is no pain with this treatment—sensation” (Humphris
1921: 209).

In the electrification of the muscles treatment, the
patient was seated in a “semi-reclining chair” with fixed
electrodes and was outfitted with a set of moveable,
very large electrodes on the thigh, calf, abdomen, and
arms. All were covered with damp towels to enhance
conduction. The patient was covered with sacks of sand
weighing up to 200 pounds. Treatments lasted from forty
minutes to sixty minutes. According to the advocates of
this approach, patients lost weight and gained “general
well-being.” In one case cited, a patient lost 1.5 inches
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around his neck, as well as 3 inches from his waist in
three weeks. The fact that he only lost 7 pounds sug-
gested he had gained muscle mass. While it was recom-
mended that fruit, vegetables, and salad be consumed,
diet was seen as a minor aspect of the overall treatment
(Humphris 1921: 217). In addition, electrotherapy was
often used to treat what was seen as the pathological
results of obesity, the “failure or perversion of nutrition,”
including diabetes (Hedley 1900: 206-10). Alternative
forms of therapy, such as “hydro-electric baths,” were
also employed, with the patient seated in a warm water
bath while electricity was applied through the water for
half an hour (Tousey 1915: 665).

Some physicians also advocated “cephalic electriza-
tion” which was “found to produce a loss of weight” as
well as treat neurasthenia. The electrodes were placed at
the nape of the neck and on the forehead; current was
gradually applied for at least fifteen minutes. The result
was both a “clearness of thought and ability to work” as
well as a loss of weight (Tousey 1915: 418 and 507).

There was a powerful edge to the claims of electro-
therapy. If obesity was primarily a process that could be
reversed by a form of passive exercise, then its harmful
side effects could be ameliorated. Many physicians of
the time came to doubt the very premise of electro-
therapy. Sigmund Freud (1856-1939) recalled that he
“felt absolutely helpless after the disappointing results [of
electrotherapy . .. Tlhe successes of electrical treatment
in nervous patients are the results of suggestion” (Freud
vol. 14: p. 9). Freud was among a growing number
of physicians in the 1890s who found electrotherapy
unsuccessful. Yet, its powerful associations with the new-
est technologies of mass electrification allowed electro-
therapy to remain seductive until World War II.

The electrotherapy of obesity seems to have a similar
placebo effect to that suspected by Freud in his patients.
The patients undergoing electrotherapy for obesity may
lose as much as 20 to 30 pounds but demanded a stricter
regimen than the limitations imposed by the physician
(Humphris 1921: 218). According to electrotherapists,
patients are concerned with improvement in their general
appearance and see the physical discomfort as vital to the
perceived gain.

The “tingle” effect is the key to the psychological
function of electrotherapy (Fishlock 1994). By the late
nineteenth century, such shocks were associated with
successful medical treatment for obesity. Electrother-
apies for obesity have recently reappeared. Since 1993, a

“Transcend Implantable Gastric Stimulator” (similar to a
cardiac pacemaker) has been used to treat obesity in more
than 700 patients. Implanted laparoscopically, the device
provides ongoing electric shocks to the stomach. Accord-
ing to a study in France, the stimulator produced “satis-
factory short-term weight loss . . . in a subset of patients”
(D’Argent 2002). EM. Ng of Monash University in
Australia is exploring “the effect of subcutaneous electro-
therapy in reduction of adipose tissue mass in cellulite”
(Ng 2006). Electricity is still in the service of weight
loss, without much consideration of its psychological
implications.
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Elisabeth von Wittelsbach, Empress of Austria (1837—98)

Elisabeth Amelia Eugenia, Empress-Consort of Franz
Joseph I, otherwise known as “Sisi,” was one of the
“beauty” celebrities of the nineteenth century. After
her marriage to Franz Josef I, Emperor of the Austro-
Hungarian Empire on April 24, 1854, she became “the
reigning star of her age” (Sinclair 1998: 189). Like Diana,
Princess of Wales, to whom she has been frequently com-
pared, she became the symbol of celebrity beauty as the
ultimate sign of tragedy (Daimler 1998: 241—52; Sinclair
1998: 200—4). Like Diana, Elisabeth stated often that her
royal marriage had brought her in contact with the stifling
nature of the court; and she later deeply regretted the
marriage. As the mother of the thirty-one-year-old Crown
Prince Rudolf of Hapsburg, whose suicide with his
beloved Baroness Mary Vesta at Mayerling on January
30, 1889 shook the Empire, Elisabeth became a symbol
of the tragic life of the beautiful. Indeed, after her death,
she became the subject of a “Sisi-cult.”

Sisi held herself up to extreme beauty standards, which
included an 18-inch waist. Each day she was measured by
her hairdresser Franziska Feifalik, who assured her that
the waist, wrist, and ankle measurements of her 105-
pound, five-foot and six-inch tall body fulfilled her and
her world’s ideal. Fasting was one of the penalties if she
exceeded the measurements she thought ideal. Her per-
fect food was milk, to the extent that she actually trav-
elled with her own milk cow, often living on a single glass
a day for sustenance. Otherwise, she ate oranges, at the
time expensive and difficult to obtain, or a glass of the
newest “health” food, beef broth made from a powder.

Living in Imperial Vienna, Sisi had weight-loss instru-
ments created for her personal living quarters in the Hof-
burg castle. She exercised every day and ordered a gym be
made available to her when she traveled. Constantin
Christomanos, who was the “Greek Reader” to the Emp-
ress, noted in a diary entry that the end result was an
extremely thin body: “I just saw her in her gym. She cre-

ated the impression of a being somewhere between a
snake and a bird” (Christomanos 2005: 124).

Indeed, by the late 1890s, her physician Viktor Eisen-
menger diagnosed her as having the tell tale breath of the
anorexic, a diagnostic category only recently introduced
by William Gull.

While her tiny waist and low weight contributed to her
role as a nineteenth-century beauty icon, the measures
she took to achieve her appearance were both physically
demanding and unhealthy. The constant use of purga-
tives and laxatives as well as her restricted diet cost Sisi
her health, leaving her with symptoms of sciatica and
painful foot complaints. Sisi was so obsessed with attain-
ing the highest levels of beauty, she refused to allow any
photographs of her after she turned thirty, for it was said
that she suffered from premature wrinkles. During the
nineteenth century, thinness was not the standard of
beauty, yet Sisi was nevertheless admired and loved
by women and men around Europe for her dashing
beauty and thinness. Like Diana, the circumstances of her
separation from the Emperor after 1860, for “reasons of
health,” and her murder by the anarchist Luigi Lucheni
on September 10, 1898 in Geneva made her the ideal
beauty celebrity of her age.
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Emaciated Body Images in the Media

The pop culture industry’s idealization of stick-thin
body types has received a large amount of attention in
recent years, especially due to increasing evidence that
American women are less satisfied with their bodies than
ever before. Eating disorders are commonly discussed in
the U.S.A., and body image is distorted to the point that
45 percent of healthy-weight women believe that they are
overweight (and many of those report being “on a diet”).
The literature attributes a large portion of this problem to
the extremely large number of airbrushed images of stick-
thin models bombarding the American population every
day. Considering that average model is 5§ foot 9 inches
and 110-15 pounds and the average American woman is
5 foot 4 inches and 138 lbs, none of this is very surprising
(Rowland).

The issue has reached a point where even some fashion
magazines have begun to publish articles condemning
unhealthy-looking models, some even going as far as to
employ “plus-sized” models. Hilary Fashion, North
America’s most popular online women’s magazine since
1995, is an example of this new trend. In a recent article
entitled “Obsessed with Thin: Has the Media Gone Too
Far?” the author puts magazine covers featuring stick-
thin models side by side with quotes from models and
actresses testifying that the pictures are not realistic.

The irony in this idealization of an emaciated body
image is that only a few centuries ago in Western culture,
and continuing today in some non-Western cultures, a
starving body was associated with disease and poverty. In
every human population besides the one of rare over-
abundance in the contemporary Western world, to be fat
was to flaunt one’s wealth. The classic artistic representa-
tions of larger women by the seventeenth-century Flemish
painter Peter Paul Rubens (1577-1640) (“the Rubenesque
woman”) offered a very different body image that was
equally idealized. His highly charged Rape of the Sabine
Women represented exaggerated and sexualized female

figures reflecting middle-class aesthetic norms of the day.
In contemporary American culture, however, highly cal-
oric food is inexpensive, and time has become far more
valuable. Today, unlike in the age of Rubens, it is no
mark of status for a woman to be able to be seen as (or to
see herself as) overweight; to be thin shows she has
money to buy the more expensive, lower caloric foods, as
well as the free time to prepare it. Furthermore, few
people can appear fit and thin without exercise, which
takes up more time, and many forms of exercise require
the luxury of a trip to the gym. The end result is that in
the Western world, upper-middle-class women tend to be
significantly thinner than women of lower socioeconomic
status. The irony is that the “peasant” pictures of Flemish
artists of Ruben’s age, such as Pieter Brueghel the
Younger (1564-1638), do not reflect the exaggerated size
of Ruben’s idealized, erotic female figures. Thus, in his
The Peasant Wedding, the festivities are presented with-
out any reflection of exaggerated body types.

However, it is important to keep in mind that this
phenomenon of a heavier lower class is confined to the
modern Western world where food shortages are nonex-
istent. In much of the developing world, access to food is
limited, leading to undernourished, thin people. How-
ever, overweight has also become a major problem in the
developing world.

The greatest hypocrisy of all is that when Americans
are bombarded with images of stick-thin models, they
yearn to look like them, but foreign-aid agencies and
news agencies use very similar pictures of people in
developing countries for shock value. Fashion vs. Famine
is a great contradiction in the world today, and one that
has received surprisingly little attention.
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Enlightenment Dietetics

What had been a religious obsession about moral cor-
ruption in Martin Luther’s sixteenth-century understand-
ing of obesity and the body came in the Enlightenment to
be the stuff of the science of dietetics dealing with illness.
The meaning of the fat body came to be the focus of
science with all of the moral quality ascribed to secular
questions of health and illness, rather than to the moral
readings of gluttony and obesity.

By the seventeenth century, there was the first, modern
creation of a specialized literature of “healthy” and
“unhealthy” foods such as Johann Sigismund Elsholtz’s
(1623-88) Diaeteticon (1682). His tabulation of every
possible food and drink that was (or could be) consumed
for its healthy and unhealthy properties had become a
standard for the classification of foods. Indeed, he quotes
Galen to the effect that every physician should become
knowledgeable in the art of cooking (Elsholtz 1984:
xx2). Toward the end of his book, he advises on the
appropriate diet for men—they should combine eating
with work or exercise, such as fencing. He also ends his
book with a warning, following Hippocrates, that the
athletic body of the man can more easily age and become
ill when he overeats (Elsholtz 1984: 345).

The moral questions remained, but slowly were loosed
from the overt religious rhetoric of obesity. The French
essayist Jean de La Bruyére (1645-96) presents us a series

of portraits of men who are types, or “characters,” in
1688. Among them is Clito who

had, throughout his life, been concerned with two
things along: namely, dining at noon and supping at
night; he seems born to digest; he has only one
topic of conversation: he tells you what entrées
were served at the last meal he was at, how many
soups there were and what sort of soups.

(La Bruyere 1970: 208)

He is “the arbiter of good things.” But sadly, La Bruyére
notes, “he was giving a dinner party on the day he died.
Wherever he may be, he is eating, and if he should come
back to this world, it would be to eat” (La Bruyére 1970:
208). The deadly sin of “gula” (gluttony) has become
gormandizing, but the result is the same—death.

By the Enlightenment, Christoph Wilhelm Hufeland
(1762-1836) had captured in his extraordinarily popu-
lar The Art of Prolonging Life (in two volumes, 1796—7)
the “good” and “moral” aspects of the physical nature of
man (Hufeland 1797: 1, 169). Fat is simply bad for Hufe-
land and the Enlightenment philosophers because most
people eat much more than they need. “Immoderation”
is one of the prime causes of early death (Hufeland 1797:
I, 43). Invoking the golden mean, eating too much and
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eating too richly will kill you. “The first thing which, in
regard to diet, can act as a shortener of life, is immoder-
ation” (Hufeland 1797: 11, 43). Too much food and food
that is too “refined” are the cause of the shortening of
life. Food that tastes too good makes one eat too much.
Simple is better than complex: “Eggs, milk, butter and
flour are each, used by itself, very easy of digestion; but
when joined together, and formed into a fat, solid pud-
ding, the produce will be extremely heavy and indigest-
ible” (Hufeland 1797: II, 45-6). “People in a natural
state . .. require few rules respecting their diet” (Hufe-
land 1797: II, 242). Balance in diet is vital: Vegetables
and bread must be eaten with meat. Indeed, the avoid-
ance of “flesh” and of wine is advocated (Hufeland 1797:
11, 248). Healthy is simple; simple is long life.

“Idleness” is also a cause (Hufeland 1797: II, 64).
Human beings have lost their natural ability to determine
how much we need by childhood overindulgence. Nat-
ural man, notes Hufeland, in plowing the fields has pur-
pose, exercise, and food appropriate to long life. “His
son becomes a studious rake; and the proportion between
countrymen and citizens seems daily to be diminished”
(Hufeland 1797: II, 217). The fat child is now the father
(and mother) of the fat adult. Indeed, Hufeland places at
the very beginning of his list of things that will certainly
cause early death—a “very warm, tender, and delicate
education” in childhood in which children are stuffed
“immoderately with food; and by coffee, chocolate, wine,
spices, and such things” (Hufeland 1797: II, 9). Not sin
but middle-class overindulgence begins to be seen as the
force that creates fat boys. In the nineteenth century,
the “science” of diet seems to replace the morals of diet.
The hidden model remains the same: The normal, rea-
sonable man is always contrasted with the fat boy and
always to the fat boy’s detriment. And the reward for the
thin man is life, life extended (and if Augustine is to be
believed, life eternal), while the fat person dies young and
badly.

Immanuel Kant (1724-1804), in his essay on “Over-
coming Unpleasant Sensations by Mere Reasoning”
(1797), argued that dietetics could only become phil-
osophy “when the mere power of reason in mankind, in
overcoming sensations by a governing principle, deter-
mines their manner of living. On the other hand, when it
endeavors to excite or avert these sensations, by external
corporeal means, the art becomes merely empiric and
mechanical” (Kant 1991: 371-93). This is his direct
answer to Hufeland’s empiricism. Hufeland had sent him

his book on diet and longevity in the winter of 1796, and
Kant recognized in it Hufeland’s attempt to fulfill Kant’s
demand that the physical (and physiological) aspects of
the human being be treated “morally.” Kant’s recogni-
tion that Hufeland’s argument for prophylaxis is to avoid
illness, rather than using specific foods for treatment
in a philosophy of moral life. He relates this to the
Stoic notion of “endurance and moderation” (Kant
1991:375).

Kant’s essay (as with many of these presentations con-
cerning diet and longevity) is highly autobiographical.
His discussion of diet is tangibly tied to his awareness of
his own aging body (Kant 1991: 383). He compares him-
self to the men in their prime, and he defines aging specif-
ically in gendered terms. He speaks of the increased
amount of liquid that “aged men” seem to need to drink,
which then disturbs their sleep. For Kant, the power of
the rational mind to avoid illness rests in the control that
the mind has not only over that which one ingests, but
also the very control of breathing and the body. It is the
will that controls the body. Part of this rationale is
explained in the final footnote in which Kant speaks of
the blindness in his one eye and his anxiety about the
failing sight in the other. He distances this fear by asking
whether the pathologies of vision are in his eye or in
the processing of the data in his brain, and notes that he
has not actually felt the loss of the blind eye. Unlike diet,
which can be manipulated to control the health (and
weight) of the body, the aging body seems to have its own
rate of decline for which there is no control, even in
rationality. Kant’s essay, which begins with Hufeland’s
dietetics, ends with the aging, half-blind philosopher
ruminating on the irresistible but fascinating decay of his
own body.

The beginning of a “modern” (i.e., materialist) science
of medicine saw the development of the view that human
beings proceed along an arc of development and that
there is a specific moment where the body is most at risk
from obesity. In 1757, the Dutch physician Malcolm
Flemyng (1700-64) argued for the inheritance of a ten-
dency toward obesity in a presentation to the Royal Soci-
ety of Physicians in London. His A Discourse on the
Nature, Causes, and Cures of Corpulency (1757) argued
for a physiological rather than a moral definition of obes-
ity: Fat people are not inherently lazy or sinful. His cure is
exercise early on as “persons inclined to corpulency sel-
dom think on reducing their size till they grow very bulky
and then they scarce can or will use exercise enough to



be remarkable serviceable” (Flemyng 1757: 34). Thomas
Jameson in 1811 felt that the period from the twenty-
eighth to the fifty-eighth year was the height of male per-
fection (Jameson 1811). Kant would have agreed with
this. And yet this is also the age of the most danger as “we
... find corpulency steals imperceptibly on most men,
between the ages of thirty and fifty-seven. In many
instances the belly becomes prominent, and the person
acquires a more upright gait” (quoted in Jameson 1811:
90). Yet this is not necessarily a bad thing as “a moderate
degree of obesity is certainly a desirable state of body at
all times, as it indicates a healthy condition of the assimi-
lating powers” (quoted in Jameson 1811: 91). Obesity
“also diminishes the irritability of the system, since fat
people are remarked for good humour, and for bearing
cold better than those who are lean, on account of the
defensive coat of fat surrounding their nerves” (quoted
in Jameson 1811: 91). But fat can become dangerous:
“when the heart and great vessels are so oppressed with
fat, as to render the pulse slow and feeble, and the respir-
ation difficult, the cumbrous load becomes of more ser-
ious import to the health” (quoted in Jameson 1811: 92).
The “prominent belly” is “considered as the first symp-
tom of decay, particularly as it is generally observed to
continue through a great part of old age” (quoted in
Jameson 1811: 105). Here again the shadow of the Greek
humors reappears to claim that the phlegmatic body and
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the aged body have the same, underlying pathology, that
of obesity.
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Fashion

“I¢ you attach no importance to weight problems, if not
being able to wear new, trendy small-sized clothes does
not cause you any regret, this book is not for you,” states
fashion designer Karl Lagerfeld (1933-). He gained fame
or notoriety when he lost 8o pounds in one year. “I sud-
denly wanted to dress differently, to wear clothes
designed by Hedi Slimane,” he said. “But these fashions,
modeled by very, very slim boys—and not men my age—
required me to lose at least eighty pounds. It took me
exactly thirteen months.” He followed a diet created for
him by Dr. Jean-Claude Houdret, which inevitably led to
a book called The Karl Lagerfeld Diet. Thus, a fashion
designer joined the countless numbers of people who
invent and write books based on diets. However, some
might argue that people in the fashion industry have
always been influencing the world of dieting by perpetu-
ating or creating bodily ideals.

In the late 1700s, Beau Brummell helped change Brit-
ish fashion by promoting a more natural look, reverting
to the bodily ideal of the ancient Greeks (Hollander
1999: 137-8). Around 1815, tailors created standard
measurements, based on standard proportions, in order
to mass produce ready-to-wear clothing (Hollander
1999: 139—40). As a result, people could compare their
bodies to the soldiers’ bodies from which the norm was
established. In the Victorian era, the Western world
believed that women needed corsets in order to support
their frame because their waists and spines were not
strong enough. Tightly lacing their corsets also allowed
women to attain the ideal body, which, from the 1820s,
had a waist circumference of 18 inches and forced an
upright posture. These corsets, despite inducing fainting,
uterine and spinal disorders, muscle wasting, and crushed
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ribs, helped women achieve large hips and breasts.
According to Germaine Greer’s highly influential The
Female Eunuch (1970) “Nineteenth-century belles even
went to the extremity of having their lowest ribs removed
so that they could lace their corsets tighter” (Greer 1970:
40). By the 1830s, padding was also used to enhance
one’s hips and breasts and was even used for one’s
arms and thighs (Banner 1983: 48, 60-1; see also Ogden
2003: 35). Meanwhile, New York couture toyed with the
“willowy look, with a hint of frailty, as standards of
appearance began to be more important for respectable
women” (Stearns 1997: 7).

Then, from 1830 to 1870, the new ideal was a fuller
figure, so clothing included puffed sleeves, heavier
material, and strong colors (Lurie 1981: 64—9). Also at
this time, Amelia Jenks Bloomer, with her Bloomer
reform dress, attempted to change fashion with trousers
and no corset for women. The damaging effects of corsets
were also noted around this time (Thesander 1997: 98—
9). From the 1870s, upper classes began trading in their
corsets for a more natural, corsetless look with loose
dresses that hid one’s body size. In the 1880s, an electric
corset was introduced to the market by “Dr. Scott,” with
an advertisement that claimed that it cured many dis-
eases, including rheumatism, paralysis, liver and kidney
troubles, and constipation. The corsets were declared to
be “equalizing agents in all cases of extreme fatness or
leanness, by imparting to the system the required amount
of ‘odic force’ which Nature’s law demands” (Rudofsky
1971: 107). That is, this magical corset claimed to be a
body shaper in the both the mechanical and metabolic
sense. But by the 1890s, the trend of going corsetless
spread to the middle class and clothes became tighter,
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further encouraging thinness. In 1895, upper-class
women still padded their clothing. In 1908, a French
designer came out with corsetless dresses, although this
sparked a controversy that lasted until the 1920s. One
argument against corsetlessness was based on an aversion
towards females and exercise. One author even wrote,
“What has the average girl to do with a gymnasium?
Sweeping and scrubbing a floor and dusting out a room,
is infinitely more beneficial and useful than going to a
sanctified room to turn somersaults” (Rudofsky 1971:
182). At the time, unless they exercised in a women-only
facility, women wore corsets while exercising.

Gradually, a fuller figure was openly traded in for a
thinner one. In 1912, the magazine Journal des Dames et
de Modes vacillated in opinion by espousing both beliefs,
that “fashion . . . only modifies very little the voluptuous
silhouette of women of fashion” and that “thinness tri-
umphs” (Steele 1985: 230). In the 1920s, the flapper look
was firmly in vogue, so women desired a more natural,
albeit asexual, shape, also known as the “modernist
body.” This streamlined figure may have been a reaction
to the growing independence of women who earned the
right to vote and were part of the workforce during
World War I. The popularization of this shape can be
seen in the changing display mannequins, from a natural,
curved shape to a straight, boyish one. The consequence
of this meant that sports and diet replaced corsets,
although some women even used some sort of bodice to
compress their bust. From 1925, legs became an indica-
tor of one’s fitness, so dresses became shorter and stock-
ing production increased (Wollen 1993: 20~1; Thesander
1997: 107, 113, 118). After World War II, the corset
returned to fashion. In the 1970s, a modern corselet, or
combination of corset and brassiere, appeared, called
the body stocking which fit one’s natural shape. In the
1980s, fashion promoted fitness: Beauty meant youthful,
slim, and active bodies; and dieting replaced corsetry
(Thesander 1997: 201; Steele 1985: 241).

Since the early 1960s, fashion models have been thin.
Photographers argued that thin bodies did not compete
with the clothing, such that full interest could be devoted
to the garments (Banner 1983: 287). In the 1960s, girls
dieted for the extremely thin body of model Twiggy (The-
sander 1997: 181). By this time, a transition occurred
from corsets of wire and lace to rubber to no corsets at all.
This so-called freedom actually meant that one needed
more internal control of one’s body, which resulted in
expansion of the dieting industry (Ogden 2003: 106).

Clothing has continued to be used as a substitute for or
supplement to a diet to achieve the illusion of one’s desired
body shape. For example, the Oprah episode titled “Look
10 Pounds Thinner—Instantly” advertised that viewers
could “Look skinny! Look like you lost weight just by
what you wear.” One stylist suggests that plus-size women
should wear capri pants because “it shows enough leg to
look summery, and with a bit of a heel or wedge your legs
will look longer so you will look leaner” (Bouchez 2005:
2). Similar fashion advice could be found in a Men’s
Health article called “Return of the Thin Man” (Dotson
1991: 45). Besides creating this illusion, Hillel Schwartz
notes that this advice to “wear navy blue or black with
vertical lines, slender jewelry, soft collars and noiseless
materials. No large or glaring patterns, no jangling trim,
no noisy taffeta or satin, no striking colors” served to do
more than hide small flaws: “The clothing designed for
the Stylish Stout was clothing designed to be inconspicu-
ous, to fit in” (Schwartz 1986: 1671).

In our current era of fashion, finding clothes that “fit”
is of utmost importance. A new, state-of-the art inven-
tion that supports this trend is called “Intellifit.” It is a
see-through booth that uses radio waves to collect your
body’s measurements and suggest brands and sizes that
best fit you (intellifit.com). In addition, many stores have
added plus-sized clothing, and other stores have popped
up that cater exclusively to this demographic in adults
and children. Just as before, without corsets or, for men,
without the slimming double-breasted suits, people are
expected to maintain a thin look naturally through
dieting.

Studies have not been able to clearly explain the rela-
tionship between fashion and dieting. While one study
has shown a positive association between reading fashion
magazines and having dieted or exercised in order to lose
weight among U.S. preadolescent and adolescent girls
(Field et al. 1999: 36), another study showed no such
correlation between reading fashion magazines and diet-
ing (Stice et al. 2001: 270). Despite the contradicting
research, popular belief still holds that the fashion indus-
try encourages dieting by promoting thinness. In 1953,
Vogue editors wrote “Fashion is often reproached for this
preoccupation with slimness—and, as a fashion maga-
zine, we mind not at all sharing the accusation. For doc-
tors agree that most women’s desire to be slender is a
vanity that can pay off in good health and a longer life”
(Schwartz 1986: 334). The fashion industry has been
criticized for the glorification of thin bodies and for size



discrimination. In addition to fashion’s influence on diet-
ing, it is also true that the dieting industry has influenced
fashion. With a greater emphasis on dieting, corsets are
unnecessary, but fashions still attempt to be fitting and
flattering, allowing the wearer to look thinner. Although
fashion ideals came first, there is a definite association
between fashion and dieting and a symbiotic relationship
that has lasted for centuries.

SLG/DoroTHY CHYUNG
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Fast Food

With the articulation of obesity as an epidemic came
attempts to locate its origins. Fast food, as a rather obvi-
ous culprit, has emerged as the unscrupulous enemy of
health (and thinness), especially for children. As a result,

the industry has garnered all varieties of critical attention
in recent years. In response to the outcry of scholars and
activists, and, most directly, legal challenges, fast food
has begun to reform its image.
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A recent flurry of criticism addresses the linked ethical
and nutritional failures of fast food and its increasingly
global impact on eating habits and health. Eric Schloss-
er’s critically acclaimed and widely taught Fast Food
Nation (2001) paved the way for more recent and popu-
lar books like Greg Cristor’s Fat Land: How Americans
Became the Fattest People in the World (2004) and
Morgan Spurlock’s Don’t Eat this Book: Fast Food and
the Supersizing of America (2005). Perhaps most popu-
larly damning the industry for its role in creating the
obesity epidemic is Spurlock’s 2003 Sundance award-
winning documentary Super Size Me.

The film documents Spurlock’s weight gain and ever-
declining health as he embarks on a McDonald’s-only
diet in order to demonstrate the ill effects of fast food. He
argues that encouraging overeating and frequent con-
sumption of fast food is in fact the profit-hungry intent of
McDonald’s advertising, contrary to its legal defense,
which suggested that consumers know that fast food
is fattening and unhealthy and should be eaten in
moderation. While many agree that lawsuits against the
fast-food industry are outrageous, others have drawn
parallels between anti-fast-food and anti-tobacco litiga-
tion, arguing that there must be corporate accountability
for public health (Mello et al. 2003).

In the wake of bad PR, McDonald’s and the rest of the
fast-food industry have begun to clean up their image.
Coca-Cola, PepsiCo, and Frito-Lay are among the big
names that have in recent years sponsored campaigns to
get kids more active and promote “healthy lifestyles.” In
addition, fast-food chains have introduced or vamped up
the marketing of a variety of healthier alternatives. Most
places are offering more salads and veggie burgers and
are devoting more airtime to promoting them. McDon-
ald’s has been promoting its new white-meat chicken
nuggets, while Wendy’s has started including orange
slices in its children’s meals. Denny’s and other fast-food
diners have added vegetable and heart-smart sides to
compete with their classic French fries.

Americans spend so much time eating away from
home that a diet was even created for those who regularly

consume fast food. Subway has cashed in on spokes-
person Jared Fogle’s extreme weight-loss success story,
marketing itself as the fast-food alternative for adults and
children (Buss 2004). After the success of the Subway diet
and Super Size Me, most of the fast-food restaurants
make healthy options very obvious on the menu. In add-
ition, they publish information on the fat content of their
foods so that the consumer can make an informed deci-
sion. The results of these changes in terms of childhood
obesity remain to be seen. What is clear is that the diet
industry is ever-expanding its reaches and is always big
business, even for fast food.

SLG/ANGELA WILLEY
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Fat Assessment in Adults

Weight assessment is a dynamic process by which the
weight status of an individual or a group is evaluated.
The process is considered dynamic because weight in
terms of pounds may not be enough to predict health
risks. However, this process enables a clinician or indi-
vidual to identify risks and determine appropriate
intervention. There are many measures used in weight
assessment, all aiming to provide similar information.
Body Mass Index (BMI) is a number calculated from a
person’s weight and height, indicating presence of obesity
and highly correlated with body fat and health risk. As
BMI increases so does the risk of morbidity and mortal-
ity. BMIcan be used to determine a “healthy weight” range
for an individual or health risk, which is increased in
persons with conditions such as diabetes, hypertension,
or cardiovascular disease. BMI is a mathematical value
calculated by weight in kilograms divided by height in
meters squared (kg/m?). The BMI value corresponds to a
certain obesity class, applicable to both men and women:

BMI Obesity Class

18.5 Underweight

18.5-24.9 Normal weight

25.0-29.9 Overweight

30-34.9 Obesity (Grade I)
35-39.9 Obesity (Grade II)

40 Severe Obesity (Grade III)

Even though BMI is considered a good estimate of body
fat, it does misclassify elite athletes and bodybuilders as
obese. Therefore, other measures have been created to
better estimate body fat. Waist circumference (WC) is
another measure that indicates an individual’s relative
risk for obesity related diseases. The indicator for obesity
for males is a WC greater than 101.5 cm and for females
a WC greater than 88.9 cm, and individuals with excess
abdominal fat are at an increased risk for Type-2 dia-
betes, dyslipidemia, hypertension, and cardiovascular
disease. WC is a specific measure of abdominal obesity,
which is a stronger risk factor for many chronic diseases
than other types of obesity. To determine WC, measure
the circumference around the upper hipbone. The tape
measure should be snug, but should not cause compres-
sions on the skin. Measuring waist circumference is an
inexpensive, convenient, and noninvasive method for

estimating abdominal fat before and during weight-loss
treatment.

Anthropometrics is a method used to establish
whether BMI indicates muscle or fat. Common methods
include measurements of wrist circumference and elbow
breadth, which serve as criteria to determine body frame
size. Frame size, useful in determining appropriate
ranges of desirable body weight, is then calculated by
dividing height by wrist circumference. Some people
may find that they may have to lose more or less weight
than they were originally led to believe since each per-
son’s bone structure and frame varies in size and density.
Wrist circumference is measured at the bones of the
wrist.

Small Medium Large (cm)
Men <10.4 10.4-19.6 >19.6
Women <10.9 10.9-19.9 >I19.9

When using elbow breadth measurement, the height
corresponds with elbow breadth. The ranges fall in small
frame (< range), medium frame (within range) and, large
frame (> range):

Men

Height Elbow Breadth (cm)
§'1"-5"2"  6.35-7.30
5'3"-5'6"  6.67-7.30
§'7"-5'10”  6.98—7.62
s'11"-6"2"  6.98-7.94

6’4" 7.30-8.23

Women

Height Elbow Breadth (cm)
49"-410"  5.73-7.30
4'11"-5"2"  5.73-7.30
5'3"-5'6"  6.03-6.67
§7"-5'10”  6.03-6.67

s'rt” 6.35-6.98

In addition to the weight and length measures used to
determine a person’s weight, there are also ways to calcu-
late body fat. Five common ways to calculate body fat are
the bio-electric impedance, underwater weighing, bod
pod, magnetic resonance imaging (MRI), and skin folds



92 FAT CAMPS

measures. Each of these measures has strengths and
weaknesses in determining body fat. For example, MR is
considered the gold standard in terms of measuring
abdominal obesity but costs thousands of times more
than skin folds measures. And although either under-
water weighing or the bod pod are considered the most
accurate in terms of measuring total body fat, both are
very invasive to the individual being tested. They involve
taking off all one’s clothes apart from a bathing suit or
undergarments and then either submersing oneself in
water (after exhaling all the air in the lungs) or lying in a
confined space for anywhere from three to five minutes.
Even though MRI, underwater weighing, and the “bod
pod” are considered the gold standards for fat assess-
ment, they are rarely used to measure fat because of cost
and logistics. Therefore, even though skin folds and BMI
(Body-Mass Index) are not nearly as accurate as the gold
standards, they are far more commonly used.

Ever since Louis Dublin showed that weight is a strong
risk factor for death, people have been trying to figure out
if all weight is bad. In the later part of the twentieth cen-
tury, it was believed that it was not weight alone that
contributed to the increased risk but rather percentage of
body fat. It is now believed that it is not just percentage of
body fat but rather type and quantity of “bad” or abdom-
inal fat that matters. As new ways of quantifying and

qualifying fat become available, the definition will likely
continue to evolve.

SLG/RakHI PATEL
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Fat Camps

Over the past twenty years, American parents, educa-
tors, and health professionals have become increasingly
concerned with the prevalence of overweight and obes-
ity among children and adults in the U.S.A. and around
the world. Results from the 2003-4 National Health
and Nutrition Examination Survey (NHANES) indicate
that an estimated 17 percent of children and adolescents
aged two to nineteen are overweight (Johnston and
Steele 2006: 1; National Center for Health Statistics
2003—4). The numbers for adults are even worse at an
estimated 66 percent being overweight or obese.
NHANES numbers also indicate that the problem of
overweight in the U.S.A. is growing (Ogden et al. 2006).

With obesity numbers on the rise, popular and medical
discourse on appropriate interventions and treatment
methods for weight control are burgeoning. One
increasingly popular treatment for overweight children
and adults (who can afford it) is inpatient care at a resi-
dential weight-loss camp or facility, commonly known
as “fat camps.”

While there has certainly been an increase in the num-
ber of available camps, centers, clinics, and spas designed
to treat overweight in recent years, residential health
camps, themselves, are not a recent development. They
have their historical roots in the spas, health resorts, and
health farms of Europe and the U.S.A. It is likely that



European spa practices originally evolved from Roman
baths, which grew out of southern Italian and Greek
therapeutic bathing at volcanic springs (Delaine 1996:
236). In England, specifically, interest in hot water min-
eral spas as sites where health could be restored or pro-
moted date to the sixteenth century (Hembry 1997: 1—2).

By the eighteenth and nineteenth centuries, European
spas were popular destinations for members of the
growing middle class who searched for disease cures and
improved health (Hembry 1997: 2). At this time, news-
papers and magazines advertised bathing in and drinking
mineral water as a cure for such varied afflictions as
scurvy, jaundice, indigestion, nervousness, and scrofula
(Hembry 1997: Figure 5). Certainly, weight control and
digestive difficulties were not the main focus of resort
visitors; however, wealthy members of society did visit
spas in search of a remedy for problems of overweight
(Hembry 1997: 242). Corpulent individuals were encour-
aged to bath in and drink mineral water, which was bot-
tled for sale and made available all across the country in
the early 1800s (Hembry 1997: 242).

Health resorts were also popular destinations for
middle-class leisure and recovery in Germany, France,
and the U.S.A. In late-nineteenth and early twentieth-
century America, doctors and lay enthusiasts developed
health farms and institutions, which catered to patients
suffering from infectious diseases and psychological ail-
ments, as well as clients merely interested in “healthful
living” (Jones 1967). Institutions, including the Agnes
Memorial Sanatorium in Denver and the Battle Creek
Sanatorium in Michigan among others, were especially
popular destinations for patients seeking relief from
tuberculosis (TB) (Jones 1967; Schwarz 1970). By the
early twentieth century, the YMCA also established
health farms in Denver, Dallas, Philadelphia, and other
cities, where young men could recuperate from TB and
other diseases; indeed, a nationwide series of “prevento-
ria” were established so that urban children could
strengthen their lungs in the healthful climate of rural
American as a prophylaxis against TB (Anon., A Colo-
rado Health Farm 19025 Anon., News and Notes 1903;
Anon., Chicago Health Farm Proposed 1912).

These institutions emerged within the context of a
growing medical and social concern about abnormalities
in body weight, including the recognition of anorexia as a
“wasting disease” apart from other conditions like TB
and increasing cultural concern about overweight in chil-
dren and adults (Brumberg 1988: 182—3 and 214-15).
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While medical concerns about the health dangers of
overweight can be dated to the early eighteenth century
(Albala 20035), discourse about regulating body weight
became more pronounced at the turn of the century
(Sterns 1997: 27—-32). Mothers, specifically, were encour-
aged to monitor the weight of their children against new
standardized weight charts and to take measures to
rectify weight problems (Brumberg 1988, 232—35). This
context provided the impetus for medical professionals in
the U.S.A. and Europe to develop dietary management
routines for treating overweight and underweight
patients (Brumberg 1988: 154—5; Sterns 1997: 38—47).

Treatments for abnormal body weight frequently
included regimented eating and activity schedules
designed to promote weight loss or weight gain depend-
ing on the patient’s specific needs. For example, at Battle
Creek, John Harvey Kellogg recommended excluding
meat and dairy from one’s diet and rigidly limiting caloric
intake to one half the previous amount eaten. He
espoused the virtues of eating only two meals a day and
scheduled these meals at intervals of every six to seven
hours. In addition, he prescribed increased activity and
sweat baths to offset his dietary program (Schwarz 1970:
41-5). At the London Hospital and elsewhere, similarly
regimented eating was used to treat underweight in
anorexics. Patients were fed a diet of toast, vegetables,
fish, and dairy at two-hour intervals, and their activity
was severely restricted (Brumberg 1988: 154-6). This
evidence suggests that in the late nineteenth and early
twentieth centuries, individuals and families accepted
inpatient residential programs as viable methods for
treating abnormal body weight. William Howard Taft
even spent time at “Professor” Izzy Winters’s Health
Farm in an attempt to reduce his impressive girth (Clark
1946; Hicks 1945).

By the 1950s, the practice of visiting health farms
had combined with secular and religious summer-camp
traditions begun in the late 1800s by Frederick W. Gull
and others (American Camp Association 2006). As such,
there were many summer camps for children that focused
specifically on weight reduction (Sterns 1997: 82, 122). It
is interesting that programs for children most inform our
perceptions of residential weight-loss camps, despite the
fact that the earliest residential treatment programs were
designed for people of all ages. Even today, weight-loss
camps are available for both adults and children, and
new camps are emerging to treat entire families who are
overweight. At all of these camps, counselors combine
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elements of structured activity, controlled diet, and
behavior modification to force or facilitate dramatic
weight loss over a short period of time (usually between
four and eight weeks) (Brandt et al. 1980; Gately et al.
2005).

While summer weight-loss camps have evolved dra-
matically since their earliest incarnations, the proto-
typical “fat camps” of the 1950s probably most inform
our contemporary conceptions of the environment, activ-
ities, and experiences of residential weight-loss programs
for children. Specifically, weight-loss camps have been
represented in popular media as miserable locations for
pathetic social outcasts who need to reform their bodies
to socially acceptable proportions. Some of the most
recent and well-known parodies of the fat-camp experi-
ence appear in the popular television programs The
Simpsons (2005) and South Park (2000), as well as in the
1995 film Heavyweights and the MTV documentary Fat
Camp (2006). Yet, despite the frequently unsympathetic
portrayal of fat camps in pop culture, these weight-
reduction camps nevertheless have an important role to
play in the efforts of children and their parents to treat
obesity.

The role that residential diet camps have to play in the
diet wars is evident in the increasing numbers and diver-
sity of camps available. Between 2004 and 2005, there
were about a dozen camps devoted strictly to weight loss,
and four new camps opened in 2004 alone. Each summer,
thousands of children and their parents put their hearts
and dollars into this growing industry (Ellin 2005).
However, the appeal of weight-loss camps is not confined
solely to the Western world. In the context of increasing
globalization and consumer culture, the appeal of these
residential treatment programs is also evident in the
emergence of camps in non-Western countries, such as
China and Thailand (Jirapinyo et al. 1995). Camps in the
U.S.A., Europe, and elsewhere are also receiving atten-
tion from major medical journals, such as the Inter-
national Journal of Obesity and the European Journal of
Pediatrics, and popular media outlets like the BBC, The
Oprah Winfrey Show, Dateline, The New York Times,
and the LA Times, among others (Ellin 2005; MSNBC
2006; Stein 2006).

Some of the most visible and talked-about sites in the
U.S.A. and the UK. include Camp Shane, which was
established in 1968 and claims to be “the oldest weight-
loss camp”; Camp La Jolla, a fitness-based camp in
California; and Camp Wellspring, which is run by

Healthy Living Academies and has several locations
across the U.S.A. and U.K. Typically, residential weight-
loss programs or camps like these use physical activity,
social support, and controlled diet within a cognitive
behavioral framework to affect weight loss in children
and adults (Braet et al. 2003). For example, Camp Well-
spring, a typical weight-reduction camp, offers seven
“state-of-the-science” weight-loss camps, including an
adventure camp and a family weight-loss camp, in the
U.S.A. and the U.K. (Wellspring Camps 2006).

Like all weight-reduction camps, this program prom-
ises campers permanent weight loss through changing
eating habits and introducing daily activity, and, like
most programs, it stipulates admissions requirements for
its students. Children and young adults ages ten and older
who want to attend Camp Wellspring “must be at least
20 pounds overweight and have been struggling with
their weight for at least one year.” However, the camp
also admits younger clients ages five to nine to the Family
Camp “if they are overweight.” In addition to physical
requirements of overweight, however, the camp also has
“attitude requirements.” Its promotional literature
explains, “Campers must view Wellspring as an oppor-
tunity. Wellspring will not admit campers who are clearly
opposed to attending, or who have a history of oppos-
itional behavior or violence.” This emphasis on the
camper’s own interest in treatment tacitly recognizes and
addresses popular perceptions that children are forcibly
committed to “fat camps” by their parents and presents
Camp Wellspring, instead, as a place for overweight chil-
dren who have made the choice to lose weight themselves
(Wellspring Camps 2006).

Camp Wellspring’s philosophy and program of treat-
ment are also typical of the more recent weight-loss
camps in the U.S.A. and U.K. and reflect new medical and
scientific knowledge about dieting behavior and
effectiveness. Their promotional material argues that
“diets don’t work” and, instead, introduces students to
“foods that have the same flavor profile and feel as the
foods that have contributed to weight gain, but that
instead are very healthful.” Nonetheless, eating at Well-
spring, like at other camps, is controlled and restricted.
The camp’s promotional literature explains that “a typ-
ical day of controlled foods will include 1,200 calories,
10 g of fat, 50 g of protein, and 30 g of fiber.” Well-
spring’s caloric goals are somewhat less than the typical
weight-loss camp diet, which provides about 1,500 calor-
ies a day for overweight children (Ellin 2005); however,



nutritional requirements vary widely from program to
program (Gately et al. 2000: 1445-6). Like other pro-
grams Wellspring is committed to nutritional education
and provides culinary training, as well as cognitive-
behavioral sessions, which, it argues, will help children to
monitor and moderate their eating habits after they leave
the program, again, typical of most residential weight-
loss camps (Brandt et al. 1980; Gately et al. 2000; Holt
et al. 2004).

At all weight-loss camps, diet is combined with about
three to four hours of exercise per day (Ellin 2005). More
and more camps are moving toward a recreational sports
model of exercise as opposed to the regimented inten-
tional exercise of earlier programs (Holt et al. 2004:
222-3). For example, physical activity at Wellspring’s
general and adventure camps is provided through “fun”
group sports, such as soccer and hiking. This newer
model of physical activity reflects general physical-
education findings that children are more likely to stick to
an exercise routine when they enjoy it and represents a
departure from earlier “boot camp” models for weight
reduction.

Viewing the promotional literature alone suggests that
a residential weight-loss camp just might be the answer
for adults and children struggling with overweight and
obesity. However, the cost of such programs is substan-
tial. Most summer weight-loss camps cost about 7,500
dollars, which is approximately 1,500 dollars more than
regular summer camps for children (Ellin 2005). Admit-
tedly, a portion of these costs may be paid by major
health-insurance providers; however, the out-of-pocket
cost to families who choose this form of treatment is
still substantial. Wellspring, for example, claims that the
majority of PPO (Preferred Provider Organization, a
common form of U.S. third-party health insurance)
insured patients receive reimbursement of as much as
2,000 dollars (HMO [Health Maintenance Organization,
a common form of U.S. third-party health insurance]
patients are advised that they will not generally receive
any reimbursement), but this covers only about a fourth
of the total cost of the 8,650-dollar eight-week program
(Wellspring Camps 2006). Clearly, the cost of attending a
weight-loss camp like Wellspring is still prohibitive for
many overweight families and individuals, especially
those who are poor or uninsured (Johnston and Steele
2006: 4).

To many, treatment at a residential weight-loss camp
may seem extreme. It is costly and requires that the
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patient be separated from his or her family and friends
for a significant period of time. But to some families
it may seem like the only choice, especially for obese
children, who are generally not good candidates for sur-
gical treatments or medication (Braet et al. 2004: 519).
Researchers do agree that most residential weight-loss
programs are effective in helping overweight/obese
people lose weight in the short-term (Braet et al. 2003;
Gately et al. 2000; Gately et al. 2005). However, the effi-
cacy of these programs may be limited because many
patients return to their previous eating and exercise
behaviors upon leaving the controlled environment of the
program (Snethen et al. 2006: 53—4). Factors, such as the
duration of the program, the level of structure provided,
weight at the time of entering the program, and the
involvement/commitment of family members and the
patient, contribute to the success or failure of individual
participants in residential weight loss (Snethen et al.
2006: §3).

Studies of weight-loss camps also measure the psycho-
logical impact of these intervention programs on boys
and girls because children “grow up in a climate of anti-
fat attitudes and obesity stigmatisation” where they are
“particularly vulnerable to body shape dissatisfaction,
preoccupation with weight and shape, and low self-
esteem” (Walker et al. 2003: 748). These studies show
that “participation in a weight-loss camp improved rather
than further impaired children’s psychological state”
(Walker et al. 2003: 752). Specifically, the patients’ dis-
satisfaction with their body shapes also decreased, and
self-esteem improved along with athletic competence and
physical appearance esteem (Walker et al. 2003). In add-
ition, patients may also have positive responses to peer
and staff support and choice of activities at camp (Holt
et al. 2004: 227-8).

However, studies have also shown that attending a
weight-loss camp can have negative psychological effects
on children. For example, residents experience home-
sickness and dietary concerns while at camp, which result
in negative responses to the treatment program (Brandt et
al. 1980; Holt et al. 2004). The little ethnographic work
that has been done of children’s weight-loss camps also
suggests that these residential programs may contribute
to campers’ feelings that they are set apart from the rest
of society because they are different or deviant (Millman
1980).

The treatment programs that we, today, call “fat
camps” have a long history. From mineral baths to
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sanitariums and health farms, middle-class consumers
have sought the controlled environments of residential
retreats in their efforts to lose weight. While popular cul-
ture has constructed Fat Camp as a lonely place where
the antisocial overeater can be rehabilitated, researchers
tend to agree that “use of a structured fun-based skill
learning program may provide an alternative method of
exercise prescription to help children prolong the effects
of ... intervention” (Gately et al. 2000: 1445; Walker
et al. 2003). In a time when childhood and adult obesity
are on the rise and most obese children will continue to
be overweight into adulthood, residential weight-loss
camps are providing an evermore appealing, if costly,
form of intervention and treatment.

SLG/C. MELISSA ANDERSON

See also Anorexia; Cheyne; China Today; Globalization;
Kellogg; Lindlahr; Obesity Epidemic; Socioeconomic
Status; Taft
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Fat-Positive

I. a culture where thin bodies are idolized, thought
beautiful and healthy, and sought for at the cost of
women’s (and increasingly men’s) time and money and
sometimes health, some people don’t want them. There
is an ever-growing movement variously referred to as
“size acceptance,” “fat acceptance,” “fat positive,” and
“body positive.” This movement has its forerunners in
nineteenth- and early twentieth-century physicians such
Hutchinson Woods, who critiqued the dieting culture as
it became established. While both women and men are
involved, many organizations have a decidedly feminist
take on the perils of dieting culture and its celebration of
a narrow standard of beauty.

The NAAFA (originally the National Association to
Aid Fat Americans, later changed to National Associ-
ation to Advance Fat Acceptance) was founded in 1969
to “eliminate discrimination based on body size and pro-
vide fat people with the tools for self-empowerment
through public education, advocacy, and member sup-
port.” It splintered in 1973, and members of the
Los Angeles chapter founded the Fat Underground, a col-
lective of fat activists with strong ties to the radical ther-

apy, lesbian, and feminist communities. They published
the “Fat Liberation Manifesto,” a document outlining
the collective’s political ties to other oppressed groups, its
antidiet stance, and its demand for equality in all areas of
life for fat women. They argue, as does the International
Size Acceptance Association (ISAA), that a person can be
healthy at any size. They condemn the use of fear, guilt,
and misinformation by the diet industry to sell (at best
useless and at worst dangerous) products to consumers of
all sizes. In their official position statement on dieting and
the diet industry, the NAAFA emphasizes that the suffer-
ing of fat people is due to the stereotypes perpetuated by
the diet industry. The various permutations of NAAFA,
such as the Chicago Size Acceptance Group, have turned
the tables, it is claimed, on the diet culture by allowing
women to take pride in their size.

Their position paper includes the following recom-
mendations:

e That local, state, and federal legislatures introduce,
pass, enact, and enforce legislation which protects
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consumers against dangerous or ineffective diets and
misleading diet advertising.

That state and federal regulatory agencies, such as the
Food and Drug Administration (FDA) and the Federal
Trade Commission (FTC), adopt regulations based
on NAAFA’s “Guidelines for the Diet Industry” and
closely monitor and control all aspects of the multi-
billion-dollar diet industry.

That all commercials for weight-loss diets and diet
products be banned from radio and television because
of lack of product success, negative health con-
sequences, and the extreme negative impact of anti-fat
propaganda on the self-esteem and quality of life of fat
people.

That federal regulations require all diets and weight-
loss products to clearly display a health warning (simi-
lar to those found on cigarettes) regarding possible
hazards and side effects.

That regulations be adopted that require the diet
industry to publish five-year (minimum) follow-up
studies and “success” rates. All such statistics must be
verifiable by objective outside researchers and clearly
displayed on all diet products and advertising.

That the Centers for Disease Control track morbidity
and mortality caused by dieting and make the findings
available to the public.

That the National Institutes of Health (NIH) include
input from consumer advocacy groups in establishing
public health policy about dieting and obesity.

That consumer-protection agencies, such as Con-
sumers Union, conduct biannual studies on the effi-
cacy of diet products and programs.

That institutions such as the military, hospitals,
schools, mental institutions, or prisons provide
adequate food and not force anyone to diet against
their will.

That employers, schools, and judges never use weight
loss or dieting as a condition for employment, promo-
tion, admission, or avoiding incarceration.

That healthcare professionals and medical institutions
never deny other medical treatment to patients who
choose not to diet.

That the diet industry refrain from creating or per-
petuating negative stereotypes about fat people in its
marketing strategies.

That diet companies and diet industry trade organiza-
tions voluntarily comply with NAAFA’s “Guidelines
for the Diet Industry.”

e That individuals considering dieting study available
literature on long-term results and side effects and
carefully weigh dieting’s possible benefits and risks.

e That dieters refuse to feel guilty or blame themselves
for presumed lack of willpower if a diet fails.

e That no one allow themselves to be coerced into diet-
ing against their will.

¢ Thatno one make assumptions or judge another person
on the basis of body size or dietary preferences.

The ISAA, founded in 1997, has similar goals, with an
international scope. They have active chapters in the
U.S.A., UK., France, Norway, Russia, Brazil, Australia,
and the Philippines. Much of their work is internet-
based, including downloadable literature, electronic
magazines, and health and other resources on their site.
They are currently focusing attention on “the obesity
epidemic.” They provide a link, for example, to a study at
Yale that found anti-fat bias among health specialists
working on obesity. The ISAA also provides an official
position denouncing research on the “obesity virus” as
“quackery.” They therefore do not support the public
health interventions trying to reduce obesity. In the
past decade there has been a “celebrity” movement that
paralleled the “plus size” movement in fashion.

SLG/ANGELA WILLEY
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Fat Tax

American health policy has for the past decade acknow-
ledged that an obesity problem exists in all strata of U.S.
society. Approximately 127 million adults in the U.S.A.
are now labeled overweight, 6o million obese, and 9 mil-
lion severely obese. The common public-health answers
to the causes of obesity are oversized portions and the
vast availability of fast food and junk food. There is no
doubt that America has a taste for nonnutritious fast and
junk food, but the price discrepancy between this and
nutritious, “healthy” food could also be to blame. When
choosing what to eat, a consumer must weigh the acces-
sibility, caloric content, and monetary cost of a meal
against its nutritional value, taste, and the satisfaction or
feeling of fullness it provides. Though this rough model is
not meant to be sophisticated or necessarily complete, it
makes a few important issues evident. The first is that
caloric content and nutritional value must be understood
as concepts and consciously considered each time in
order to factor into the decision process. The current
obesity rates tell us that Americans are making poor diet-
ary choices that are leading to a detrimental aggregate
weight gain. It has been argued that, from an evolution-
ary standpoint, our palates are wired to prefer calorie-
dense foods, most of which are high in sugar and fat.
When food was scarce, this made sense. With food more
available than ever, it works against us, tempting us every
time to choose the food and drink that will allow us to
store energy in the form of fat. With high-fat and sugar-
filled junk and fast food readily accessible, cheap, and
tasty, it is no wonder America overdoses on it.

If there were a way to alter a consumer’s attitude and
therefore dietary preferences by either increasing the

price of nonhealthy, fattening foods, decreasing the price
of nutritious foods, or both, the Government might be
able to evaluate the claim that poor dietary practices are at
the center of the obesity problem.

The idea of a “fat tax™ or a “Twinkie® tax” is not new.
It was pioneered in the mid 198os by Kelly D. Brownell, a
psychologist at Yale University. Brownell proposed that a
very small percentage tax be placed on junk and snack
foods in order to generate revenue. The objective with a
small tax, however, would not be to change dietary
choices directly but to use this revenue for specific pro-
grams aimed at changing the public’s dietary choices and
promoting exercise. According to Brownell, the “toxic
environment” is at the heart of the rise of obesity. The
Federal Government should tax foods with little
nutritional value. The less healthy, the higher the tax (as
has been proposed for the taxation of the most fuel-
inefficient automobiles). The highest taxed foods would
quickly become too expensive for consumption, and the
revenue generated could be used for “public exercise
facilities—bike paths and running tracks” (Brownell and
Horgan 2004). This fantasy of the nanny state providing
the “positive democracy” (according to Sir Isaiah Berlin’s
critique) to force the ignorant or misled consumer on to
the paths of health and longevity through the destruction
of the toxic environment in which they live is seen by
many as intrusive and ineffectual. Why assume that sup-
plying exercise facilities is a necessary function of the
state rather than full employment and a living wage?

“Fat tax” proposals have been met with general dis-
approval by the American public though advocated by
those involved in public health lobbying, such as Marion
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Nestle (Nestle 2003). Though these taxes have the
potential to combat the current obesity problem, there
are several drawbacks as well. Unlike cigarette taxes for
instance, which only tax the demographic at risk
(smokers), a fat tax would also tax healthy people who
are able to avoid excessive consumption of junk and
snack foods. On the other hand, if a fat tax were compen-
sated with a subsidy on certain healthy foods, the only
net monetary loss would be the administrative costs of
the program itself. These would hopefully be offset by the
increased welfare of the general public due to improved
health. Another potential problem with a fat tax is that it
would disproportionately affect people of lower socio-
economic status. However, this problem would be min-
imized with the tax/subsidy combination. In conclusion,
the potential benefits of a “fat tax™ are all merely specula-
tion and there are many potential problems with it. For
this reason, the initiative for such a program has been met
with great disapproval.

SLG/JaAsON WEINSTEIN
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Fletcher, Horace (1849-1919)

Better known as “The Great Masticator,” Fletcher was
a popular and prominent food and health faddist of early
twentieth-century North America. From 1895 to 1919,
Fletcher devoted a majority of his time and energy to
keenly distributing his doctrine of “Fletcherism.” He
wrote, “The most important part of nutrition is the right
preparation of food in the mouth for further digestion”
(Fletcher 1899: 15). This dogma put forward the idea
that each mouthful of food should be completely masti-
cated until it turns to liquid which can be done by pre-
cisely chewing each mouthful thirty-two times (once for
each tooth), or ideally until liquefied, before swallowing.
If food could not be liquefied (like fiber), then it should
not be eaten in the first place; even “soup, wines, spirits,
and other liquids” should be masticated. The reason
is that this “is absolutely necessary to protection [sic]
against abuse of the stomach and possible disease”
(Fletcher 1899: 19). “Infallible evidence” that such an

approach worked was that “the excreta [showed] ...
that the results of nutrition are observable” (Fletcher
1899: 56). Indeed, such rigorous chewing could even
eliminate the great scourge of alcoholism: “No Fletcher-
ite can be intemperate in the use of alcoholic stimulants”
(Fletcher 1913: 36). It is no wonder that Fletcher’s
method was hailed and adopted by J.H. Kellogg who
acknowledged in a letter to Fletcher that it was his work
that made him aware of the “possible excess or the care-
less manner” by which foods were consumed (Fletcher
1903: XXXIV).

While Fletcher did not have any experience in medi-
cine, nutrition, or health, his dogma about health and
longevity rose in popularity during the Victorian era.
It came to be a part of a culture that rejected obesity
as a “disease of the will” and placed control firmly in
the hands (or mouth) of the individual: “I argued that
if Nature had given us personal responsibility for



[nutrition] it was not hidden away in the dark folds and
coils of the alimentary canal where we could not control
it. The point was, then, to study the cavity of the mouth”
(Fletcher 1913: 5). Self-control was in the form of
chewing.

“Nature will castigate those who don’t masticate,”
said Horace Fletcher. Chew your food thirty-two times
and you will have a healthier body and a happier soul.
This regimen was followed by celebrities such as John D.
Rockefeller who advised “Don’t gobble your food.
Fletcherize, or chew very slowly while you eat” (Fletcher
1913: iii). Even the intelligentsia followed: Novelists
Upton Sinclair and Henry James and Henry’s brother, the
philosopher and psychologist William James, by then a
professor at Harvard, all regularly Fletcherized. Franz
Kafka’s father hid behind the newspaper at the dinner
table, not wanting to watch his son compulsively chew.

Fletcher’s evidence for his methods was purely anec-
dotal and experiential. He was denied health insurance in
the 1880s due to his weight. “I weighted two hundred
and seventeen pounds (about fifty pounds more than I
should have for my height of five foot six inches) ... 1
was an old man at forty, on the way to rapid decline”
(Fletcher 1913: 1). Fletcher applied his technique of con-
tinuous chewing and claimed that he went down to 163
pounds. He invented complex validations for his claim,
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expressing that lengthened chewing would reduce over-
eating, leading to improved bodily system functions,
helping to reduce food intake, and therefore reducing
monetary expenses. Fletcher also advised people to eat
when they were “good and hungry,” not when they were
upset or worried. People could eat any type of food as
long as it was chewed until the “food swallowed itself.”
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Flockhart, Calista (1964-)

Arnerican actress who is best known for her starring
role on the television show Ally McBeal, which aired
between 1997 and 2002. In 1998, Flockhart won a
Golden Globe for her portrayal of the quirky, tempera-
mental lawyer—the self-titled protagonist Ally McBeal.
In the late 1990s, because of the actress’s wafer-thin
appearance, she was rumored to have an eating disorder.
Her extremely frail-looking body alarmed viewers and
the media worldwide. Yet, Flockhart fervently denied
these allegations. When asked whether she was “Karen
Carpenter all over again,” she replied that her thinness
was an ideal, which made everyone else unhappy.

“Soif you’re thin, you somehow have it together, and
that makes people mad. There’s the ambiguity of
this disease. It’s twisted. Just because you’re thin,
and you’re healthy, doesn’t mean you’re diseased. If
you’re thin, and you’re healthy, there are certain
people in the world who are going to be pissed
off about it. It’s discrimination. There’s a double
standard. In my life, a lot of people have said,
‘Uchhhh! You’re skinny!” As if they’re just dis-
gusted by it. But nobody would walk up to some-
one who’s overweight and say, ‘Ughhh! You’re so
fat!” It would never happen. It’s a pathology.”
(Snowden 1999)
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She insisted that her skeletal stature was the result of the
fact that “I was born with very tiny bones.” Yet, the
interview goes on to note her diet “consists almost
entirely of low-fat, high-fibre foods, such as spinach and
egg whites for breakfast” (Churcher 1999). The June 29,
1998 cover of Time magazine demonstrated what they
called the “devolution” of the feminist movement into
the “silly.” It illustrated feminism beginning with Susan
B. Anthony devolving into Ally McBeal.

Interestingly, Ally McBeal, a fictional character, is
revered in many circles within American society as a
feminist icon due to the way she portrayed both strength
and softness. Moreover, “while Ally McBeal has been
constructed in the media as the feminist ‘ideal,” similarly
Calista Flockhart . . . has been constructed-represented as
the culture’s ‘beauty ideal’ ” (Leavy 2000). However,
recently Flockhart has publicly admitted to having an eat-
ing disorder, although she does not specify exactly which
one. According to the London Daily Mirror, the televi-
sion starlet confessed: “I started under-eating, over-
exercising, pushing myself too hard and brutalizing my
immune system. I guess I just didn’t find the time to eat. I
am much more healthy these days” (Robertson 2006).

Flockhart is now considered one of the celebrity icons of
eating disorders instead of beauty.
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Fogle, Jared (1978-)

Also known as “Jared the Subway Guy,” Fogle, at 6
foot 2 inches, lost 245 pounds from an original 425
pounds while on a diet consisting of Subway sandwiches.
He is now a spokesperson for Subway, starring in com-
mercials and speaking across the U.S.A. about proper
diet and exercise. He has also taken part in “Jared &
Friends School Tour” and Subway’s “FRESH (Feel
Responsible, Energized, Satisfied and Happy) Steps”
campaign, speaking to schoolchildren about having a
healthy lifestyle with an effort to help overweight and
obese kids.

While a college student at Indiana University, Fogle
moved into an apartment next to a Subway store and
began his diet in March 1998. His famous Subway diet
excluded cheese and condiments and included sand-

wiches from the “6 grams of fat or less” menu. More
specifically, his diet consisted of coffee for breakfast, a 6-
inch turkey sub, Baked Lays potato chips, and diet soft
drink for lunch followed by a foot-long veggie sub for
dinner. As he started losing weight, he began exercising
by walking to classes instead of riding the bus. A year
later, he had lost 245 pounds, and now his diet has more
calories but is still low in fat. He credits a friend who was
a pre-med student with helping him realize that his mor-
bid obesity was endangering his health by telling him that
he had sleep apnea and that his edema (swelling) was
linked to diabetes. At his father’s recommendation, he
visited an endocrinologist whom he was afraid to see for
fear of stepping on the scale. However, the endocrin-
ologist’s advice did not help Fogle lose weight, so he tried



many other diets until he began the Subway diet. “I had
no intention of anyone ever finding out what T had done,”
he said.

However, after being featured in a friend’s article in
Indiana University’s student newspaper and later in
Men’s Health magazine, Subway picked him up to help
advertise, playing the part of a “regular guy,”
when sales were already on the rise. Unlike Morgan Spur-
lock (Super Size Me), who denounced fast food for being
unhealthy, Fogle gained prominence for supporting this
healthy fast food chain. According to Patricia Dailey,
editor-in-chief of Restaurants and Institutions magazine,
the timing of Subway’s advertising campaign as healthy
fast food was advantageous as a national focus on the
issue of obesity was just beginning to gain prominence.
Subway also became the first sponsor of the American
Heart Association’s Jump Rope for Heart program,
which is targeted at schoolage children.

Besides being recognized by people, and even by celeb-
rities, Fogle’s image has been mentioned or spoofed by
Seinfeld, Jay Leno, David Letterman, Saturday Night
Live, South Park, and Austin Powers. He has also been
featured on Oprab, Larry King Live, and 48 Hours.
There were even rumors on the Internet that he lost the
weight from AIDS or that he had since gained the weight

at a time
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back. According to Subway’s website, Jared’s fan letters,
emails, and photos indicate that he has helped thousands
of people lose a total of 160,000 pounds. Fogle’s role is a
prime example of the effect of celebrities in promoting
diets and the creation of celebrities thanks to their diets.
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Fonda, Jane (1937-)

Academy Award-winning actress, Jane Fonda, nick-
named “Hanoi Jane” in the 1970s for her controversial
anti-war activism, has also battled a variety of body-
image related issues in private. She “came out” about her
struggles with bulimia and binge-eating in her 1981 book
Jane Fonda’s Workout Book. In publicizing it, she cri-
tiques the “thin is better, blonde is beautiful and buxom is
best” feminine beauty ideal and recommends a series of
exercises and dietary measures to forge strong healthy
bodies that are also esthetically pleasing. In addition to
her workout book, she was at the forefront of the
exercise-video craze of the 1980s, a phenomenon that
allowed people to experience celebrity workouts from
their own homes. The ability to “see” celebrities under-
take a program of exercise created a new commodity that

could be sold in addition to the diet book. Contrary to
her pacific stance on world issues, her workout video was
very aggressive and contained famous phrases such as
“feel the burn” and “no pain no gain.” Upon viewing the
financial success of the Jane Fonda Workout, many other
celebrities made exercise videos to help people find fitness
from their homes.

In her 2005 autobiography, Fonda constructs a
pathologizing narrative around her obsession with
weight. She speculates that the negative feelings she har-
bored about her body were possibly the result of her
mother’s suicide when she was thirteen. Her extreme
dieting and bingeing at this time constituted an effort to
ward off womanhood through a period of enforced
“androgyny.” She felt that maturation was associated in
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some oblique way with her mother’s fate. She also counts
her estranged relationship with her father as another con-
tributing factor. If and when he commented on her
appearance, it was to tell her she was fat. Her conflicting
feelings about her body continued to define her life in
different ways—from anxiety around food and weight to
feeling like she was not fully “in her body.” It is only
now, in her sixties, that Fonda feels that she completely
owns “her own womanhood” (Fonda 2005).
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Food Choice

Dieting seems to be largely about choosing what to eat.
We believe that we determine which foods are the tastiest,
most nutritional, filling, best for the environment, and
cheapest. It is a complicated task, and yet there is still
more to it. The categories change frequently, over years
and sometimes days. If salmonella is discovered on spin-
ach in one restaurant that receives its produce from a
large corporation, then it is possible that any of the other
ones might have it too. This causes spinach sales to drop,
a short-lasting phobia of green leafy vegetables may
develop, and what was yesterday a healthy lunch choice
is now a host to a potentially deadly bacterium. Also,
there are discrepancies within the qualifying categories
for foods. What some claim to be a healthy food, others
suggest never to eat, like fish, which has healthy fat but
can have high levels of mercury. However, from the
inconsistency and chaos that is our understanding of
food, concrete feelings and ideas about health and
nutrition can emerge.

The latter decades of the twentieth century focused on
the differences between tasty, inexpensive food and
healthy food, as seen in popular works such as Fast Food
Nation and Super Size Me. This discrepancy is stereo-
typed as a problem of the industrialization of food, from
restaurant food like the Big Mac™ to the store bought
Twinkies®, which are inexpensive and easy to obtain
because they are produced in mass quantity. The effect
that such industrialized fast food has had on our world is
significant. It is claimed that it has drastically altered eat-

ing habits and is labeled as the primary cause of wide-
spread weight gain. In addition, it is often described as
part of a food-industrial conspiracy with innumerable
connections to both economical and structural develop-
ment. Eric Schlosser’s Fast Food Nation (2002) is per-
haps the best representation of the Industrial Food
Machine, from giant slaughterhouses that process thou-
sands of cattle a day to the transformation of corn into
high-calorie corn syrup—all of which ends up in the
McDonald’s menu (Schlosser 2002: 169). Fast Food
Nation embodies a popular feeling that corporations
lower quality standards in order to turn a profit. The
health results are, according to this view, that people
become obese, lead ever-unhealthier lives, and, on top of
all that, damage the environment. Obesity becomes a
metaphor for the overall destruction of the human and
geographic environment by the industrial food conspir-
acy. Individuals lack any self-awareness, as such a con-
spiracy manipulates them into self-destructive acts, such
as eating at McDonald’s. These views are prefigured in
the work of Kelly Brownell and Marion Nestle.

Michael Pollan, who regularly writes on such topics
for the New York Times Magazine, has answered this
lack of autonomy in food choice. Pollan, in his The
Omnivore’s Dilemma (2006), assesses our “national eat-
ing disorder,” pointing out that Americans (and he could
have added global society) are “a notably unhealthy
people obsessed by the idea of eating healthily” (2006: 1,
3). Our national eating disorder lies in the “violent ...



change(s) in our culture’s eating habits” (Pollan 2006: 2).
Focusing, like Schlosser, initially on corn and its import-
ance in the American economy, Pollan sees the problem
faced is not so much an industrial food conspiracy cen-
tered about fast food but the very nature of food choice.
As we are intelligent and therefore autonomous indi-
viduals capable of raising nearly all types of foods, and
because we are omnivorous, possessing the biological
structures to metabolize them, we must learn which of
those foods are healthy (and which unhealthy) for us.
Even though virtually all food often comes to us in the
form of fast and industrialized food, as most of us are
alienated from food production, we do not know intui-
tively what not to eat. Our confusion over what to eat is
to blame for our unhealthiness (Pollan 2006: 4, 5). And
the fault in our modern world (again a new conspiracy
theory) lies in the control of information by the nutrition-
ists, who are concerned with our health as well as with
selling dieting with all its proliferation of pills and
potions. What Schlosser sees as a vast conspiracy of food
manufacturers (and the entire system of modern capital-
ism) is seen by Pollan as a result of consumer ignorance.
To be accurate, it is the nutritionists, concerned both with
our health and with selling diet pills, who are at fault for
our lack of knowledge about what is good to eat. Their
desire, Pollan argues, is to perpetuate unhealthy eating
so as to maintain their population of unhealthy, fat cli-
ents. They provide both bad and contradictory informa-
tion, such as the Food Pyramid, which are at fault for our
inability to know what is healthy to eat. Obesity, Pollan
argues, is the result of the primacy of the professional
and amateur nutrition culture, not the means of food
production.

This argument about whether we should blame pro-
duction or consumption for the problems of modern life
is an old one. Yet, it continues to figure in debates about
dieting as part of the explanation for the “lack of will” on
the part of the dieters. If they are the subjects of “brain
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washing” by the food industry that explains their
inability to choose; if they are ignorant of healthy eating
choices because of the advocates for nutritional science,
that too places their actions beyond personal choice.

For these views also depend on the claim that human
beings are alienated from the “natural” world. The
inherent claim that “natural man” did it better, lies at the
core of a view of modernity as a degenerate deviation
from the norm of health. Alienation in one form or the
other, either through the self-serving industrialization of
food production or the self-serving professionalization of
health information lies at the core of the dilemma.
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Food Pyramid

The original food guide pyramid was developed in
1992 by the United States Department of Agriculture
(USDA) as a nutrition guide for Americans. The pyramid

was separated into food groups; these categories consti-
tuted an ideal average daily diet.
Each category stipulated the recommended number of
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Fats, Oils & Sweets
USE SPARINGLY

Milk, Yogurt &
Cheese Group

2-3 SERVINGS

Vegetable Group
3-5 SERVINGS

servings; for example, the USDA suggested two to four
daily servings of fruits and three to five of vegetables.
However, they failed to indicate what made up a serving.
For instance, was one piece of broccoli considered a serv-
ing, or was a bushel of broccoli a serving? As there were no
actual measurements indicated as a basis of serving size,
this was mostly left to the interpretation of the consumer.

The food guide pyramid was used as a technique to
teach nutrition to children as early as the 1950s in Aus-
tralia. At an international conference in 1988, Helen
Denning Ullrich, one of the primary founders of the Soci-
ety for Nutrition Education in 1967, introduced it as a
popular teaching tool for daily dietary needs. In the audi-
ence were scientists from the USDA who asked for copies.
In 1992, this food guide pyramid was adopted as a
replacement for the “four food groups” scheme in most
school districts’ health curriculums. These had been
introduced as part of the war effort and food rationing in
1941 as the “basic seven groups” (green and yellow
vegetables; oranges, tomatoes, and grapefruit; potatoes
and other vegetables and fruit; milk and milk products;
meat, poultry, fish, eggs, and dried peas and beans; bread,
flour, and cereals; and butter and fortified margarine). In

KEY
Fat (naturally occurring and added)
Sugars (added)

These symbols show fats and added sugars in foods

Meat, Poultry, Fish, Dry Beans,
Eggs & Nuts Group

2-3 SERVINGS

Fruit Group
2-4 SERVINGS

Bread, Cereal,
Rice & Pasta
Group

6-11
SERVINGS

1946 the “recommended daily servings” were suggested
for the groups. The food groups were simplified to four in
1956 by the United States Department of Agriculture,
and then, in the 1970s, a fifth group (fats, sweets, and
alcoholic beverages in moderation) was added.
American students from the 1990s should have vivid
memories of memorizing and drawing the food pyramid
as part of a health class. But the tradition is actually much
older. The USDA published its first dietary recommenda-
tions in 1894; in 1916, Caroline Hunt published her Food
for Young Children, which divided food into five groups:
milk/meat, cereals, vegetables/fruits, fats/fatty foods, and
sugars/sugary foods. Over and over again the Govern-
ment has attempted to define the basic food needs; each
redefinition reflects the food ideologies of the day.
Health educators’ insistence on considering the food
pyramid as a guarantee of a healthy diet is the result of
the USDA’s influence via its “authoritative advice.”
Images of the food pyramid were so widespread that,
according to the Harvard School of Public Health, the
Pyramid was not only taught in schools, but it “appeared
in countless media articles and brochures, and was plas-
tered on cereal boxes and food labels” (Harvard School
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of Public Health 2006). Moreover, the USDA collabor-
ates with the Department of Health and Human Services
in publishing a document—every five years since 1980—
called Dietary Guidelines for Americans. According to
the USDA’s website, “the Guidelines provide authorita-
tive advice for people two years and older about how
good dietary habits can promote health and reduce risk
for major chronic diseases. They serve as the basis for
Federal food and nutrition education programs.” The
main aim of the guidelines is to establish the means to
achieve “good health” for American citizens. Therefore,
they include not only recommendations on food but also
on exercise and unhealthy behaviors such as smoking.
Ultimately, these suggestions seek to reduce the intake
of substances that cause obesity, which the document
notes is of “great public health concern” because of the
deterioration of the body via an onslaught of diseases
(Thompson and Venema 2005).

According to the Harvard School of Public Health, the
Dietary Guidelines for Americans is not only a theor-
etical advocacy of health, it actually impacts how billions
of dollars are spent each year (Harvard School of Public
Health). The guidelines set the standards for all federal
nutrition programs, including the school lunch program,
and help determine what food products Americans buy.
Thus, the food industry takes a great interest in what is
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Food Pyramid’s New Dimensions

MEAT &

FRUITS MILK BEANS

OILS

included as “healthy” and what is not because their sales
can be greatly impacted.

In the 2005 version of the Guidelines, the USDA altered
the existing pyramid in order to better address portion
control and health standards. The old pyramid did not
adequately represent healthy eating. “Why not? Its blue-
print was based on shaky scientific evidence, and it barely
changed over the years to reflect major advances in our
understanding of the connection between diet and health”
(Harvard School of Public Health). The new food pyra-
mid is laid out completely differently from the old. Instead
of upwards layers, which visually provided an estimate of
portions per food group, the new pyramid is composed of
a series of vertical lines that siphon off the different cat-
egories. Each food group is color-coded, and its size
depends upon how much of it you should eat. However,
while the original pyramid was self-explanatory, this
pyramid requires a lot of effort to understand. Its abstract
nature may subtract from the intended message. If the
average citizen cannot understand such an image with a
glance, then it is arguably ineffective.

However, dieticians champion the new pyramid. They
are now using it to promote healthy individual-based
diets to their clients seeking weight loss. According to
nutritionist Anne Collins, who offers weight-manage-
ment strategies to her customers, the U.S. Department
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of Agriculture’s 2005 Dietary Guidelines are centered
upon helping citizens understand and achieve a “bal-
anced diet, healthy eating, and healthy weight manage-
ment” (Collins 2006). Collins believes in the integrity
of the new guidelines to the point that her website
even offers a strategy of how to adapt the USDA’s
new food pyramid into specific diets based on caloric
intake levels. The new USDA 2005 pyramid, with its
portion control recommendations, is a state-of-the-art
government-sponsored balanced diet. Yet the critics have
attacked it as advocating the consumption of certain fish
labeled as dangerous because of contamination by the
FDA. Today, one can go on the USDA website to MyPyr-
amid and enter in their personal information (sex, age,
weight, height), and the pyramid can suggest how many
servings—which are broken down into ounces and actual
amounts—a person should have in their day (Collins
2006).
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Franklin, Benjamin (1706-90)

Though more popularly noted for his role in the Ameri-
can Revolution and early American politics, in his per-
sonal life, Franklin expressed a continuous interest in
food and the particular ways in which one could eat.
Franklin, a man of simple tastes, most definitely enjoyed
food (Franklin 1964: 55). His later tastes for simple
foods can be accredited to the simple foods he was served
as a young boy. In addition to the attainment of simple
tastes, Franklin’s childhood taught him to consider meals
and eating to be a social function. Throughout his life,
Franklin, as often as he could, continued this family trad-
ition (Chinard 1958: 7).

At age sixteen, Franklin read Thomas Tyron’s The
Way to Health, Long Life and Happiness (1683 ), which
recommended “temperance in eating and drinking, and
moderation in their sleep and exercise. By such methods
as these the seeds of vice might more easily ... be sub-
dued and a foundation laid for the building upon an

excellent and accomplished person” (Tyron 1683: 34). It
is the morality of good diet that appealed to Franklin. He
strictly followed this vegetable diet for a short while, and
soon started eating fish, reasoning that, “when the Fish
were opened, I saw smaller Fish taken out of their stom-
achs: Then thought I, if you eat one another, I don’t see
why we mayn’t eat you” (Zall 2005: 163). The phil-
osophy Tyron expressed in his book pervaded Frank-
lin’s moral virtues, which he included in his writing of
Poor Richard’s Almanac. While Franklin did enjoy both
eating and drinking, he tried not to overdo either one, as
he stated in Poor Richard’s Almanac, “Eat not to dull-
ness. Drink not to elevation” (Chinard 1958: 12). Also
included in one of Franklin’s many versions of Poor
Richard’s, was the instruction to his fellow countrymen,
“to supply our selves from our own Produce at home”
(Chinard 1958: 12).

As an avid traveler, Franklin enjoyed tastes and recipes



from abroad; yet, he still remained true to American food
and flavors. In his 1742 version of Poor Richard’s, the
section, “Rules of Health and Long Life, and to Preserve
from Malignant Fevers, and Sickness in General,” dem-
onstrates Franklin’s dedication to eating for health.
Franklin was also an advocate of the strenuous life. His
belief in swimming as a sport made it popular in England,
where William Wyndham offered to fund Franklin’s cre-
ation of the first swim club. As with diet, it was a book
that Franklin had read, Melchisedec Thevenot’s The Art
of Swimming and Advice for Bathing (1696), that per-
suaded him of the health benefits of exercise. With all of
this said, and while Franklin did avidly believe in eating
for health, he no doubt enjoyed his food, as he was over
300 pounds at the time he died.
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Friedman, Jeffrey (1954—) MD, Ph.D.

Friedman led the team that discovered the obesity hor-
mone, Leptin, by studying genetic mechanisms of weight
regulation in mice. The fat mouse had been “discovered”
at the Jackson Laboratory in Bar Harbor, Maine in the
early 1950s. This mutant mouse was so huge that
researchers assumed that it was pregnant, until it was
discovered that it was a male mouse. Friedman was
inspired by the work of Ethan Allen Sims, a physician at
the University of Vermont College of Medicine who had
been exploring the link between obesity and diabetes
using male inmates at the Vermont state prison. Allen
found that only very few inmates could easily put on
weight, and these found it the most difficult to lose it.

In late 1994, Friedman’s research had received
national recognition after the isolation of the obesity
gene (ob) and its human homologue had been publicized
(Zhang et al. 1994). This was a key paper for any further
research in the field of obesity and dieting because it
specified the exact code of this gene. Its central import-
ance and credibility in this particular field of research is
that any researcher wanting to study this gene in ob mice
must have information about the gene itself. Knowing the
exact code allows hypotheses to be set up about whether

the physiological problem is a defect in the protein that
the ob gene makes, or whether it is the perhaps defective
receptor of ob that is the problem.

In this case, as subsequent studies were able to con-
firm, there are in fact multiple ways of having an obese
phenotype (i.e., a fat mouse). In some cases, the ob gene
itself is defective, and in others, the receptor gene is
defective (a different gene, called db). Of course, other
genes entirely can also cause obesity. This paper was the
starting point for any closer examination of what the
gene products resulting in obesity are, and how they
interact. Their paper is credible as the techniques used to
determine this sequence are standard, universally
accepted genetic methods for finding genes. It was done
as follows: First, recombination studies are done. This
means that researchers allow mice to breed in large num-
bers and then look for inheritance patterns that do not
necessarily follow Mendelian patterns. By comparing
numbers of fat to lean offspring in relation to some other
genetically related trait (molecular markers), it is possible
to determine approximately where on a chromosome
(and on which chromosome) a mutation is.

The chromosome and the gene’s approximate location
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were already known to Friedman and his colleagues. The
next step was to continue to narrow down where on the
chromosome ob is by comparing it to other genes close to
it (by making a genetic map, which gets increasingly spe-
cific). After this, they had a very small (comparatively)
region of DNA which they know contains the gene, and
by insetting the region via recombinant techniques in
bacteria and growing them, they can see which parts are
expressed, and are therefore part of the gene. Further-
more, the sequences are compared to standard DNA
libraries to see if homology to other genes exists. In the
case of Friedman’s work, this technique worked because
the product of the gene, a protein called Leptin, was
already known, and so they only had to compare the
region of DNA and its putative gene product to the pro-
tein Leptin to see whether they had the right region.
These methods are entirely standard, and there is no
reason to doubt the report’s veracity. Thus, this paper
is central because not only is it entirely within the bounds
of standard genetic research, but it is also the starting
point for any further work. However, its genetic cred-
ibility does not absolve its scientific weaknesses, namely
that it equates obesity with bad health and considers
obesity the cause rather than the symptom of other
illnesses.

But Friedman’s hypothesis did not rest with the
explanation of where the genetic key to obesity in mice lay.
He concludes with the evolutionary biological explan-
ation that “heterozygous mutations at ob may provide a
selective advantage in human populations subjected to
caloric deprivation. Identification of ob offers an entry
point into the pathways that regulate adiposity and body
weight and should provide a fuller understanding of the
pathogenesis of obesity” (Zhang et al. 1994: 43 1). At that
point, the meanings associated with obesity shifted radic-
ally from psychological to genetic explanations. However,
the genetic explanations were given an evolutionary
meaning to explain their “function” (Shell 2001). Fat had
to have purpose if it were an inherent part of the genome.
It could not be a random or a secondary effect. It had
“meaning” in the past when entire populations starved to
death. Actually, a counter “just-so-story” could be told
about the fat members of prehistoric populations who
were the favorite prey of saber-tooth tigers as they ran
much slower.

The notion of giving meaning to fat in the evolution-
ary past made it “natural” rather than pathological. As
Friedman later wrote:

In their efforts to lose weight, obese individuals
may be fighting a powerful set of evolutionary
forces honed in an environment drastically different
from that of today. . . . Twin studies, adoption stud-
ies, and studies of familial aggregation confirm a
major contribution of genes to the development of
obesity. Indeed, the heritability of obesity is equiva-
lent to that of height and exceeds that of many
disorders for which a genetic basis is generally
accepted. It is worth noting that height has also
increased significantly in Western countries in the
20th century; for example, the average U.S. Civil
War soldier was 574" tall. Yet, in contrast to the
situation with obesity, most people readily accept
the fact that genetic factors contribute to differ-
ences in stature.

(Friedman 2003: 856)

Strangely, this is precisely the argument that Francis
Galton (1822-1911), Charles Darwin’s cousin and the
creator of “eugenics,” made concerning the inheritability
of physical characteristics (Galton 1869). He wanted to
prove that the British working class was stupid, small,
and puny because of their inheritance following his dic-
tum that “nature” outweighed “nurture” (a phrase that
he coined). Even his contemporaries dismissed this, not-
ing the radical difference in nutrition between the work-
ing class and Galton’s ideal upper-middle-class English-
man (Constable 1905).

Subsequent to defining the ob gene, Friedman’s
laboratory found that injecting leptin into mice decreased
their body weight because food intake was reduced and
energy expenditure increased. As a result of Friedman’s
discovery, current research has been aimed at trying to
understand the genetic basis of obesity in humans and the
role Leptin plays in transmitting its weight-reducing
signal.

Currently, Friedman is a professor at the Rockefeller
University in New York City and an investigator at the
Howard Hughes Medical Institute. Research in progress
involves the regulatory mechanisms controlling body
weight, Leptin’s mechanism of action, and its importance
to the pathogenesis of obesity. Other studies try to clarify
the mechanism by which Leptin controls feeding. Lastly,
efforts to investigate the genetic basis of the high inci-
dence of obesity on the Pacific Island of Kosrae are also in
progress (Bonnen et al. 2006). Through Friedman’s
continued studies of Leptin and his search for other genes



that influence weight in humans, he hopes to lay the
foundation for developing treatments to fight the global
epidemic of obesity.
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Gandhi, Mohandas Karamchand (1869-1948)

Born on October 2, 1869 in Porbandar, India to a
family of the Vaisya, or merchant, caste, Gandhi’s child-
hood ambition was to study medicine, but because this
was considered “defiling: to his caste, his father per-
suaded him to study law instead” (Anon. 1998). Gan-
dhi’s religious background influenced his eating habits
throughout his life. Ironically, he did not at first trust the
connection between his religion and his family’s diet,
but, according to his autobiographical account, it was
through his experimentation with his eating habits that
Gandhi found his religious and moral mission in life.
Gandhi’s family followed the Vaishnava version of
Hinduism and was rigorously opposed to meat-eating.
For the young Gandhi, raised in British colonial India,
Indian subservience to the British was understood in
terms of a superior British diet. One of Gandhi’s friends
and even his own older brother had begun to eat meat
and argued with Gandhi on behalf of their own lifestyle:

We are a weak people because we do not eat meat.
The English are able to rule over us, because they
are meat-eaters. You know how hardy I am and
how great a runner too. It is because I am a meat-
eater. Meat-eaters do not have boils or tumours, and
even if they sometimes happen to have any, these
heal quickly. Our teachers and other distinguished
people who eat meat are no fools. They know its
virtues. You should do likewise. There is nothing
like trying. Try, and see what strength it gives.
(Gandhi 1939: 17 and 19)

Meat makes one healthy, stronger, and able to cope with
the exigencies of the world. As Gandhi noted: “I certainly
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looked feeble-bodied by the side of my brother and this
friend. They were hardier, physically stronger, and more
daring” (1939: 17).

But Gandhi also understood the political implications
of health and strength: “A doggerel of the Gujarati poet
Narmad was in vogue amongst us schoolboys, as follows”:

Behold the mighty Englishman
He rules the Indian small,
Because being a meat-eater
He is five cubits tall.

(Gandhi 1939: 18)

His friends urged Gandhi to see that many of his teachers
were meat-eaters and those who ate meat were both
“hardier, physically stronger, and more daring” (Jack
1956: 10). Also, they convinced him into believing that
“if the whole country [India] took to meat-eating, the
English could be overcome” (Jack 1956: 11). With these
arguments, Gandhi decided to eat meat. Immediately
after he first tried it, he had nightmares of animals inside
him and was full of remorse. However, this new diet was
an experiment to teach him about the strength that meat
provided and thus he “would remind myself that meat-
eating was a duty and he became more cheerful” (Jack
1956: I2).

With this realization, Gandhi came to use dieting prac-
tices, mainly abstinence from food, to further the object-
ives of his missions. His physical emaciation as a result of
these practices came to be viewed as a symbol of strength
and protest, rather than one of malnutrition often associ-
ated with extraordinarily thin individuals in third-world
countries.
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Gandhi recognized that he was lying constantly to his
parents about his new eating habit. He acknowledged
that “though it is essential to eat meat, and also essential
to take up food reform in the country, yet deceiving and
lying to one’s father and mother is worse than not eating
meat” (Jack 1956: 13). In their lifetime, therefore, meat-
eating was beyond the pale. He stated that he decided to
pursue vegetarianism at least until his parents passed
away. But part of the reason he gives as an adult is the
image of the “meat-eater,” not as the ruling Englishman
in Rudyard Kipling’s image but rather as the crude and
hypocritical Indian avatar, the convert to Christianity as
the meat-eating parvenu:

In those days Christian missionaries used to stand
in a corner near the high school and hold forth,
pouring abuse on Hindus and their gods. I could
not endure this. I must have stood there to hear
them once only, but that was enough to dissuade
me from repeating the experiment. About the same
time, I heard of a well-known Hindu having been
converted to Christianity. It was the talk of the
town that, when he was baptized, he had to eat beef
and drink liquor, that he also had to change his
clothes, and that thenceforth he began to go about
in European costume including a hat. These things
got on my nerves. Surely, thought I, a religion that
compelled one to eat beef, drink liquor, and change
one’s own clothes did not deserve the name. I also
heard that the new convert had already begun abus-
ing the religion of his ancestors, their customs and
their country. All these things created in me a dis-
like for Christianity.

(Gandhi 1939: 29)

And, one can add, eating meat.

While in England attending law school, Gandhi reaf-
firmed his commitment to vegetarianism and rather than
abstaining from meat for the sake of his parents, he did so
as a personal choice (Jack 1956: 18). In England, he
actively searched for vegetarian restaurants and would
often “trot 1o or 12 miles each day” in order to find
one of these restaurants. During one of these searches,
Gandhi found a vegetarian restaurant in Farringdon
Street, London and believed “God had come to my aid”
(Jack 1956: 18-19). At this restaurant, he purchased a
book by Henry Stephen Salt entitled A Plea for Vege-
tarianism (1886) and now claimed to have become a
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vegetarian by choice. That day, he made the choice “in
favor of vegetarianism, the spread of which forward
became my mission” (Jack 1956: 18-19). But, like his
hated Hindu convert, it was within the realm of British
vegetarian practice that Gandhi found an acceptable
Western scientific and therefore moral rationale for
avoiding meat:

I saw that the writers on vegetarianism had exam-
ined the question very minutely, attacking it in its
religious, scientific, practical and medical aspects.
Ethically they had arrived at the conclusion that
man’s supremacy over the lower animals meant
not that the former should prey upon the latter, but
that the higher should protect the lower, and that
there should be mutual aid between the two as
between man and man. They had also brought out
the truth that man eats not for enjoyment but to
live.

(Gandhi 1939: 46)

The Christian underpinnings of this view, so obvious
even in the high Victorian period, the 1880s, when
Gandhi studied in England, are part of his account.
While at a vegetarian boarding house in Manchester,
Gandhi met a vegetarian Christian who persuaded him to
read the Bible (Jack 1956: 22). While reading the New
Testament, Gandhi reconciled the Sermon on the Mount
with the teachings of the Gita and the Light of Asia (Jack
1956: 23). He wrote that the Sermon “went straight to
my heart.” The verses read, “But I say unto you, that ye
resist not evil: but whosoever shall smite thee on thy right
cheek, turn to him the other also” (Jack 1956: 23). These
teachings promoted the ideas of nonviolent protest. In
1904, while in South Africa and writing news columns,
he met Henry S.L. Polack in a vegetarian restaurant, who
introduced him to the writings of John Ruskin, by lend-
ing Gandhi the book Unto this Last (Jack 1956: 56).
Gandhi claimed that the book “gripped me ... I dis-
covered some of my deepest convictions reflected in this
great book” (Jack 1956: 56). He believed the teachings
of that book centered on the good of the individual
being determined by the good of the community, the
work of any man is as good as that of any other, and the
life of labor is worth living. After this reading, Gandhi
claims that “he arose with the dawn, ready to reduce
these principles to practice” (Jack 1956: 56). He con-
sidered his religious disciplinary “conclusions” to include



“chiefly vegetarianism, abstinence from stimulants, and
self-control in general” (Jack 1956: 471).

According to his account, Gandhi had only remained a
vegetarian “in the interests of truth and the vow I had
taken [in front of my mother], but had wished at the same
time that every Indian could be a meat-eater, and had
looked forward to being one myself freely and openly
someday, and to enlisting others to the cause” (Jack
1956: 19). But suddenly being a “good” British subject
meant following a new (yet old) dieting practice.

Vegetarianism becomes the space in which all Indians
can be reconciled, as in Gandhi’s account of the estab-
lishment of the “Tolstoy Farm” in 1904.

We were all vegetarians on Tolstoy Farm, thanks, I
must gratefully confess, to the readiness of all to
respect my feelings. The Musalman youngsters
must have missed their meat during ramzan, but
none of them ever let me know that they did so.
They delighted in and relished the vegetarian diet,
and the Hindu youngsters often prepared vegetar-
ian delicacies for them, in keeping with the sim-
plicity of the Farm.

(Gandhi 1939: 276)

Later in his life, Gandhi became a greater figure of polit-
ical, cultural, and economic protest. His eating habits
became part and parcel of his politics. Gandhi first pro-
tested in attempt to eradicate race prejudice in South
Africa in 1893. Later, after years of civil protest in South
Africa, he returned to his homeland, India, where he
spoke of a new India in which Indians could be free of
class constraints. Following the passage by the English
ruling government of India of the repressive Rowlatt
Act of 1919, Gandhi called for a general strike against
Englishmen throughout the country, and, after 400 Indi-
ans were killed in the Amritsar Massacre that year, he
called for non-cooperation with British courts, stores,
and schools. In 1921, the Congress Party, a coalition of
various nationalist groups, voted again for a nonviolent
disobedience campaign. After England’s entry into World
War II, Gandhi proposed non-cooperation, and, as a
result, he was imprisoned along with other members of
the Congress Party.

When the British attempted to blame Gandhi, he
fasted for about three weeks while in jail. The politics
of fasting always maintained an ethical dimension well
learned as a student in Britain:
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Fasting and restriction in diet now played a more
important part in my life. Passion in man is gener-
ally co-existent with a hankering after the pleasures
of the palate. And so it was with me. I have
encountered many difficulties in trying to control
passion as well as taste, and I cannot claim even
now to have brought them under complete subjec-
tion. I have considered myself to be a heavy eater.
What friends have thought to be my restraint has
never appeared to me in that light. If T had failed to
develop restraint to the extent that I have, I should
have descended lower than the beasts and met my
doom long ago. However, as I had adequately real-
ized my shortcomings, I made great efforts to get
rid of them, and thanks to this endeavour I have all
these years pulled on with my body and put in with
it my share of work.... And if there was some
occasion for penance or the like, I gladly utilized it
too for the purpose of fasting. But I also saw that,
the body now being drained more effectively, the
food yielded greater relish and the appetite grew
keener. It dawned upon me that fasting could be
made as powerful a weapon of indulgence as of
restraint.

(Gandhi 1939: 267)

Gandhi believed that Hindu—Moslem unity was natural
and undertook a twenty-one-day fast to bring the com-
munities together. He also fasted in a strike of mill work-
ers in Ahmedabad. Later, in 1946, after he emerged from
being imprisoned by the British, he looked to create a
united India with a federal parliament. He objected to the
separate Muslim state of Pakistan that Muhammad Ali
Jinnah demanded. However, Jinnah refused to comprom-
ise and instead commanded communal killings that left
5,000 dead and 15,000 wounded in Calcutta, and this
violence spread throughout India. As a result, in Bengal,
Gandhi declared that he would fast until his death
unless Hindus and Muslims could learn to live peacefully
together. The situation calmed in Bengal, but riots con-
tinued in other parts of India. Gandhi did not participate
in his nation’s celebration of their independence from
England in 1947, for he despaired his nation’s lack of
unity. On September 1, 1947, he began another fast for
Indian unity, after an angry mob broke into the residence
he stayed at in Calcutta. His fast ended when both Hindu
and Muslim leaders agreed that there would be no more
killings. On January 13, 1948, in Delhi, he began his last
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fast, praying for Indian unity. That day, he was assassin-
ated by Nathuram Godse, a Hindu extremist, as he
fasted.

Gandhi changed the emaciated image from one of vic-
tim of Third World hunger, to that of strength to abstain
from food for moral aims. Likely, it was his extreme
practice and unusual motivation that garnered Gandhi
attention and respect during his protests. Through the
success of such spectacular displays of food abstinence,
Gandhi inevitably was an essential figure in setting the
forefront for more modern-day fasters.
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Genetics

The field of genetics has evolved rapidly since 2000.
New technology has allowed researchers to identify
genes, which provide the blueprint necessary for the body
to manufacture specific hormones like insulin and estro-
gen. These hormones tell the body to store or burn
fat, carbohydrates, and protein. Additionally, hormones
maintain body temperature, regulate digestive rate, tell
the body to stop or start eating, and initiate growth in
children and adolescents. When a person does not have a
gene that is essential for the production or activation of a
hormone, a disease usually develops. For example, a per-
son who lacks the gene to manufacture growth hormone
(pituitin) will not be able to grow to normal height.
People can carry a gene without having the disease,
which means that a child can inherit a disease that neither
parent has.

As scientists discovered genes that seemed to trigger
diseases such as cancer and diabetes, they began search-
ing for genes that cause weight gain or loss as well.
Genes in animals are very similar to those in humans,

thus animals are frequently used to find new genes and to
understand their function. In the 1940s, a gene in mice
was discovered that was the blueprint for a hormone
called leptin (Kalra et al. 2003). Leptin is secreted in
response to the amount of fat in the body of the animal.
The release of leptin decreases appetite and tells the
mouse to stop eating. If the gene producing leptin is miss-
ing, the mouse will not stop eating and will gain signifi-
cant amounts of body fat. When the animals are injected
with leptin, they will stop eating and return to normal
weight (Stipanuk 2000: 443—4).

The discovery of the function of leptin led researchers
to predict that if leptin was administered to obese indi-
viduals, they would lose weight. Despite unsuccessful
clinical trials, drug companies began to market leptin in
the form of over-the-counter dieting supplements like
Leptoprin. The problem with these supplements is that
leptin is minimally effective in controlling weight when
injected and completely ineffective when taken orally. As
of 2007, leptin had not yet been shown to be a useful



treatment for weight loss, but the research is still
ongoing. A very few families have been identified who
possess copies of the ob gene from both parents; their
obesity was indeed treatable through the use of leptin
(Small and Bloom 2004: 117).

Although leptin was not the answer to weight loss that
scientists had hoped, research to locate a gene responsible
for fat gain continued. As with leptin, if a hormone could
be discovered that reduces body weight, the pharma-
ceutical industry could potentially manufacture and dis-
tribute the hormone as a drug or supplement to aid in
weight loss. Two hormones of interest are ghrelin (Small
and Bloom 2004), discovered in 1996, and obestatin
(Zhang et al. 2005), discovered in 2005. The role of
ghrelin in obesity is not fully understood, yet obese
individuals tend to have lower levels of this hormone
compared with nonobese people. Additionally, people
suffering from anorexia nervosa tend to have higher ghre-
lin levels than people of normal weight (Gale et al. 2004).
These two findings have led researchers to believe that
ghrelin is an important hormone for controlling appetite.
Obestatin decreases the appetite of mice and could pos-
sibly do the same in humans (Zhang et al. 2005).

There are also pathological explanations for the inheri-
tance of obesity. There are over forty different complex
syndromes listed in the on-line “Mendelian Inheritance
in Man” database that include “obesity” as one of their
diagnostic criteria. Yet each may well be triggered by dif-
ferent combinations of genes for different reasons (Bray
and Allison 2001: 9). The discovery of these and other
hormones could provide a scientific basis to treat indi-
viduals who have high body fat in the same way that
doctors treat high blood pressure or cholesterol (Scharf
and Ahima 2004; Orr and Davy 2005). Furthermore,
such genetic anomalies could also be detected by genetic
screening in analogy to Downs Syndrome and identify
high-risk individuals.

SLG/SuzANNE JuDD

See also Anorexia; Friedman; Hormones Used in Dieting

GENETICS 117

References and Further Reading

Bray, M.S. and Allison, D.B. (2z001) “Obesity
Syndromes,” in John B. Owen, Janet Treasure, and
David A. Collier (eds), Animal Models: Disorders of
Eating Behavior and Body Composition, Dordrecht:
Kluwer, pp. 1-18.

Gale, S.M., Castracane, V.D. and Mantzoros, C.S. (2004)
“Energy Homeostasis, Obesity and Eating Disorders:
Recent Advances in Endocrinology,” Journal of
Nutrition 134 (2): 295-8.

Kalra, S.P., Bagnasco, M., Otukonyong, E.E., Dube,
M.G. and Kalra, P.S. (2003) “Rhythmic, Reciprocal
Ghrelin and Leptin Signaling: New Insight in the
Development of Obesity,” Regulatory Peptides 111
(1): T-1T1.

Orr, J. and Davy, B. (2005) “Dietary Influences on
Peripheral Hormones Regulating Energy Intake:
Potential Applications for Weight Management,”
Journal of the American Dietetic Association 105 (7):
IT15-24.

Scharf, M.T. and Ahima, R.S. (2004) “Gut Peptides and
Other Regulators in Obesity,” Seminars in Liver
Disease 24 (4): 335—47.

Shell, Ellen Ruppel (2001) The Hungry Gene: The
Science of Fat and the Future of Thin, New York:
Atlantic Monthly Press.

Small, C.]J. and Bloom, S.R. (2004) “Gut Hormones and
the Control of Appetite,” Trends in Endocrinology
and Metabolism 15 (5): 259-63.

Stipanuk, M.H. (2000) Biochemical and Physiological
Aspects of Human Nutrition, Philadelphia, Pa.:
Saunders.

Zhang, ].V., Ren, P.-G., Avsian-Kretchmer, O., Luo,
C.-W., Rauch, R., Klein, C. and Hsueh, A. (2005)
“Obestatin, a Peptide Encoded by the Ghrelin Gene,
Opposes Ghrelin’s Effects on Food Intake,” Science

310 (5750): 996-9.




118 GLOBALIZATION

Globalization

Though there has been much speculation about the ori-
gins of globalization, with some historians arguing that it
dates back to the fifteenth century and the spread of
European colonialism, there is an understanding that
both in terms of scope as well as in terms of historical
specificity, globalization is a uniquely “modern” phe-
nomenon. Globalization in the twentieth century, which
can be broadly defined as the transnational movement
of goods, people, and capital across national borders,
boasts characteristics that mark it as peculiarly con-
temporary. Politically speaking, academics argue that the
nation-state is growing increasingly redundant, while
economically one has seen a paradigm shift in the realm
of production and consumption from Fordism to Post-
Fordism, which incorporates technological advances like
computers and the internet (Thompson, n.d.). There have
been changes in culture and, as mentioned, patterns of
consumption that have articulated these larger structural
changes. Another change is the feminization of the work
force—the appearance of more women in the formal
economy—as well as the growing emergence of a white
and what is also known as a “pink” collar workforce in
developing countries (Freeman 2000; Littlewood 2004).
These have led to the burgeoning of a transnational diet-
ing culture accompanied by, according to certain social
scientists, a rise in eating disorders.

In May 2004, the Fifty-Fifth World Health Assembly
called for the development of “a global strategy on diet,
physical activity and health” based on reports such as
Obesity: Preventing and Managing the Global Epidemic
(2001) which argued that the majority of the world’s
deaths are caused by noncommunicable diseases (NCDs),
such as cancer, diabetes mellitus, cardiovascular condi-
tions, and obesity. The reasons behind this phenomenon:
“industrialization, urbanization, economic development
and increasing food market globalization,” which mani-
fest as a lack of well regulated diet and appropriate
levels of physical activity (World Health Organization
2001). Dubbed “Globesity” by some, globalization is
seen as the key engine powering the unsavory new “pan-
demic” of worldwide obesity which is considered both a
disease in its own right as well as a contributory factor in
most NCDs.

An important manifestation of this increased transna-
tionalism is the shared pathologization of fat/overweight

in various parts of the world, including among the upper
classes in the developing world. There has been a corres-
ponding boom in the weight-loss and weight-control
industry, which ranges from “slimming centres” or “obe-
sity clinics” to diet pills and drugs. In India, national
centers such as VLCC (Vandhara Luthra Clinics) and
regional ones such as La Belle specialize in “passive” and
“active” weight loss approaches: Passive refers to the use
of “fat redistribution machines” as well as liposuction,
while “active” refers to exercise regimens that include
yoga, weight training, and cardiovascular training. These
clinics also come equipped with nutritionists and diet-
icians who advise women (and increasingly men) on how
to reduce caloric intake and eat more healthily. Dieting
could be said to consist of a spectrum of practices whose
sole aim is weight loss in order to “look good” (and is
indexical of a larger culture of body consciousness). It has
manifested itself in many corners of the world, not in the
form of fad diets, but in the use of specific weight-loss
aids that need to be ingested.

Although most scientists agree that people from diverse
backgrounds and classes engage in dieting practices and
suffer from eating disorders, dieting and eating dis-
orders, such as anorexia nervosa, are also seen as closely
connected to the introduction of First World attitudes
toward food consumption and body ideals among the
educated middle and upper-middle classes in the Global
South. However, scholars have also called for more quali-
tative research that will better elucidate the local articula-
tions of phenomena that are phenomenologically the
same. In one study of the incidence of anorexia nervosa in
Hong Kong, the researcher found that though the women
studied met all the diagnostic criteria for anorexia ner-
vosa, “fat phobia” wasn’t a feature of their condition
(Becker 2004).

Globalization has also had a major impact on dieting.
Everything from popular fad diets to exercise crazes to
fast food have been exported from the U.S.A. to other
parts of the world. At the same time, a variety of foods
and practices are imported to the U.S.A. from various
parts of the world. This is a phenomenon unique to mod-
ern times. It has made studying the diets of people around
the world a bit more complicated because they are more
homogenous than they once were. Since diets today
are more similar than they are different, finding dietary



factors that lead to diseases is a major challenge. In add-
ition to food, Americans have become more exposed to
Eastern medicine and dietary practices. For example,
Hatha yoga, an ancient Indian form of exercise, has
become very popular in the U.S.A. Although many people
focus only on the economic consequences of globaliza-
tion, it has affected much more than just commerce.

SLG/SHRUTHI VIssa
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Gold, Tracy (1969-)

Best known for her role as Carol Seaver on the sitcom
Growing Pains (1985-92), Gold was one of the first child
actresses to make a public confession about her battle
with anorexia. According to Gold, she was first diagnosed
with anorexia at age twelve, and while she recovered
rather quickly from this particular bout of the disease,
her battle was not over. At age nineteen Gold began
another diet in order to attain her “ideal weight” of 113
pounds, but this diet spun out of control, eventually
bringing the actress down to 9o pounds. Due to the ser-
iousness of her disease, Gold was forced to take a sabbat-
ical from the show. Gold’s subsequent weight “yo-yoed”;
at times she seemed to be recuperating and then got much
worse. At its lowest, Gold’s weight was reported to
have dropped to 79 pounds. Eventually, Gold recovered,
returned to her acting career, and then went public with
a description of her “battle” with anorexia. Since then
Gold has traveled widely, speaking to audiences about
anorexia and the mental and physical dangers of the dis-
order. She has made a second career out of “conquering”
her “battle” with anorexia.

As one of the first child celebrities to go public with
her eating disorder in the age of television, Gold paved
the way for future celebrities to do the same. In April
2005, Gold related how coming to terms with her other
problems and situations, specifically her arrest for
“drunk driving” on September 3, 2004, was similar to
the way she came to terms with anorexia. She stated,
“I’ve always been the person who’s the people pleaser, the
person who tries to make everybody else happy. I've
come a long way and P’ve done a lot of work on myself,
and I'm really proud of myself about that. But it’s still a
part of who I am” (Anon, 2005). All forms of asocial
behavior can be explained by claiming a personality
rooted in a socially acceptable form of mental illness,
such as addiction. By this point, the proof of her claim is
her position as a celebrity revealing her anorexia nervosa
to the public.

SLG/LAURA GOLDSTEIN

See also Anorexia



120 GRAHAM, SYLVESTER

References and Further Reading

Anon. (2004) “Actress Warns Against Anorexia,”
Arizona Daily Wildcat Campus News, January 19,
available online at <http://www.healthyplace.com/
Communities/Eating_Disorders/Site/story_anorexi-
a_warning.htm> (accessed April 30, 2006).

Anon. (2005) “Wake-Up Call,” The Oprah Winfrey
Show, April 4, Harpo Productions, details online at
<http://www.oprah.com/tows/slide/200504/
20050411/slide_20050411_101.jhtml> (accessed
April 30, 2006).

Graham, Sylvester (1794-1851)

Presbyterian minister, social reformer, and early advocate of dietary reform in America

Graham was chronically ill as a young man, diagnosed
with “consumption” (tuberculosis), which interrupted
his studies at Amherst College. After one of his illnesses,
he married his nurse. As a preacher, he was an advocate
of the “temperance” movement. In 1830, while preach-
ing in Pennsylvania against the dangers of drink, he met
members of the Vegetarian Bible Christian Church and
thereafter became an advocate of vegetarianism. After
1839, he withdrew from his public activities to devote
himself to developing his system. Like many reformers
of his day, Graham associated capitalism with moral
decay (Nissenbaum 1980: 48). Responding in part to the
advent of preprepared foods, Graham wrote his famous
Treatise on Bread and Bread-Making (1837), in which he
urged readers to make quality bread at home and eat
it fresh. His Graham bread was made primarily with
wholewheat and molasses, as opposed to white flour, and
it contained neither yeast nor eggs. The ideal food came
to be bread. It was plain, unadorned, and true to itself.
As Catharine Beecher was to write a decade later of
“Nourishing and Unstimulating Food,”

wheat stands at the head, as the most nutritive, safe,
and acceptable diet to all classes and in all circum-
stances. This can be used in the form of bread, every
day, through a whole life, without cloying the appe-
tite, and to an extent which can be said of no other

food.
(Beecher 1846: 234)

With food, American culture enters into what Amy Kap-
lan identifies as the “paradox of . . . imperial domesticity”

in which the work of the home “becomes the engine of
national expansion” (Kaplan 1998).

Graham was also a staunch advocate of vegetarianism
and apparently the first American to link a philosophy of
vegetarianism to a physiological argument about health
(Harris 1990). Others of his time shared his belief that
to kill animals was barbaric and that a vegetarian diet
reinforced better elements of human nature, but for
Graham it was also medicalized, as he believed vegetar-
ian diets led to longer life.

Graham’s advocacy of a pure diet was very much
linked to sexual reform. In his 1834 Lecture to Young
Men on Chastity his motto is “beware the fleshly lusts,
which war against the soul.” Human beings, he notes,
have “two grand functions . . . that are necessary for his
existence ... The first is NUTRITION; the second is
REPRODUCTION” (Graham 1837a: 29). He condemns
“self-pollution” as more dangerous even than the “illicit
commerce between the sexes” (Graham 1837a: 16) as it
“ruins the physical constitution” (1837a: 40). Sex should
be treated as he imagines food must be: “when we eat and
drink for the purpose of sustaining our bodies in the best
condition with the ulterior view of promoting the
healthiest and most vigorous state of our intellectual fac-
ulties” rather than merely “pandering to our appetites”
(Graham 1837a: 60). It is the stomach that “more directly
and powerfully fully sympathizes with the genital organs,
in all their excitement and affections, than any other
organ or portion of the body” (Graham 1837a: 92). Bread
and pure foods would cure the ravages of masturbation
as well as dampen sexual excess. His eccentric diet pro-
hibited consumption not only of meat, but also of tea,



alcohol, spices, and sweets because of their intensifying
effects on the sexual drives of men, women, and children
alike (Nissenbaum 1980: 34). For Graham, diet was
essential. Without dietary reform, no reform or rehabili-
tation was possible.

In his Lectures on the Science of Human Life (1839),
Graham argued for a divine self-awareness of man that
led him to first eat of the fruits surrounding him. He
rejects the argument of the scientists of his day, such as
Georges-Louis Leclerc, Comte de Buffon (1707-88), that
man is an omnivorous animal. For Graham, the very
anatomy of the human being predisposes him to eating
fruits and vegetables. Man is an herbivorous animal,
whose teeth and digestive system are predisposed not to
eat meat. He rejects, therefore, the common notion of the
day that “animal food renders man strong and courage-
ous” while vegetable diet “is ... connected with weak-
ness and cowardice” (Graham 1897: 115). The best of
human society in history subsisted on vegetables and
fruits—from the Spartans to the Romans—while “Nat-
ural Man,” such as those humans ranked as on the lowest
rung of humanity of the day, the inhabitants of Tierra del
Fuego in Argentina, eat 1§ to 20 pounds of barely cooked
flesh a day which leads to their “indolence” (Graham
1897: 150). Modern man must be healthy and be able to
work; this is possible only through a meatless diet.

SLG/ANGELA WILLEY
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Greek Medicine and Dieting

I. ancient Greek medicine, as the Hippocratic author of
On Ancient Medicine famously claimed, it is physicians
and not philosophers who understand best the nature of
man. In ancient Greece, fat as a pathological category
appears in texts ascribed to Hippocrates (440—340 BCE).
Hippocrates, or at least as attributed to him in the
approximately sixty texts of the Hippocratic corpus,
based his notion of health and illness on the balance of
the humors, the chymoi. According to this view, these

four crucial bodily fluids—blood, yellow bile, black bile
and phlegm—were found in all individuals and produced
health when in balance and illness when one dominated
over the others. They also produced the visible aspects
of the body that could be measured by the physician:
Blood made the body hot and wet, choler hot and dry,
black bile cold and dry and phlegm cold and wet. They
were also correlated to the four ages of man—infancy,
youth, adulthood, and old age—and to the essential
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aspects of the world, air, fire, earth, and water. The phys-
ician could impact the domination of one or the other
humors by intervening, often with lifestyle or regimen
changes, which entailed changing the food or activities of
the patient. But the humors were also the key to bodily
shape and physique. Thus, if one had a natural predis-
position to phlegm, it resulted in fat. Each humor also
determined temperament: The phlegmatic person (who
was also fat) was pale, lazy, inert, and cool in character—
as well as, of course, phlegmatic. Phlegm was “naturally”
of water and of old age.

In humoral theory, fat could either be a sign of indis-
position with the domination of phlegm to be treated by
hot and dry foods or a constitutional status (as in aging)
in which one’s phlegmatic nature could be mitigated but
not altered. In the first case, one was a fat patient but not
in the latter. Greek medicine was rooted in the practice of
diatetica, the diet as the primary therapy or, to use a more
modern phrase, “eating as healing.” The Greek phys-
icians therefore also believed that there was a one-to-one
relationship between foods and their effects. Dionysus
of Carystus (in Euboea), who practiced in the fourth
century BCE and was known to the Athenians as the
“younger Hippocrates,” argued like Hippocrates for a
completely causal relationship in dietetics (van der Eijk
2000: 246-9). Certain foods were not only healthful but
also curative; just as a surfeit of others was the cause of
illness, and central among those illnesses was obesity.

For the followers of Hippocrates, fat and thin could be
either “natural” antitheses or signs of illness in terms of
the balance and unbalance of the humors. Thus, fat
reflects the pathological state of the body caused by
imbalance. For the sufferer from fat as a sign of disease,
there is also a clear distinction between fat men and fat
women: “When unnaturally fat women cannot conceive,
it is because the fat presses the mouth of the womb, and
conception is impossible until they grow thinner” (Jones
1931: V, XLVI). But men “who are constitutionally very
fat are more apt to die quickly than those who are thin”
(Jones 1931: II, XLIV), abandoning their families and
their role in society, both paramount responsibilities in
the ancient world. In all cases, extreme fat falls in the
realm of medicine: “Repletion too, carried to extremes, is
perilous,” he observes (Jones 1931: I, IV). Hippocrates
does acknowledge that corpulence gave one a slight
advantage against febrile diseases, but it was greatly
outweighed by the pathological effects. The cure was
eating after “exercise and while still panting from fatigue

and with no other refreshment before meals except wine,
diluted and slightly cold. They should, moreover, eat only
once a day and take no baths and sleep on a hard bed and
walk naked as long as possible” (Shell 2001: 25). Quite
literally a Spartan regime, as this was the way that the
Spartan society deemed its citizens to act!

Greek medicine, in seeing the dominance of phlegm as
pathology, also evolved the concept of polysarkia, too
much flesh. This is a term reintroduced into Roman
medicine by the North African Caelius Aurelianus in the
fifth century cE in his De morbis acutis et chronicis.
Polysarkia was the result of the imbalance of the humors
but also a quality of temperament. Thus the lazy, phleg-
matic person also consumes too much food. They live in a
concomitant state of slothfulness and stupidity (Orth
1960). Such people violated the principle of constraint in
all things. Constraint, Socrates frequently reminded his
listeners, is the greatest good and in complex ways the
obese male violates this dictum (Fox 1998).

The line that the Hippocratic corpus assumes between
acceptable fat and excessive fat (extreme repletion) is the
difference between life and death. In Aristotle’s essay on
longevity, fat is the quality that preserves warmth. Ani-
mals (including human beings) are “naturally moist and
warm, and life too is of this nature, whereas old age is cold
and dry, and so is a dead body” (Aristotle 1936: 403). He
continues: “Fatty things are not liable to decay because
they contain air . . . air like fire does not become corrupt”
(Aristotle 1936: 403). Animals which are “bloodless” are
protected by their fat: “In animals the fat is sweet; for this
reason, bees are longer lived than other larger animals”
(Aristotle 1936: 407). Here too the line is assumed
between acceptable “fatness” and pathological obesity.

Strength, health, and beauty are the “virtues” of the
classical Greek body. It is no accident that one of the
most important commentators on diet of the ancient
world was Herodicus of Selymbria, a trainer of athletes,
who used gymnastics to cure his own fat body (Jaeger
1944: 3 and 34). Hippocrates had stressed that

in athletes a perfect condition that is at its highest
pitch is treacherous. Such conditions cannot remain
the same or be at rest, and, change for the better
being impossible; the only possible change is for the
worse. For this reason it is an advantage to reduce
the fine embonpoint quickly, in order that the body
may make a fresh beginning of growth.

(Jones 193 1: I, III)



Here it is the professional athletae, who competed in the
games, rather than the agonistae—those who sought
health and strength through gymnastics—who need to be
thin. And that cure for the fat body was diet and exercise.

SLG
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Grunberger, George, MD

Founder of a private practice called the Grunberger Diabetes Institute in Bloomfield
Hills, Michigan

The Grunberger Diabetes Institute is a place where dia-
betes patients can receive quality care. Grunberger has
also worked at the National Institutes of Health, Wayne
State University, and the Detroit Medical Center.
Grunberger is one of the most vocal specialists in dia-
betes in the U.S.A. Working mainly with adults who have
diabetes due to obesity, recently he has commented on
the increasing number of adolescents who have diabetes
also due to weight. His research is mostly focused on
diabetes and its complications, and ranges from the func-
tion of insulin to studies on diabetes and how to manage
it. His work also reflects the need for a nuanced approach
to different ethic groups, such as African-Americans,
because of their cultural location. Grunberger is a voice
arguing that diabetes in children is increasing at an alarm-
ing rate, and he believes this increase is directly linked to

obesity. He argues that parents need to start teaching
their children to eat more healthily and take on more
physical activity. In addition, he stresses the role of
society in taking on this issue of obesity by teaching its
members to eat better and exercise more frequently.

In 2005, Grunberger became the public advocate for a
“quick” cure for obesity and, therefore, for the illnesses
associated with it. He championed “FBCx,” touted as
“an all natural dietary fiber,” from ArtJen Complexus
Holdings Corp. in Windsor, Ontario, Canada that, to
quote the publicity, “has the unique ability to complex
and remove nine times its own weight in dietary fat with
no side effects. Without changing their diet or lifestyle
patients are removing 500 kcal per day from their diets
and losing 1-1% pounds per week.” FBCx was developed
at Wayne State University by two of Grunberger’s
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colleagues. Grunberger conducted the first clinical studies
on FBCx and in June 2005 presented his results at the
American Diabetes Association annual meeting in San
Diego. Joseph Artiss, one of the two inventors, said of his
invention, “It’s a Fat Binding Complexer, so we called it
FBCx. FBCx appears to have effects on some hormones
so that while you absorb fewer calories you still have the
feeling of fullness or satiety” (PRWeb).

FBCx is the “newest” addition to the “natural food”
cure for obesity and all of its attendant ills. It is the ultim-
ate quick fix, parallel to Proctor and Gamble’s introduc-
tion of “olestra” in 1996. The calorie-free “fat” flopped
to no little extent because of the FDA label affixed to any
product that used it: “Olestra may cause abdominal
cramping and loose stools. Olestra inhibits the absorption
of some vitamins and other nutrients.” The experience of
“anal leakage” was sufficient to cramp this product’s
general use as a weight-reduction method. Parallel to this
was the introduction of Xenical in 1999. It causes about
a third of the fat in foods consumed to pass through
the digestive system unprocessed, with results similar to
Olestra (Shell 2001: 142). Grunberger now argues that
FBCx is a positive means to control weight and, therefore,
to prevent Type 2 Diabetes.

SLG/MARY STANDEN
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Gull, Sir William Withy (1816-90)

Known for naming the disease anorexia nervosa in 1874

Many credit Gull with the discovery of the disorder,
which he described as “emaciation as a result of severe
emotional disturbance” and “a perversion of the ego.”
His article entitled “Anorexia Nervosa (Apepsia Hys-
terica, Anorexia Hysterica)” was published in the Trans-

actions of the Clinical Society of London in 1874 and
was based on a speech he gave at Oxford in 1868 (Gull
1896: 205-14). The formulation “anorexia nervosa,”
however, first appears in his 1874 essay. It is clear that
there was a complex history of the disease that reached



back to the seventeenth century. Gull’s contemporaries,
many of whom he acknowledged, also sharpened the
diagnosis in the nineteenth century. The French neu-
ropsychiatrist Charles Laségue (1816-83) developed a
diagnostic category very similar to that of Gull at the
same time and is often acknowledged as one of the cre-
ators of anorexia (Vandereycken and van Deth 1989). Both
built on older discussions of the pathologies of eating.

Gull’s description was among the first to acknowledge
the psychological factors involved in anorexia nervosa,
although it focused on the physical symptoms (Madden
2004: 150). In fact, he was praised for “his powers
of discernment, especially in distinguishing real disease
from the troubles of nervous and hysterical people”
(Anon. “Obituary: Sir William Gull” 1890: 261-2). Gull
identified reduced food intake and hyperactivity as risk
factors for anorexia nervosa, which are still among the
current definitions of the disorder. He described patients
as refusing to be treated and with such physical features
as loss of menstrual period, decreased pulse, breathing
and temperature, and binge-eating. Further, he found
most patients to be female between the ages of sixteen
and twenty-three. Unlike his peers, he viewed anorexia
as a disease of the mind and not of the gastrointestinal
system even, as he wrote, though “in the stage of greatest
emaciation one might have been pardoned for assuming
that there was some organic lesion” (Gull 1896: 307).
Gull’s recommendation for treatment was to administer
food without “allowing the starvation-process to go on”
(Gull 1896: 307). His paper presented two case studies,
accompanied by “before and after” images. At the end of
his life he presented one further case study of anorexia,
again accompanied by “before and after” images proving
that the return to a healthy state of mind from the “per-
versions of the ‘ego’ being the cause and determining the
course of the malady” could literally be seen on the
patient (Gull 1896: 311-14).

In addition to his role in defining anorexia nervosa,
Gull also studied other diseases that impacted on bodily
appearance such as the marked physiognomy and mental
deficiency of hypothyroidism, known as “Gull’s disease”
(a term also applied by physicians in the early twentieth
century to anorexia). He is credited with identifying the
association between myxoedema and thyroid atrophy;
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although Gull credited Dr. Hilton Fagge with this dis-
covery. Gull was named a baronet after treating the
Prince of Wales’s (later Edward VII) typhoid. He was also
the physician to Queen Victoria and, consequently, was
one of many physicians of the time suspected to be “Jack
the Ripper” because of the seemingly “medical” mutila-
tion of “Jack’s” victims.

His philosophy included the minimal use of drugs in
treatment, focusing on diagnostics rather than disease
and looking at large numbers of patients to identify
health problems.
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Hauser, Bengamin Gayelord (1895-1984)

Popular advocate of diet and nutrition

Born Helmut Eugene Benjamin Gellert Hauser in Ger-
many, he was also known as Eugene Helmuth Hauser and
legally changed his name in 1923. Described as a “young-
ish man with a flashy smile and a broken accent” (Anon.
“Garbo’s Gayelord,” 1942) and a “handsome man who
wears his hair in a permanent wave” (Fishbein 1938: 113),
“Dr. Hauser” studied naturopathy and chiropractic medi-
cine but dropped his claim to have an MD following an
investigation by the American Medical Association.
Hauser said that at the age of sixteen, after all his American
doctors failed him, two weeks of lemon juice recommended
by a foreign doctor cured him of tuberculosis of the hip.

Hauser’s diets sought to cure both physical and psy-
chological ailments, change body weight, and promote
longevity. He argued very early that “health is nature,
and disease is unnatural” and “no disease can exist in
a chemicalized blood stream” (Hauser 1930: 33). Self-
cure with foodstuffs, he claimed, especially acidic ones
will eliminate “sickness and old age” (Hauser 1930: 38).
Hauser’s proof of this is the prison and orphanage studies
undertaken by Dr. Joseph Goldberger in 1914, which
determined that pellagra was a disease of poor diet rather
than an infectious disease. Able to draw on the “real”
science of vitamin deficiency diseases by the 1930s,
Hauser cloaked his vegetarian diets in the model of the
Goldberger study (Hauser 1934: 6—7).

Hauser’s diets included “eliminative feeding system,”
“the mending diet,” “the vitality diet,” “the transition
diet,” “the cosmetic diet,” and “the zigzag diet.” “The
cosmetic diet” recommended sulfur-rich foods and an
iron-rich cocktail of spinach, parsley, and citrus juice for
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beautiful skin. The “zigzag diet” for weight loss involved
a purge of Epsom salt in the morning and senna at night.
He was a strong advocate of fortifying meals with “nat-
ural ingredients,” such as dry brewer’s yeast, wheat germ,
yogurt, powdered skim milk, honey, blackstrap molasses,
vegetable salt, vitamins, and minerals. The mass popular-
ity of Hauser’s “cures” was such that they became part
of the routine of stand-up comics of the day. The great
vaudeville and television comic Jimmy Durante joked
that blackstrap molasses doesn’t really make you live
longer, it just seems longer.

Hauser developed a line of branded foods and sup-
plements supporting his diets, which included products
like Santay-Swiss, Anti-Diabetic Tea, and Nutro-Links.
He also owned a restaurant in St. Petersburg, Florida,
which featured his diet products on the menu. He encour-
aged his followers to open similar restaurants and sell his
products. Virtually all of his books published in Great
Britain suggest the consumption of foods available “dir-
ect from the manufacturers, Rational Diet Products,
Chantry House, Grimsby” (Hauser 1939: 43). Three of
his products, Slim, Correcol, and Hauser Potassium
Broth, were seized by the FDA for fraudulent claims that
violated the Pure Food and Drug Act.

Gayelord Hauser’s advertising strategy largely relied
on his personal image; that is, his physical attractive-
ness and glamorous social life added to his mass appeal,
as did having media celebrity followers such as Cary
Grant, Mae West, and Greta Garbo, whom he personally
advised. As one critic commented recently about Hauser’s
importance in changing Hollywood’s body image: “Hefty
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bodies and substantial meat-and-potatoes meals epitom-
ized wealth and station—until the wraithlike Garbo
slid narrowly on screen, and, off screen, ate salads and
juices with her health-food guru lover, Gaylord Hauser”
(Morrison 2006).
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Hay, William Howard, MD (1866-1940)

Creator of the Hay Diet in 1911, the original inspiration for “food combining”

Hay’s approach was based on the idea that eating
certain foods together will yield improved digestion and
that certain foods are simply “incompatible” with one
another. He categorized foods as protein, neutral, or
starch and urged people to eat proteins and starches sep-
arately, although neutral foods could be eaten with either
group. Hay believed that, according to the “immuta-
ble laws of chemistry,” mixing the food groups led to
incomplete digestion, which would then lead to the
accumulation of toxins (for which a daily enema was also
recommended) and weight gain. Digestion would be
affected because the action of ptyalin and pepsin would
be stopped and because the environments for digestion
differed (alkaline environment for starch and an acidic
one for protein). Hay also advocated eating more veget-
ables and fruits instead of carbohydrates and proteins,
believing that these acid-forming foods led to a chemical
imbalance caused by decreasing alkaline reserves in the
body.

Critics of the diet pointed to the fact that many nat-

urally occurring foods already combined starches and
protein and that the diet actually encouraged weight loss
only by encouraging calorie reduction. To date, no scien-
tific evidence has proven the theory of food combining;
however, Hay’s approach was very much in line with the
general notion of food as a means of purifying the body.
Like his contemporaries, he saw this purification as a
return to the “natural” as well as a rejection of the mech-
anistic nature of contemporary life. His was, in this sense,
a very American approach to food, “for we are becoming
a nation of vegetable and fruit-eaters, while the English-
man is still content with his gooey puddings and his
afternoon starchy teas” (Hay 1933: 34). This shift in diet
was necessary for America to become great as many
Americans are suffering from an “individual and national
fatigue,” which is “making us a near second class nation”
(Hay 1933: 65). As “the causes of fatigue are the cause of
disease,” a new diet will eliminate much illness and
increase longevity and productivity (Hay 1933: 69).
Indeed, all death can be attributed to bad diet, “there is



no natural death; all deaths are the end-point of acid
accumulation” (Hay 1933: 71).

In his interest to improve national health and decrease
mortality, Hay became more interested in natural medi-
cine. He resolved, “to take such things as he believed
were intended by nature as foods for men” after he cured
himself of Bright’s disease (now known as nephritis, or
kidney disease) (Hay 1933: 13). He also lost weight by
changing his diet, and “at the end of three months he
was able to run long distances without distress. His
weight decreased from 225 lbs. to 175 lbs; years seem to
fall away from him, and he felt younger and stronger
than before for many years” (Hay 1934: 14). He accom-
plished this all by eating foods in their natural,
unprocessed state and not eating to excess: “Proportion
the amounts to the real desire at the time; do not try to
eat the whole because it is offered; a mistake that is often
made by those following suggested diets” (Hay 1934:
158). In addition, he believed that exercise is needed
“to keep us clean inside, and to enjoy all these periods
as only one can do who is giving to each his due need”
(Hay 1934: 174). He documented his belief in the neces-
sity of exercise in widely popular publications, including
Health via Food (1929) and A New Health Era (1933).
In Health via Food, Hay picked up a thread of argu-
ment that has its roots in the very earliest reaches of
Western dieting. Based on the experiences of World
War I, he saw poor diet as the reason that “half of these
young men [called to duty] ... were unfit to serve her
in an emergency.” They had “poor teeth, poor eyesight,
weak arches ... deficient chest expansion ... things
that make a man unfit to . .. stand the rigors of a cam-
paign” (Hay 1934: 20). Unhealthy young men were
thus poor citizens and rather poorer examples of what
“real men” should be, but he was also concerned about
the poor health of women, who bear listless children
and nurture them poorly as they themselves are deficient
(Hay 1934: 62). His argument about the causes of
poor health and high mortality was not those of the clas-
sic prohibitionists against “tobacco, whiskey, tea, coffee
... |or] jazzy parties.” Instead, he focused on poor nutri-
tion and argued that the “compatibility” of foods will
revive America and make for stronger men and women,
each to fulfill their own role in a healthy society (Hay
1934:25).

Hay pursued his diet through professional organiza-
tions and activities. He was a member of the American
Association for Medico-Physical Research, and merchan-
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dized his system when in 1927 he became director of
the Sun-Diet Health Foundation (he would later become
its president). After purchasing the Pocono Hay-ven
resort in 1932, he became the Medical Director of Hay
System, Inc. in 193 5. As a result, the Hay diet was popu-
lar in the early 1930s, with Hay-friendly menus at many
restaurants and followers of the system, including Henry
Ford, who called themselves “Hayites.”

Since then, there have been regular revivals in the Hay
diet, resulting in publications by others about their advice
and experiences regarding food combining. For example,
the acid base diet, which claims to restore body chemistry
to proper balance, is very similar to Hay’s original diet. In
addition, actors Koo Stark, Helen Mirren, Liz Hurley,
Catherine Zeta-Jones, and Sir John Mills; television per-
sonality Jill Dando; and Princess Diana have all supported
food-combining diets.
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Homeostasis

Biological systems like the human body are designed to
operate in harmony with the environment in which they
live. The body is also designed to operate under very spe-
cific conditions; for example, body temperature is main-
tained at approximately 98.6 degrees Fahrenheit, and the
heart rate is generally maintained around 7o beats per
minute (Widmaier 2006: 408). These conditions or set
points allow optimal function within the body. When
something in the environment changes, the body has to
make changes to bring itself back or near to that set point.
The process of bringing the body back to its original set
point is homeostasis. For example, when a person exer-
cises, the muscles of the body require more oxygen. In
order to maintain a steady stream of oxygen to the mus-
cles, the heart rate will increase so that more blood,
which contains oxygen, is delivered to the muscles.

In terms of diet, the human body is good at preserving
energy from food so that periods of starvation do not end
life (Stipanuk 2000: 385—407). When a person restricts
food intake, as is the case when one is dieting, the body
will adjust to the decreased intake in food by slowing
down metabolism in order to maintain homeostasis. If

the body cannot meet energy requirements by simply
reducing metabolic rate, it will then pull energy from the
fat and muscle within the body in order to maintain
energy to all organs. Homeostasis is therefore widely
studied in reference to diet. In fact, some people who
have published dieting literature have created diets that
claim to change metabolic set point so that as the body
finds homeostasis, it will actually be burning greater
amounts of fat and thus will change the shape.
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Hopkins, Sir Frederick Gowland (1861-1947)

Considered the founder of British biochemistry

Born in Sussex, England, as a child, Hopkins showed
an exclusive interest in science, in particular chemistry,
which continued for the rest of his life. Hopkins became
the first Professor of Biochemistry at Cambridge in 1914.
He pioneered the study and application of what he termed

accessory food factors, which are now referred to as vit-
amins. In addition to his work on vitamins, Hopkins
also pioneered the study of cell metabolism. One of his
earliest contributions to biochemistry was the technique
he used to detect the presence of uric acid in urine. He



also studied the role of amino acids arginine and histidine
in nutrition. This discovery showed him that it is the
presence of differing amino acids, which creates the
nutritional quality of proteins.

Through further experimentation with rats, Hopkins
realized that accessory food factors (vitamins) were also
playing a role in nutrition and growth. After isolating
specific vitamins, Hopkins concluded that such diseases
as rachitis, or rickets, and scurvy, occurred when food
lacked certain vitamins. In 1912, Hopkins published,
“Feeding Experiments Illustrating the Importance of
Accessory Food Factors in Normal Dietaries,” which is
generally regarded as the most important piece of early
literature on vitamins. Hopkins’ nutritional theories were
contested by colleagues until 1920, but since then have
been considered indisputable. During the 1920s, Hopkins
experimented with biological oxidations, finding the first
clues that intermediate oxygen transportation possibly
occurs in living tissues. At the time, the theory was
new and queried, but today it is a well-established fun-
damental fact in the field of biological oxidation. In
1929, Hopkins won the Nobel Prize for Medicine and
Physiology for his work in nutrition, which set the stage
for those who followed him in nutritional science.

In particular, his 1932 Gluckstein Lecture on “Chem-
istry and Life” presented a scientific approach to the bio-
chemistry of “living systems [that] should sometimes
occupy the thought of every chemist” (Hopkins 1933: 3).
This view, based on Hopkins’ understanding of the com-
plexity of nature, placed living organisms again into the
realm of biochemistry, which had, by the 1930s, begun to
see itself as concerned with the molecular level and as a
science separate from any explanation of how actual sys-
tems work in living organisms. This return to the world
of origin of biochemistry in the laboratories of Justus von
Liebig (1803—73) meant a focus on processes such as
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metabolism in plants and animals (Hopkins 1933: 5).
Liebig had begun with an understanding of how such
processes were carried out, and Hopkins wished to return
to this earlier model. Diet, the “intensive studies of plant
and animal products,” meant a return to the science that
created the modern concern with diet. We now “know
that the consumption of so much protein, fat and carbo-
hydrate lead to the excretion of so much urea and so
much carbon dioxide.” But this tells us “nothing of that
succession of complex events intervening between con-
sumption and excretion, which it is the business of the
biochemist to understand” (Hopkins 1933: 5). This, he
pointed out in 1932, is the goal of biochemistry looking
at the “intact and living body” (Hopkins 1933: 6).
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Hormone

A hormone is a signaling compound or molecule in the
body that enables one part of the body to communicate
with another part of the body. The term itself appears
in the scientific literature in the opening decade of the

twentieth century. In 1905, E.H. Starling, writing in the
British medical journal the Lancet notes that “these
chemical messengers [are] ‘hormones’ ... as we might
call them” (Starling 1905: 340). Hormones are produced
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by the endocrine system in organs like the thyroid and
adrenal glands (Harvey 2005: 92—3). In terms of metab-
olism, some functions performed by hormones are to sig-
nal to the stomach when enough food has been consumed
and to increase fat storage in times of calorie excess.
However, hormones have many functions that go far
beyond those required for metabolism.
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Hormones Used in Dieting

In 2004, Forbes magazine reported that the thirty-two
teams in the National Football League had an operating
income of 851 million dollars on revenue of 5.3 billion
dollars. As a result, players on professional sports teams
are making millions. In 2003, the average salary for a
Major League Baseball player was 2,555,476 dollars,
amazingly high but not even the highest in professional
sports. Players in the National Basketball Association in
2003 brought in an average of 4.5 million dollars a year.
This is big-time money, and the players in these leagues
are big-time athletes who work hard to keep their bodies
at the peak of physical performance. Many times, players
do more than just eat right and exercise to stay physically
competitive; they look for alternative means to enhance
performance. Most often, these alternatives come in the
form of supplements ranging from simple protein shakes
to manufactured hormones. However, it is not just these
professional athletes using hormone supplements. Rather,
many “ordinary” people are using them to lose weight
and increase muscle mass. Whether it’s a “weekend war-
rior” who wants to make a big play on his company’s
softball team or a “soccer mom” wanting to fit into a
dress for a high-school reunion (or indeed a soccer dad or
a female weekend warrior), hormone manipulation has
become big news and big business in dieting culture.

The most important aspect to this new method of
dieting is an increase in knowledge regarding the body.
The understanding of the human body and all the many
ways it works has improved recently. This increased

knowledge has provided people with the ability to mani-
pulate their bodies in new and more effective ways. We
now better understand how the body utilizes carbohy-
drates, fats, and proteins and what this means for the per-
formance and development of the body. With scientific
discoveries over the past century, we also better under-
stand how hormones control the body, and scientists
now have the ability to artificially produce hormones. As
a result, the use of artificial hormones in the sporting
world has become a major concern for owners, coaches,
players, fans, and legislatures. In March 2005, Congress
held a special hearing on the use of steroids in baseball.
Their concern was about fairness in the game but also
about the message that doping controversies send to
young fans. According to Democratic Representative
Henry A. Waxman from California,

There is an absolute correlation between the culture
of steroids in high schools and the culture of ster-
oids in major league clubhouses. Kids get the mes-
sage when it appears that it’s okay for professional
athletes to use steroids. If the pros do it, college
athletes will, too. And if it’s an edge in college, high
school students will want the edge, too.

(Waxman 2005%)

In the human body, steroid hormones are derived from
cholesterol. The most common hormones used by profes-
sional and amateur athletes today are steroidal hormones,



thyroid hormones, and human growth hormones (hGHs).
Understanding the way hormones work is imperative to
understanding how they give athletes an edge in body
shaping and athletic performance. While these hormones
are commonly found in the human body at a regulated
level, athletes exploit normal hormonal effects by taking
artificially produced hormones and, thereby, greatly
increasing the amount of hormones in the body. It is at
this point that hormones begin to change the physical
composition of the body.

The steroids used for performance enhancement are
termed “anabolic steroids.” These are converted into tes-
tosterone by the body. Steroids can be administered by
mouth, injection, or in cream form. Users of steroids often
administer the steroids in “cycles,” which consists of tak-
ing steroids for a period of time then stopping for another
period and starting again. Often users combine various
types of steroids, hoping for an increased effect. The use
of steroids can be dangerous with a long list of possible
side effects, ranging from balding and mood swings to an
increased risk of cancer, heart disease, and stroke.

There are two main steroid hormones used by athletes:
cortisol, produced in the adrenal cortex, and testoster-
one, produced by the gonads. These two steroids have
different functions and affect different parts of the body.
Cortisol is produced by the body in times of stress and
helps the body quickly create extra energy. In excess,
cortisol stimulates glucose production, which is then
converted to fat. There are products marketed to help
reduce the amount of cortisol in the body, therefore,
reducing the amount of glucose production, fat storage,
and overeating. These products, such as Relacore and
CortiSlim, are classified as herbal supplements and claim
to balance cortisol in times of stress but have not been
proven effective. Cortisol is used by people looking to
lose weight. Testosterone, on the other hand, is carried
through the blood to muscle tissue; there the steroids
stimulate protein synthesis and act to increase muscle size
and strength.

Steroids can produce dramatic muscle changes. For
example, one study showed that

supraphysiologic doses of testosterone, especially
when combined with strength training, increase fat-
free mass, muscle size, and strength in normal
men . . . [tlhe combination of strength training and
testosterone produced greater increases in muscle
size and strength than were achieved with either
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intervention alone. The combined regimen of tes-

tosterone and exercise led to an increase of 6.1 kg

in fat-free mass over the course of 1o weeks.
(Bhasin et al. 1996: 5)

This is one of the effects athletes and bodybuilders are
looking to achieve when using steroids because increased
muscle size and strength leads to hitting balls farther,
running faster, jumping higher, and lifting more.

A third hormonal supplement, hGH, also known as
somatotropin, is synthesized and secreted by the anterior
pituitary gland. hGH can directly affect cells that have a
receptor specific for hGH and more importantly it has
an effect on the liver, stimulating it to produce IGF-1
(insulin-like growth factor 1). IGF-1 has important effects
on body mass and size; it stimulates bone growth, as well
as protein synthesis in muscle cells. hGH is essential for
postnatal growth and development, and its prevalence
generally decreases in the human body with age. When
hGH is used as a supplement, it can act to eliminate fat
and increase muscle. One study found, for example, that
“administration of GH alone or in combination with
IGF-I caused a greater increase in fat-free mass and a
greater reduction in fat mass than those achieved by diet
and exercise alone” (Thompson et al. 1998: 1481). This
result is the reason hGH is used by those looking to lose
weight and gain muscle.

hGH is not available over the counter, but many com-
panies offer supplements that supposedly increase the
secretion of hGH. One in particular, GH+Releaser, claims
to increase hGH levels by 402 percent and strengthen
the immune system, reduce wrinkles, heighten sexual
potency, enhance energy, improve sleep, sharpen the
memory, reduce fat, increase lean body mass, and pro-
mote healing (GH+Releaser 2003). hGH has been proven
to be effective in promoting weight loss and increases in
muscle mass, but the long-term effects of hGH have yet to
be discovered. Supplements claiming to increase hGH
release have not been proven effective and may hold little
or no benefit and also may be dangerous.

Finally, people may also use and abuse thyroid hor-
mone, which has a major effect on metabolism, mainly
on fat and carbohydrate metabolism. It acts within the
small intestine and on fat cells to raise metabolic rate.
Diet companies rely on these claims to promote prod-
ucts that they claim will act on the thyroid. For exam-
ple, bodybuilding.com makes a claim that using thyroid
supplements
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is great because you can regulate and optimize
your thyroid so it performs at a higher level than it
can on its own. And when you do this, suddenly
body fat will make like the office slacker when
it’s time to work weekends—it’ll be nowhere to be
found.

(Anon. Fat Loss Help)

This is the type of statement many people use to justify
the use of thyroid supplements, but the efficacy and safety
of these supplements is not proven. Thyroid hormone is
prescribed by doctors to treat hypothyroidism, but its use
for anything other than this is not recommended.

People take a risk each time they use one of these
performance-enhancing hormones or supplements. Not
only are they banned by most athletic organizations,
some of them are illegal without prescription, and ultim-
ately they can be very dangerous. Those using hormones
and supplements may be putting their health and life in
danger to achieve a level of physical performance or phys-
ical feature. These hormones are essential at normally
regulated levels, but when artificially increased they can
wreak havoc on the body.

SLG/DARREN JOHNSON
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Hornby, Lesley (Twiggy) (1949-)

Model, actress, and singer

Born in London, England, her classmates called her
“Sticks” because of her very slim, boyish figure, and at
the age of fifteen, Hornby dropped out of school to pur-
sue a career in modeling. She was nicknamed “Twiggy”
by her boyfriend/manager, Justin De Villeneuve. In 1966,
Twiggy began her modeling career in London with success
following almost instantly.

England and, in fact, the world, seemed to have been
searching for a change, something different, in what
defined beauty and femininity. Twiggy represented that
change from the 1950s curvy body type towards a

modern, androgynous look. Her body appealed to men
and women around the globe and influenced the gen-
eral conception of femininity. The 1950s insistence that
female sex symbols have curvaceous figures was des-
troyed by Twiggy, who became a positive celebration of
androgyny. In fact, the 91-pound, saucer-eyed girl with
an angelic face may have helped push standards of thin-
ness a bit too far, leading many young women toward
personal dissatisfaction with their bodies and, in some
cases, chronic anorexia. For example, Gillian Bobroff,
one British model of the 1960s, recalls, “It was dreadful.



... [Twiggy] started a trend, and you had to be just the
same. I ... started killing myself, taking a million slim-
ming pills. I never ate. I had bulimia. It was a nightmare,
trying to keep up” (Zimmerman 1997: 22).

Twiggy modeled for only four years and became an
icon and one of the most recognized models of all times.
She was perhaps recognized internationally as the world’s
first supermodel and was named the “Face of 1966” by
the London Daily Express. To most people’s surprise,
Twiggy’s thin frame was far from a result of anorexia,
dieting, or exercise. “She admitted to eating ‘anything,
absolute rubbish,’ including the ice cream and chocolate
sauce piece de resistance ‘Bananas Twiggy’ whipped up
especially for her at her favorite London restaurant. Her
irreverent eating habits aside, Twiggy set a standard that
most models found impossible to reach” (Zimmerman

1997: 21-2).
SLG/RAKHI PATEL
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Ibn Sina, Aba ‘Ali al-Husayn ibn ‘Abd Allah ibn Sina

Known as Avicenna in the West (CE 980-1037)

A distinguished Persian physician and philosopher, who
in his Canon of Medicine, also known as the Qanun (full
title: al-qanun fil-tibb), Ibn Sina offered a regimen that he
claimed would reduce obesity (Avicenna 1930: 441-2).
This regimen resembled much later physical rather than
dietary interventions but was clearly based on Galen’s
views of the dangers of obesity. He argued that one
should have the food move quickly through the ali-
mentary canal through the use of laxatives, eat food that
is bulky but which has little nutrition, bathe before eating
and follow it up with hard exercise, eat foods that
attenuate the humours, and take vinegar and salt while
fasting to purge the body. Still, it is Ibn Sina who provides
a first major link between weight reduction and beauty.
He lists those “states, which are not ‘disease,” but are
classed as such” (Avicenna 1930: 221). These are categor-
ies in which “the beauty of the form of the body is

impaired.” Among his long list is to be found “great ema-
ciation; excessive bulk; undue thinness and fatness” (Avi-
cenna 1930: 168). Ibn Sina is the most widely known and
respected of the Arab physicians to be read in the West.
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Imes-Jackson, Mo’ Nique (1967-)

Comedienne and television and movie actress

Mo’Nique has established herself as a celebrated role
model and advocate for voluptuous women. Mo’Nique
has been awarded four NAACP Image awards for her

performance as Nikki Parker on the television series The
Parkers. From August 2000 until 2002 she had her own
line of clothing, Mo’Nique’s “Big Beautiful and Loving
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It.” Her New York Times-bestselling book Skinny Women
are Evil also garnered much attention in 2003. The install-
ment of the first-ever “full-figured” beauty pageant/real-
ity television show, Monique’s EA.T. (Fabulous and
Thick) aired on the women’s television network Oxygen
in August 2005. It was the most successful original pro-
gram in the network’s history to that date with 3.8 million
viewers, attesting to the growing demand for fat-positive
programming. In addition, Mo’Nique’s 2006 film Phat
Girlz highlights central themes from her book and com-
mercial endeavors, including ideas that women can be
both fat and beautiful; the valuation of skinny bodies is
not universal across time and space, but rather the prod-
uct of a particular fat-hating, diet-obsessed culture; the
dieting industry harms women, emotionally and physic-
ally; and fat women suffer discrimination, cruelty, and
lack of accessibility.

SLG/ANGELA WILLEY
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Infectobesity

Fat across the Species Barrier

In 1997, researchers presented a claim at the Experi-
mental Biology meeting in New Orleans (a city known
for food) that obesity could be caused in part by an infec-
tious agent, adenovirus-36 (Ad-36). Nikhil Dhurandhar
(then at Wayne State University, Detroit, Mich. and now
atthePennington Biomedical Research Center at Louisiana
State University in Baton Rouge) and Richard Atkinson
(Obetech, Richmond, Virg.) undertook to show that
“this increase [in obesity] is the type of pattern that might
occur with a new infectious disease, as has been seen with
the AIDS virus” (Anon. “Virus May Be Linked to Obes-
ity” 1997). Both were engaged in obesity research.
Indeed, Atkinson was a founder of the American Obesity
Association and an editor of the association’s flagship
journal. They speculated that Ad-36 makes animals fat
by stimulating the growth and reproduction of adi-
pocytes (fat cells), as well as by causing immature adi-
pocytes to mature more quickly. Thus, they claimed that
animals infected with Ad-36 may have as much as three

times more fat cells than uninfected animals, as well as
vastly decreased metabolisms.

In a subsequent paper, Dhurandhar noted that this
may well solve the mystery of the rapid spread of

obesity [which] has been called the number one
public health problem in America. The etiology of
obesity is considered to be multifactorial . . . While
genetic and behavioral components of obesity have
been the focus of intense study, an infection as
an etiological factor has received little attention.
Although “infectobesity,” a new term to describe
obesity of infectious origin, appears to be a new
concept, over the past 20 years six different patho-
gens have been reported to cause obesity in animal
models. The relative contribution of these patho-
gens to human obesity is unknown.

(Dhurandhar 2001: 27948S)



But, of course, no greater “magic bullet” can be imagined
for human obesity than an antiviral agent that would
simply “cure” obesity or even a vaccine that could pre-
vent it. “In 1o years,” Dhurandhar stated,

people may be able to walk into a clinic and be told
that their obesity is due to X cause, such as genes,
the endocrine system, or pathogens. That may have
a more productive outcome than a blanket treat-
ment right now, [which] is not very successful. And
because viruses are hard or impossible to treat, pre-
vention through vaccines will be key.

(Jones 2005)

These claims were based on decades of research. As early
as the 1970s, Dhurandhar had observed that a chicken
adenovirus, isolated in Bombay, caused chickens to
accumulate as much as 50 percent more fat than healthy
birds. The virus also lowered the animals’ cholesterol and
triglyceride levels before it killed them. “Normally, obes-
ity in any species is associated with high levels of choles-
terol and triglycerides,” Dhurandhar noted (Neporent
2005). What interested him at that time though was
the odd fact that infected chickens ate no more than
uninfected ones. As a result, Dhurandhar and his col-
leagues identified the infectious agents as Ad-36. This
agent was first isolated in humans in 1978 in the fecal
matter of a seven-year-old diabetic girl.

Based upon the discovery of Ad-36, Dhurandhar began
to theorize that it might be a contributing factor to
the skyrocketing obesity epidemic in humans. He next
looked for evidence of infection with the chicken virus in
a group of fifty-two obese people. Ten showed signs of
infection; therefore, it was an avian-spread virus that was
postulated as the cause, a “bird-flu” model that might
spread to human beings. This work led Steven Heyms-
field of the Columbia University College of Physicians
and Surgeons in New York City to observe, “Their
work on obesity-related viruses has a strong experi-
mental base in animal models and their descriptive epi-
demiological data appears sound. Whether or not their
hypothesis holds up in appropriately designed prospect-
ive human studies remains to be answered as far as I
know” (Powledge 2004).

Commentators also responded immediately to the
“possibility that obesity is a viral disease.” Some argued
that Ad-36 had serious social consequences as “it may
give people ammunition to fight for insurance coverage
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for weight-loss treatment because they could argue: ‘T’ve
got a reason. I’'m not just a fat slob’ > (Marchione 1997).
The moral claim that obesity was simply a public sign of
the lack of will, one of the most powerful notions driving
the moral panic about obesity, could be stilled by the very
notion that its cause was beyond the individual (even
beyond the individual’s genetic makeup) and was to be
found in the ever more dangerous world of infectious
diseases. “The implications are enormous,” said John
Foreyt, a behavioral psychologist at Baylor College of
Medicine. He called the research “startling” and “poten-
tially a real breakthrough” in explaining the swift rise of
the obesity epidemic (Marchione 1997). Twenty-six per-
cent of American adults were obese in 1980, and more
than 35 percent or more are now. It also could help
explain the odd demographics of the “obesity epidemic”
as it moved from the coasts and then toward the mid-
section of the U.S.A. “People are still struggling with why
this enormous increase in obesity” since “diet, sedentary
lifestyles, genetic predispositions and metabolism prob-
lems don’t explain the whole trend,” Foreyt noted (Mar-
chione 1997). If confirmed, these commentators argued,
infectobesity would answer multiple problems and a drug
that could combat it would be a worldwide blockbuster
(Dobson 2004).

While clearly important, Dhurandhar’s research was
not the first attempt to define obesity as the symptom of
an infectious disease. The noted Rockefeller University
geneticist, Jules Hirsch, attempted to do so very early in
his career. In a 1982 paper, he and his colleagues found
“An obesity syndrome . . . in a number of mice infected as
young adults with canine distemper virus, a morbillivirus
antigenically related to measles” (Lyons et al. 1982: 82).
These mice, according to Hirsch, had more and larger fat
cells than their noninfected littermates. The researchers
thought that the infections might well have altered brain
pathways to encourage cell alteration and growth. No
“natural” (genetic) process here but rather a response to
a pathological agent (Lyons et al. 1982). This trajectory,
however, was quickly abandoned for a “genetically”
determined hypothesis for the existence of obesity.

Here is the perfect model to imagine how the fear that
lies behind the very notion of infectious diseases can be
used to focus and define a moral panic that may well have
only a tangential relationship to the very notion of infec-
tion itself. What is remarkable about the notion of infec-
tious diseases in the age of AIDS is that it couples the idea
of the origin of disease in a distant foreign place with the
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fear of an uncontrolled spread answered almost simul-
taneously with the announcement of a cure, a quick fix or
magic bullet. E.B.R. Desapriya warned “A 1% increase
in the prevalence of obesity in such countries as India and
China leads to 20 million additional cases” (Desapriya
2004). Imagine each of these cases being a potential
source of infection for the West!

It is no accident that the assumption of global,
evidence-based medicine is that such plagues—specific-
ally those that deal with the transmission of disease from
animals to human beings—originate in the East. “Bird
flu” in the twentieth-first century has not crossed the
“species barrier” any more than bubonic plague did, but
bubonic plague had animals (rats and lice) as its vector.
The relatively small number of cases of bird flu today
seems to be the result of direct exposure to infected ani-
mals. Bird flu is being treated much like bubonic plague
in that intimacy with animals is seen to be its cause (and
more importantly) seen to pose a risk that the disease
will cross the species barrier so that human beings could
infect other humans without an animal vector.

The fascination with a viral cause for obesity also
comes in the context of the SARS (severe acute respira-
tory syndrome) as well as other, more recent Asian avian
influenzas of the past decade (McLean et al. 2005). The
view that these diseases invade healthy spaces through
an infectious process seems to be a commonplace. All
of these claims about disease reflect the potential for
mass death associated with an earlier disruption of the
food chain: BSE (Bovine Spongiform Encephalopathy,
“mad cow disease”) which haunted Europe (and North
America) when it entered the public’s awareness in 1990
with the publication in European newspapers of the
association between BSE and neurological diseases such
as vCJD (Variant Creutzfeldt-Jakob disease) in human
beings (Pennington 2003).

While the origin of BSE was originally not seen as the
exotic reaches of the Orient or Africa, it quickly became
the English disease on the continent or the Canadian dis-
ease in the U.S.A. BSE, caused evidently by the use of
technology that ground animal offal (by-products) into
animal feed, became the model for the notion that food
kills—but only food that infiltrates from beyond our
borders. Recently, the argument has been made that BSE
originated in the consumption of animal feed made from
bones and organic scraps imported for animal feed from
Bangladesh, India, and Pakistan in the 1960s and 1970s.
Rather than being an “indigenous” disease, having its

source in the viral disease Scrapie among sheep in Europe,
it spread from ingestion of diseased organic matter from
the bodies of infected “Orientals” (Colchester and Col-
chester 2005). Or, as the authors of the recent study
stated,

that the route of infection was oral, through ani-
mal feed containing imported mammalian raw
materials contaminated with human remains; and
that the origin was the Indian subcontinent, from
which large amounts of mammalian material were
imported during the relevant time period. Human
remains are known to be incorporated into meal
made locally, and may still be entering exported
material.

(Colchester and Colchester 2005: 856)

Cannibalism is always a significant charge in drawing the
line between acceptable and unacceptable levels of civil-
ization and health.

Does the anxiety about barriers to disease not lie at the
heart of our desire that obesity, too, can be quickly fixed,
once it is recognized as “merely” an infectious disease,
rather than a reflex of national or personal character?
The quick fix here is not to repair the food chain or end
fast food, but to change the world so that such depres-
sion is eliminated. No quick fix is promised; why not
hope for a vaccine against modernity, hopelessness,
and fat? Simply because such quick fixes never truly
eliminate the moral panic associated with this newest
epidemic.

SLG
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Internet

The Internet has powerfully changed the world of
health and nutrition so much so that the term “e-dieting”
has come quickly into fashion in the beginning of
the twenty-first century. By joining online communities,
individuals can seek information, treatment programs, or
help from experts within seconds. The World Wide Web
has become a particularly popular way for people to
access dieting information because of its convenience and
simplicity. Whether people around the world are tracking
their calories online or sharing dieting techniques, virtual
communities are unique in the anonymity they prove for
participants. Individuals can sit in the comfort of their
homes and read about dieting plans online, tell personal
stories, and even join groups focused on weight loss.
As such, the powerful technology of the Internet has
impacted dieting culture by making access to information
fast and faceless.

The categories of health topics found on the Internet
include: (1) academic resources, (2) obesity related-
organizations, (3) chat groups and social support
resources, and (4) commercial services and products. In
each of these four areas, the Internet has become a
“therapeutic tool” (Fontaine and Allison 2002). People
can access innovative organizational websites that explain

ways to prevent obesity and other medical problems
resulting from a poor diet. Consumers can even educate
themselves using these diverse resources, which may pro-
vide them a greater level of control over their weight and
health in general.

The wide variety of websites and virtual tools avail-
able to the online community allow users to choose sites
based on their personal preference. The Internet’s 24/7
available access provides many tools including custom-
ized eating advice, plans, and information. Individuals
can become members of websites, such as e-diets.com
and caloriescount.com, where they can track their calor-
ies and access a diet plan with the click of a button. Some
websites offer plans with specific recipes and make it
convenient for dieters to keep food diaries and track their
progress online (Graham 2006). Other sites have instruc-
tions for following specific popular diets, such as the
Atkins diet or the South Beach diet. Cyber diet plans,
however, involve a lot of time, effort, and accuracy. Users
must fill out diet and activity questionnaires carefully
(and truthfully) in order to effectively track their weight.
In addition to these, blogs and personal websites connect
dieters across the globe and create a large following of
cyber social groups. These sites can play a big role in
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shaping people’s dieting behaviors in positive and nega-
tive ways (Graham 2006). For example, while virtual
weight-watchers meetings encourage people to stick to
their diets, pro-anorexia websites provide those with an
eating disorder dangerous weight-loss tips.

Numerous government websites also provide informa-
tion on obesity, eating disorders, and nutrition. Federally
funded web-based programs that promote interactive
experiences for users may be some of the most helpful
and safe tools available online. These sites provide educa-
tion on healthy eating and exercise by outlining specific
instructions that one can follow, as well as weight-
management and self-monitoring systems where mem-
bers can follow strict regimens to attain the optimal body
weight (Fontaine and Allison 2002). For example, the
Shape Up America! program, founded by U.S. Surgeon
General C. Everett Koop is an important online tool in
the national battle against obesity. This federally funded
program is a result of collaboration between numerous
health experts all focused on promoting healthy eating
and physical exercise and making Americans realize that
preventing obesity should be a public health priority
(Fontaine and Allison 2002). The findings from Shape Up
America! show the promise web-based programs have
for improving the health of Americans. In addition, other
sites, like the Government’s mypyramidtracker.org, allow
people to find out if what they are eating has the sug-
gested amount of nutrition (Fontaine and Allison 2002).
Today, federally funded health-related websites provide
one way for the government to educate its citizens about
how to lose weight and stay healthy; however, in order
for them to work, consumers have to be invested in
weight loss and healthier eating.

People’s investments in dieting vary almost as much as
their reasons for choosing online dieting help. While it is
impossible to know exactly why consumers choose inter-
net dieting, some may be too embarrassed to seek profes-
sional help, while others many want to feel a part of an
online community where they can be held accountable
for their dieting progress. Moreover, consumers may pre-
fer the convenient and inexpensive tools on the web.
Whatever a person’s reason for choosing online dieting,
there are several potential advantages to using cyber tools
(Fontaine and Allison 2002). Primarily, the unlimited use
of the Internet allows one to access thousands of indi-
viduals at an extremely low cost. In addition, the Internet
can be used at any hour of the day and from any city;
thus, the number of people who can access online dieting

sites is nearly limitless. Further, experts can monitor users
and give quick and direct feedback on their progress.
Lastly, the ability for people to participate in a treatment
program tailored to their needs and yet remain anonym-
ous is a positive aspect of Internet use.

Like any powerful technology that is convenient and
for the information-savvy, there are potential drawbacks
(Fontaine and Allison 2002). Many websites focusing on
weight loss and health, for example, lack accurate infor-
mation. Because the Internet does not require face-to-face
interaction, it is also tough to know whether people are
really keeping the weight off or fibbing about their smaller
pant-sizes to their internet peers. In addition, though the
Internet eliminates personal interactions, it allows a per-
son to expose themselves and even sometimes overexpose
themselves. Through Internet chatrooms and blogs, diet-
ers can tell their personal stories and connect with other
patrons who are experiencing similar situations; how-
ever, uncertainties about safety and truth remain a poten-
tial downside. It is ultimately the responsibility of the
Internet user to ensure the accuracy of the advice that
they are obtaining.

Studies have also found evidence that when compared
to other treatments such as in-person therapy, internet
dieting is less successful. A study conducted at the Uni-
versity of Vermont, for example, looked at the difference
in weight maintenance programs conducted over the
Internet versus in-person treatments. A record of the
body weight, dietary intake, energy expended in physical
activity, attendance, self-monitoring, and comfort with
technology of 122 healthy, overweight adults was kept
over twelve months. Results showed that the Internet
group gained significantly more weight than the in-person
group during the first six months of weight maintenance.
These findings suggest that internet support is not as
effective at facilitating the long-term maintenance of
weight loss compared to in-person therapy (Harvey-
Berino et al. 2002). Other studies have found that
internet sites such as e-diets.com are not as effective at
helping users lose weight as compared to manual in-
person weight-loss programs (Womble et al. 2004).

Despite their questionable efficacy, dieting websites
are becoming more and more common in the internet
universe. The semi-public yet still private environment of
the Internet allows dieters to feel in control of their diet-
ing habits. In addition, if one’s diet falters, it remains
a behind-doors matter. While safety and oversight are
problematic in cyberspace, research on the benefits of



Popular health-related websites

INTERNET 143

Site

What it offers

Cost

Goal

Caloriescount.com

You can pick a recipe-based plan
or a convenience-based plan, or a
combination of both.

$10 for the first two months; dis-
counted rates for longer terms

Healthy weight loss (one to
two pounds a week)

Ediets.com

Flexibility in choosing a plan; can
add restaurant meals, etc.

$16 for one month; extra features
are additional costs

Has plans that follow many
popular plans (Mayo Clinic,
Atkins, Slim Fast, etc.)

Weightwatchers.com

Well-balanced diet plan with sup-
port and behavior training.

$46.90 for the first month, then
$16.95 a month.

Easy weighing, measuring, and
counting

Eatright.org

Provides information on Ameri-
can Dietetic Association

Free

N/A

Something-fishy.org

Largest website for eating dis-
orders. Includes information,
conference updates, chatrooms,
“treatment finder service,” and
help for family and friends.

Free

N/A

Mypyramidtracker.gov

You can fill out food-intake ques-
tionnaire and find if you’re get-
ting enough recommended
nutrients.

Free

Ability to see if you follow
food pyramid suggestions

internet dieting suggests that this dieting method will
continue to grow in popularity.

SLG/JESSICA SAWHNEY
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Israeli, Isaac ben Salomon

Known as Isaac Judaeus, and Abu Ya’kub ibn Sulaiman Alisr’ili (before 832-932 cg)

A Jewish physician, born in Egypt, Israeli had his major
impact in Tunis where he died. As a student of ‘Ishak ibn
‘Amran al-Baghdadi, he incorporated the traditions of
Greek medicine as understood by contemporary Jewish
and Muslim physicians. He was court physician to the
last Aghiabite prince, Ziyadat Allah, and in 909 cE
became the official physician to the Fatimid caliph Ubaid
Allah al-Mahdi and, as such, had enormous influence in
the medical world of his day. He was the author of,
among many other medical works, a treatise on disease
and its cures, Kitab al-adwiya al-mufrada wal-aghdhbiya,
the last three sections of which were translated into Latin
as De diaetis particularibus. This was the first dedicated
book on dieting published in Europe. His works’ initial
impact on Christian Europe came with their translation
into Latin in 1087 by Constantine of Carthage (the Afri-
can), who claimed that he had written the works himself.
His dieting book was then translated into Hebrew from
the Latin as Sefer ha-Ma’akalim and was first published
from a manuscript in Padua in 1484. This book was

immediately translated into the vernacular, and a German
translation by Valentin Schwendes appeared in 1498
(Nagele 2001). It was only in 1515 that these works were
finally attributed to Isaac Judaeus, who was one of the
most influential interpreters of Greek medical knowledge
for the Muslim world. Many of his works were written in
Arabic as well as Hebrew.
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Jews

Diet and Disease

The Bible (Old Testament, Tanach) contains a long ser-
ies of prohibitions concerning food. Prohibited are certain
foods from any animal that does not have both cloven
hooves and chew its cud (pigs) (Lev. 11:3; Deut. 14:6) or
fish/seafood that does not have fins and scales (sturgeon
or shrimp) (Lev. 11:9; Deut. 14:9) as well as rules con-
cerning the combinations of foods that may be eaten.
Added to these rules are specific laws concerning slaugh-
ter and the preparation of meat (Deut. 12:21). In total,
these laws are called “kashrut,” and food that is accept-
able under these laws is called “kosher,” meaning “fit” or
“proper.” Whatever the initial intent of such laws, and
there is a long historical debate about them, they were
seen as part of rituals parallel to the sacrifices of animals
and food stuffs at the Temple.

The anthropologist Mary Douglas offers a compelling
reading of the meaning of these dietary codes. For her,
they are intended to keep order; that which is forbidden
creates an awareness of where danger lies. Her reading of
the “abominations” listed in Leviticus stresses the arbi-
trary nature of inclusion and exclusion. “The precepts and
ceremonies alike are focused on the idea of the holiness of
God which men must create in their own lives. So this is a
universe in which men prosper by conforming to holiness
and perish when they deviate from it” (Douglas 2002: 50).
For Douglas, the prohibitions reflect a general rule that

defilement is never an isolated event. It cannot occur
except in view of a systematic ordering of ideas . . .|
the only way in which pollution ideas make sense is
in reference to a total structure of thought whose
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key-stone boundaries, margins, and internal lines
are held in relation by rituals of separation.
(Douglas 2002: 41)

With the destruction of the Second Temple and the devel-
opment of Rabbinic Judaism these laws became fixed as a
central aspect of Jewish ritual practice.

With the reforms of the late eighteenth and nineteenth
centuries, there was a long discussion about where such
dietary restriction should be abandoned as a residue of
earlier practices, which centered on the practice of animal
slaughter. While Reform Judaism did abandon this to
an extent, neo-Orthodox Jews of the nineteenth century
rethought the dietary laws in term of the new understand-
ing of hygiene. The dietary code became a means of assur-
ing health, and Moses became “the first hygienist.” As
Henry Behrend observes in 1889,

The idea of parasitic and infectious maladies, which
has conquered so great a position in modern path-
ology, appears to have greatly occupied the mind of
Moses, and to have dominated all his hygienic
rules. He excludes from the Hebrew diet animals
particularly liable to parasites; and as it is in the
blood that the germs or spores of infectious disease
circulate, he orders that they must be drained of
their blood before serving for food ... What an
extraordinary prescience!

(Behrend 1889: 409)

And the great Anglo-Canadian physician and essayist
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William Osler stated in 1914, “we may go to Moses for
instruction in some of the best methods in hygiene”
(Osler 1959: 56).

The counterargument was made by animal-rights
groups, which labeled Jewish ritual slaughtering pro-
cedures as signs of the innate cruelty of the Jews. In the
1883 meeting of Congress for the Protection of Animals
in Vienna, the argument was made that the protection of
ritual slaughter, or at least its lack of condemnation, was
a sign that the Jews controlled the political process in
Europe. By 1892, a law against ritual slaughter was
passed in Saxony. And by 1897, there was a clear link
between such attacks and the antivivisection movement,
as the cruelest physicians were reputed to be Jews.

Ironically, the boom in the sale of kosher food (which
only means ritually supervised) in the U.S.A. today has
much the same “hygienic” rationale. Some 40 percent of
foods sold in mainstream retail outlets in the U.S.A. are
“kosher” (Blech 2004: xvii). Out of a market of 500 bil-
lion dollars spent on food, American food manufacturers
sell more than 170 billion dollars worth of kosher-
certified products each year. As one hot-dog maker’s
advertisement has it, kosher food answers to a higher
authority, but it also carries with it the promise of better
eating. Whenever a company makes a product kosher, it
sees a jump in its market share. In contemporary America,
kosher has become interchangeable with “organic” and
is therefore deemed healthy. Ritual slaughter as a sign of
Jewish cruelty disappears as a problem in this context.

Given the focus of the Jews on diet, it is surprising how
little emphasis Jews placed on the representation of the
overweight body. Such a body is evoked by the biblical
figure of Eglon, King of Moab, who oppressed the chil-
dren of Israel for eighteen years (Preuss 1978: 215). His
fat (ish bari me’od) body was destroyed by the left-
handed hero Ehud (Judges 3:17, 22). Indeed, it is even
described how Eglon’s fat closed about the blade when he
was pierced. Ehud smuggles his sword into the presence
of the King by wearing it on the “wrong-side,” at least
the wrong side for right-handers. He is “treacherous and
sneaky; perhaps the culture of ancient Israel thought
those descriptions to be synonymous, at least stereo-
typical” (Berquist 2002: 34—5). As for the fat king, his
guards do not even notice that he has been disemboweled
until they smell his feces. Is this the case of one deviant
body destroying another?

The Talmudic fat body was a deviant one, but not
particularly a dangerous one. Rather, there is a sort of
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fascination with it. The Talmud even asks whether very
fat men, such as Rabbis Ishamel ben Yose and Eleazar
ben Simeon (end of the second century) could ever repro-
duce because of their huge bellies. But Jewish attitudes
toward such obesity were clearly defined by the model of
the lack of self-control. Not yet a “sin,” it was a sign of
the lack of self-discipline appropriate for a real man, a
real scholar and could be punished (Kottek 1997).

In the classic work of the twelfth-century Iberian
physician-philosopher Maimonides on dietetics, The
Regimen of Health, there is no sense that obesity was a
moral or even a medical problem (at least for the rulers
for whom he wrote), while he notes sexual overexertion
as one (Rosner 1998: §8). However, it was still viewed as
an important health issue, with repercussions upon the
body of the individual; he treated the condition of “obese
old men” with medication, exercise, massage, and baths
(Maimonides 1992: 175-6). His work provides a syn-
thesis of Galenic medicine and the work of the Arabic
physician Ibn Sina, whose Kitah al-Quanun or The
Canon includes a detailed discussion of obesity in its
fourth book.

It is only in modernity that the Jew’s body comes to
represent all of the potential for disease and decay associ-
ated with the modern body of the fat boy. In modern
medicine, there has been a preoccupation with a claimed
Jewish predisposition to diabetes. The nineteenth-century
practice of labeling Jews as a “diabetic” race was a
means of labeling them as inferior. In the fall of 1888, the
Parisian neurologist Jean Martin Charcot described to
Sigmund Freud the predisposition of Jews for specific
forms of illness, such as diabetes, and how “the explor-
ation is easy” because the illness was caused by the
intermarriage of the Jews. Jewish “incest” left its mark on
the Jewish body in the form of diabetes as well as on the
Jewish soul (indicative of his depreciatory attitude in
regard to the Jews, Charcot’s letter to Freud used the
vulgar “juif” rather than the more polite “Israélite” or
more scientific “sémite” [Gelfand 1988: 574]). However,
there are further views on why the Jews are predisposed
to this illness. The British eugenicist George Pitt-Rivers
attributed the increased rate of diabetes among the Jews
to “the passionate nature of their temperaments.” He
noted that by the 1920s diabetes was commonly called a
“Jewish disease” (Pitt-Rivers 1927: 82).

But over and over again it was the obesity inherent in
the Jew’s body (and soul) that was seen as the cause of the
illness. Often the power of the racial model overwhelms



any specificity of gender, even though the seemingly
ungendered term “Jew” in this context is always under-
stood to be the male Jew. The “Oriental races, enervated
by climate, customs, and a superalimentation abounding
in fats, sugar and pastry will inevitably progress towards
the realization of fat generations, creating an extremely
favourable soil for obesity” (Frumusan 1930: 9). Even in
the Diaspora, the assumption is that the Jew is diabetic
because of his predisposition for fat:

All observers are agreed that Jews are specially
liable to become diabetic. . . . A person belonging to
the richer classes in towns usually eats to much,
spends a great part of his life indoors; takes too
little bodily exercise, and overtakes his nervous sys-
tem in the pursuit of knowledge, business, or pleas-
ure ... Such a description is a perfectly accurate
account of the well-to-do Jew, who raises himself
easily by his superior mental ability to a comfortable
social position, and notoriously avoids all kinds of
bodily exercise.

(Saundby 1897: 197—9)

In addition, it was claimed that Jews inherited their ten-
dency toward fat because of their lifestyle: “Can a surfeit
of food continued through many generations create a
large appetite in the offspring; alternatively, can it cause a
functional weakness of their weight-regulating mechan-
ism?” asks W.E. Christie. And he answers:

Take, for instance, the Hebrews, scattered over the
ends of the earth. Probably no race in the world
has so apparent a tendency to become stout after
puberty, or is more frequently cited as an example
of racial adiposity. It is also probable that no nation
is so linked in common serfdom to their racial
habits and customs. [Elliot P.] Joslin says of the
present generation of Jews: “Overeating begins in
childhood, and lasts till old age.” The inheritance of
large appetites and depressed weight-regulating
mechanism may exist in them, although they show
no other signs of the latter; whereas the inheritance
of fat-forming habits is certain.

(Christie 1937: 31)

Thus, Jews inherit the compulsive eating patterns of their
ancestors and are therefore fat already as children. Their
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obesity and their diabetes are a reflection of their poor
hygienic traditions, precisely the opposite of the claims of
nineteenth-century Jewish reformers who saw Judaism as
the rational religion of hygiene. Indeed, it is the “Orien-
tal” Jew who presents the worst-case scenario for this line
of argument. Max Oertel, perhaps the most quoted
authority on obesity at the beginning of the twentieth
century, states that “The Jewesses of Tunis, when barely
ten years, old are systematically fattened by being con-
fined in dark rooms and fed with farinaceous articles and
the flesh of dogs, until in the course of a few months they
resemble shapeless lumps of fat” (Oertel 1895: 647-8).
Here the fantasy about the “Oriental” body in the West is
heightened by the Jews feeding their daughters nonko-
sher food.

From the nineteenth century, diabetes had been seen as
a disease of the obese and, in an odd set of associations,
the Jew was implicated as obese due to an apparent
increased presence of diabetes among Jews. According to
a turn-of-the-century specialist, mainly rich Jewish men
are fat (von Noorden 1910: 63). But rather than arguing
for any inborn metabolic inheritance, he stated that it is
the fault of poor diet among the rich—too much rich food
and alcohol, this being yet another stereotype of the Jew.
And yet, the other side of the coin is amply present. At the
beginning of the twentieth century, scientists began to
explore the relationship between the predisposition of the
Jews for diabetes and the assumed relationship between
diabetes and obesity. One physician noted that

since one in twelve obese Gentiles develops dia-
betes, no less than one in eight obese Jews develop
it. This, it is suggested, is to be explained by the fact
that a fat Hebrew is always fatter than a fat Gentile,
and that it is the higher grade of obesity which
determines the Semitic preponderance in diabetes.
(Williams 1926: 53)

The assumption about fat and the “Oriental” race is one
that comes to haunt discussions of the meaning of fat
(Leray 1931: 11-12). When W.H. Sheldon develops his
“somatotypes” in the 1940s, he observes that Jews shows
an exaggeration in each of his body types. Thus, fat Jews
are somehow fatter than fat non-Jews (Sheldon et al.
1940: 221). More recent studies of obese Jews look at the
complex behavior patterns that occur when religious
demands for fasting and the psychological predisposition
of the obese come in conflict.
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Today, the general consensus is that diabetes is not
particularly a Jewish illness. Research now follows the
so-called “thrifty genotype” hypothesis that had been
suggested in 1964. Simply stated, it has been observed
that when mice are transferred from a harsh to a benign
environment, they gain weight and are hyperglycemic.
When one thus measured first generation groups of
immigrants to the U.S.A. in the late nineteenth century
or in Israel today, there is a substantially higher rate of
diabetes. The initial groups, such as the example of the
Yemenites who immigrated to Israel from a harsh
environment, showed an extremely low index of diabetes
when they arrived in Israel. This index, however, sky-
rocketed after just a short time of living in their new
environment. Thus, diabetes and obesity seem to be an
index of a failure to adapt rapidly to changed surround-
ings (Goodman 1979: 334—41).

And yet fat still is imagined as a Jewish issue. The
columnist David Margolis, writing in the Los Angeles
Jewish Journal in 2001, observes that:

A lot of people also consider fat a Jewish issue.
According to a recent survey in the New York City
area, Jewish families consume “almost double” the
amount of cake and donuts that non-Jewish fam-
ilies do and more than twice as much diet soda and
cottage cheese. A professional in the eating-disorder
industry claims that Jews tend to choose food over
addictions to other substances. Food is just another
drug, after all, the cheapest, most easily available,
most socially acceptable mood-altering substance.
Is it merely a coincidence that Alcoholics Anonym-
ous was founded by two Christian men, while
Overeaters Anonymous was founded by two Jewish
women?

(Margolis 2001)

The image of the overfed Jew, central to the culture that
needed to see the Oriental disease of diabetes as an essen-
tial aspect of the corrupt Jewish soul, now has a place in
American popular culture about the Jewish body. Yet,
here it is transformed into the body of the Jewish woman,
as “fat” in the U.S.A. “is a feminist issue.”
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Johnson, Samuel (1709-84)

English wit and raconteur

Compiler of what is seen as the first English dictionary,
Johnson suffered from chronic illness from his childhood
in Lichfield. When he was two and a half, he contracted
scrofula and was taken by his mother in March 1712 to
be “touched” by Queen Anne for what was then
called the King’s Evil (Keynes 1995). This “cure” had as
little impact on his future life as did his later recourse to
dieting. As Johnson aged, he became corpulent. At this
time, some of the older traditions of weight loss, such
as the use of the flower “Thrift” (Armeria maritima),
were still in use, but it was diet that was the newest fad
(Jacquin 1770: 1, Table 42).

In his Dictionary of the English Language, Johnson
defined diet both in the older sense of “food, provisions
for the mouth; victuals” as well as the more modern sense
of “food regulated by the rules of medicine, for the pre-
vention or cure of any disease” (Johnson 1819). Johnson,
whose odd-looking body was then wracked by innumer-
able ailments, both inherited and acquired, undertook
such a “cure” in September of 1780: “I am now begin-
ning the seventy-second year of my life, with more
strength of body and greater vigour of mind than, I think,
is common at that age ... I have been attentive to my
diet, and have diminished the bulk of my body” (Johnson
1958: 301).

Johnson’s fat was an ailment of his middle age, but
according to James Boswell’s (1740-95) biography The
Life of Samuel Jobnson LL.D. (1791), he viewed obesity

as purely a product of bad diet: “whatever be the quan-
tity that a man eats, it is plain that if he is too fat, he has
eaten more that he should have done” (Boswell 1980:
958). Boswell, however, disagreed with Johnson, stating
“you will see one man fat who eats moderately, and
another lean who eats a great deal” (1980: 958). This
was in response to Johnson who said that he “fasted from
the Sunday’s dinner to the Tuesday’s dinner, without any
inconvenience” (Boswell 1980: 958). Boswell noted that
this may well have been true, but he also explained that
Johnson could “practise abstinence, but not temperance”
(Boswell 1980: 1121). Nevertheless, Johnson’s recourse
to the “cure” of dieting was a typical approach of the first
great age of public dieting, the Enlightenment (Rogers

1993).
SLG
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Kellogg, John Harvey, MD (1852-1943)

B est known for his invention of flaked breakfast cereals,
Kellogg was also one of the most outspoken health
reformers in the late nineteenth century. Raised as a
Seventh-Day Adventist, he was inspired by founder Ellen
G. White’s writings on health reform that stressed
healthy living as a religious duty. Kellogg began to write
and lecture prolifically, becoming a powerful advocate
for healthy diet, exercise, sexual repression, and natural
remedies for health problems. Kellogg’s published works
range from a monthly Adventist magazine called Health
Reformer to an anti-tobacco book, Tobaccoism or How
Tobacco Kills (1922), to Plain Facts about Sexual Life
(1877). The linking of all types of reform, including
sexual reform, was part of the moralizing tendency in
which diet and dieting played a large role in nineteenth-
and twentieth-century America.

In his The Stomach: Its Disorders, and How to Cure
Them (1896), Kellogg presents a cure for the new “Amer-
ican malady,” dyspepsia. For him “Americans enjoyed
the unenviable, but nevertheless deserved, reputation of
being a nation of dyspeptics” (Kellogg 1896: 17). It is
dyspepsia, rather than George Miller Beard’s “American
Disease” of “neurasthenia” (1869) that defined the path-
ology of modernity for Kellogg. Indeed, he lumps such
nervous disorders under “gastric neurasthenia” and
argues that they can be cured through diet, rather than
through electrotherapy. To prove this, Kellogg presented
his theory of diet and dieting in light of the newest science
of bacteriology. It is a new science for a new reformed
America.

Quoting Pasteur, David, and others who showed that
the digestive tract is full of “a vast number of microbes
capable of producing various acids, poisonous ptomains
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and toxins,” Kellogg argued that only correct dieting can
prevent disease (Kellogg 1896: 19). It is the “modern
stomach” that demands a modern cure for this “formid-
able disease” (Kellogg 1896: 55). He provides a detailed
list of what to do, including slow and regular chewing
(Kellogg 1896: 58) and the avoidance of substances like
vinegar (because it is “an alcoholic liquor” [1896: 112]),
too much sugar (1896: 105), uncooked food (1896: 96),
and abundant use of fat. But, most importantly, Kellogg
provides a detailed diet regimen for all people to follow
to prevent or to cure dyspepsia. He begins with an “asep-
tic dietry” which advocates sterilized food prepared
without milk or eggs, whole grains, fresh fruits raw, or
cooked without sugar or with grains (Kellogg 1896:
227ff). Page upon page of proscriptive diets follow, all
of which are intended to cure and prevent various forms
of disease. In addition, all of Kellogg’s diets focus on
vegetarian diets, with the preparation or manufacture of
the foods being part of the diet.

His dietary beliefs may have been influenced by his
professional training but were also the result of a general
interest in health reform at the time. Kellogg was trained
as a surgeon at Bellevue Hospital Medical College in New
York. Shortly after receiving his medical degree, he
became superintendent of the Western Health Reform
Institute in Michigan, which he renamed Battle Creek
Sanitarium (also known as “The San”). The health
retreat became the most popular health sanatorium of its
time, boasting patients like Henry Ford (1863-1947),
John D. Rockefeller (1839-1947), and ]J.C. Penney
(1875-1971). Patients at “the San” closely followed Kel-
logg’s “Battle Creek Idea,” a diet that excluded meat and
recommended sparing use of eggs, refined sugar, milk,
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and cheese. This demanded a “lifestyle change,” which
advocated abstaining from alcohol, tea, coffee, tobacco,
and chocolate. The diet also prescribed daily enemas,
drinking large quantities of water, and participating in
regular exercise and outdoor activity.

“The San” was originally affiliated with the Adventist
Church but had moved away from religious practice to
a more medical and scientific focus by 1907. Kellogg now
appealed to “rational medicine” as “nature alone pos-
sesses the power to heal.” As in “The San,” “patients,
and not disease are to be treated” (Kellogg 1907: 593).
As such, “The San” included a “Laboratory of Hygiene”
that aimed to create new nutritious food products by
undertaking the “preliminary digestive work” of the body
by “kettle cooking, oven cooking, and toasting” (Kellogg
1907: I561).

Kellogg’s brother, William Keith Kellogg (1860—
1951), joined him in his research, and they began
experimenting with new kinds of grain products, imita-
tion meats, coffee substitutes, and soy-milk. At this time,
manufactured and processed foods were believed to be
healthier than “natural” foods. In 1895, they acci-
dentally left a batch of boiled grain (dough) out for sev-
eral days, allowing it to dry out and become crisp. When
they rolled out the dried dough, it formed flakes and a
new kind of cereal was born. The flakes, originally named
Granose and later known as Toasted Wheat Flakes,
immediately became popular, and they sold over Too,000
pounds of the cereal in the first year. The Kellogg brothers
established Sanitas Food Company for their new prod-
ucts but experienced major ideological differences relat-
ing to both health reform and business. The company
split into John’s Battle Creek Food Company and

William’s W.K. Kellogg Company. The latter went on to
become one of the most popular food companies, ironic-
ally abandoning the “health food” label of its origins.
Many have argued today that it was the advent of
convenience food that led to many of the problems with
obesity, currently considered a major public-health
problem in the U.S.A.
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Kneipp, Sebastian (1821-97)

One of the major advocates of the use of water to cure
disease, Kneipp was born in Stephansried, Germany and
died in Worishofen. He was a Bavarian priest and one of
the founders of the nineteenth-century naturopathic
(“Naturheilkunde”) movement. He is most commonly
associated with the “Kneipp Cure” form of hydrotherapy,

a system of healing involving the application of water
through various methods, temperatures, and pressures.
Such cures were commonplace for disorders of metabol-
ism and formed a part of most therapies for overweight
until the mid-twentieth century. His Austrian con-
temporary Vincenz Priessnitz also treated his overweight



patients with baths, packs, and showers of cold water.
Such approaches are still standard models of therapy in
Spain and India. Though today he is mostly known in
Norway for his bread recipe (Kneipp Bread), Kneipp was
an advocate of a strict “naturopathic” diet including
whole grains, fruits, and vegetables with very limited
amounts of meat of all kinds. He also advocated the use
of regular exercise. His system is spelled out in a series of
widely popular books translated into all major lan-
guages, many of which are still in print: My Water Cure,
Thus Shalt Thou Live, and My Will. In 1997 the German
Government printed a stamp in his honor.
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Lalanne, Jack (1914-)

Also known as Francois Henri LaLanne, the “God-
father of fitness.” His career in the field spans more
than seventy years. At the time of writing ninety-two,
LaLanne claims to have begun exercising and eating a
healthy diet at the age of fifteen, at which time he con-
sidered himself to be a weak, sugarholic junk-food
junkie. Suffering from bulimia and headaches, LalLanne
decided to get healthy after his father’s early death, which
was caused in part by poor nutrition (Gentle 2000).
LaLanne claims that he was inspired by Paul Bragg, a
pioneer nutritionist, who promised him that if he exer-
cised and ate a proper diet, he could regain his health.
Highly impressed by Bragg’s advice and theories, he cut
out sweets and began to exercise. This strict regime
helped make him, as he claims, into one of the world’s
healthiest and finest built men. His muscular development
at 5 foot 7 inches, 175 pounds was symmetrical, making
him look good from any angle, with especially well-
developed abdominals. After seven years of vegetarian-
ism, he slowly reintroduced meat protein to his diet but
continued to stay low on carbohydrates, making sure his
meals contained all the required vitamins and minerals,
through plenty of fruits and vegetables (Gentle 2000).

In 1936, LalLanne became part of a new movement of
exercise and diet as part of body reform. He opened the
nation’s first modern health studio, the Jack Lalanne
Physical Culture Studio in Oakland, in 1936. This stu-
dio prefigured modern health clubs in many ways, com-
bining a gym, juice bar, and health-food store. At a
time when doctors claimed weight-lifting would cause
heart attacks and coaches predicted their athletes would
become muscle-bound and banned the activity, Lal.anne
gave athletes keys to his facility so they could work out at
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night (Gentle 2000). He has since claimed, “Time has
proven that what I was doing was scientifically correct—
starting with a healthy diet followed by systematic
exercise, and today everyone knows it. All world class
athletes now work out with weights, as do many mem-
bers of the general public, both male and female”
(LaLanne 1997).

Lalanne also developed many of the first prototypes
of exercise equipment used in most modern-day gyms,
including the first leg-extension machine, the first pulley
machines using cables, and the first weight selectors
(Gentle 2000). He eventually opened a chain of gyms
(later licensed to Bally) and, in 1951, launched his fitness
show. From a sparse set with only a handful of props,
LaLanne showed the folks at home how he got—and
stayed—strong. “Viewers could see I knew what I was
talking about,” says Lalanne. The Jack Lalanne Show
enjoyed immense popularity with viewers and aired for
thirty-four years.

As fitness moved into the mainstream during the
1980s, a new generation of instructors promised dra-
matic results fast, and LalLanne’s show, which focused
on the fundamentals, was canceled. He became an info-
mercial staple, hawking high-powered juicers—so far,
he’s sold more than a million of the 150-dollar machines
(Gentle 2000). However, LaLanne continues to extol the
virtues of diet and, most importantly, exercise to his fans
and followers. He explains,

You can eat perfectly but if you don’t exercise, you
cannot get by. There are so many health food nuts
out there that eat nothing but natural foods but
they don’t exercise and they look terrible. Then
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there are other people who exercise like a son-of-a-
gun but eat a lot of junk. They look pretty good
because the exercise is king. Nutrition is queen. Put
them together and you’ve got a kingdom!
(LaLanne 1997)

Some of LaLanne’s most public feats of stamina include
1,033 pushups in twenty-three minutes in 1956, setting a
world record at the age of forty-two on You Asked for It,
a television show with Art Baker. In 1959, he also com-
pleted 1,000 pushups and 1,000 chinups in one hour and
twenty-two minutes at the age of forty-five (Gentle
2000). At the age of ninety-two, LaLanne continues to
exercise routinely and encourages people of all ages to do
the same. He has made recent appearances on talk shows
such as the Tonight Show with Jay Leno on NBC, and he
was also commemorated on his ninety-second birthday
on Pardon the Interruption, a sports commentary/talk
show on ESPN.
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Lambert, Daniel (1770-1809)

The exemplary fat man of the nineteenth century

By profession a jailer, Lambert came to represent the
freakish nature of fat. The novelist George Meredith
described London as the Daniel Lambert of cities, and the
sociologist Herbert Spencer used the phrase a Daniel
Lambert of learning. A wax model of Lambert found its
way to America and was shown in the Mix Museum in
New Haven in 1813 and later in P.T. Barnum’s famous
American Museum. Lambert had been displayed as a
wonder of nature along with giants and dwarfs much
against his own desires (Ritvo 1997: 148-9). He was
huge, and yet the contemporary literature stressed that
he neither drank nor ate “more than one dish at a
meal,” and after his death he was remember as a man
of great “temperance” (Clarke 1981: 3). Other than
his size, he was deemed to be of “perfect health: his

breathing was free, his sleep undisturbed, and all of
the functions of his body in excellent order” (Bondeson
2000: 243). In other words, he was huge but healthy and
happy.

His early death (at the time he measured 5 feet, 1 inch
in height and weighed 739 pounds) was bemoaned by
fashionable London that had made him one of the sights
that had to be visited when you were on the town. When
he died, his body had to be removed from the room in
which he was staying by demolishing a wall! As his body
weight increased, he went on a perpetual diet, without
any decrease in his rate of weight gain. Lambert functions
here as an exemplar of great size but also of a social
status that is attributable to his “freakish” character.
Lambert was one of the “case studies” of obesity of the



time and created much interest in obesity as part of the
world of medical freakishness.

Indeed, Dr. T. Coe’s earlier 1751 letter to the Royal
Society about Mr. Edward Bright, the “fat man at
Malden in Essex,” has a certain breathless quality about
it. Bright was “so extremely fat, and of such an uncom-
mon bulk and weight, that I believe there to be very few,
if any, such instances to be found in any country, or upon
record in any books” (Coe 1751-2: 188). According to
Coe, Bright was descended from a lineage of “remark-
ably fat” people. Extremely fat as a child, he grew in size
and weight over the years until at his death at thirty when
he weighted more than 616 pounds at § feet 9 inches. He
was “the gazing-stock and admiration of all people”
(Coe 1751-2: 189). He ate “remarkably” and drank
much beer, a gallon a day (Coe 1751-2: 191). Those
about him saw his “life as a burthen, and death as a
happy release” (Coe 1751-2: 192). No respite could have
been had by diet or therapy.

William Harvey, one of the noted British obesity spe-
cialists turned to the study of obesity in 1872, spurred on,
he wrote, by William Banting’s success (Harvey 1872: vi).
Harvey stressed that the new scientific advances in
“physiology and animal chemistry” have meant that one
could treat obesity as a disease. To that point, he cited the
case of Daniel Lambert, the fattest man on record to that
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time, who died in 1809 at the age of forty weighing 739
pounds. It was suggested there seemed to have been
no attempt to “arrest the progress of the disease” in
Lambert’s case (Harvey 1872: viii). More insights, Harvey
opined, could now have “cured” Lambert.
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Leibel, Rudolph, MD (1942-)

American physician, professor of medicine and pediatrics, Director of the Division
of Molecular Genetics, and Co-Director of the Naomi Berrie Diabetes Center,
Columbia University

Leibel was known in his younger years, practicing at
Harvard and Cambridge City Hospital, as an outstand-
ing pediatric endocrinologist who specialized in hormone
disorders. When one of his young patients’ frustrated
parents made him realize how little he really knew about
obesity, he took up a position in Jules Hirsch’s laboratory
at Rockefeller University in 1978.

Leibel was particularly interested in finding out how

the body controlled its weight: altering the “set point”.
Sometimes thought of as the “Holy Grail” of obesity
research, the idea of the set point comes from Jean Mayer
(Harvard psychologist), who hypothesized that the body
contains a “lipostat” that keeps the amount of fat in the
body constant. If researchers learned how to adjust the
set point, they could literally control the amount of fat in
the body. Leibel threw himself into this work, examining
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the records of severely obese patients and normal con-
trols at Rockefeller who had lost weight by consuming a
special liquid formula as part of clinical studies. Leibel
found that the important variable in comparing energy
requirements was fat-free body mass—no matter the
amount of fat, people with a similar fat-free body mass
would require a similar amount of calories. What this
meant in practice was that after patients had lost fat
below their standard homeostatic point, they would lit-
erally require fewer calories to maintain their weight than
people who had weighed the same amount as they now
weighed and not dieted. Otherwise, they would gain
weight.

Leibel realized that some of this body-weight regula-
tion must be genetic, so in 1986 he turned his attention
with his collaborator Jeff Friedman (then an assistant
professor at Rockefeller) to cloning the ob gene, which
was thought to be the cause of obesity in rodents. Gradu-
ate student Nathan Bahary, lab technician Ricardo
Proenca, and postdoctoral fellows Yiying Zhang and
Margherita Maffei did painstaking work over the course
of six years in the lab to find the mutation, which resulted
in the rodent’s fat cells producing a nonfunctional ver-
sion of a protein that would ordinarily function as a
hormone that signaled satiety, a hormone called leptin.
Their work was published in Nature in 1994, but Bahari
and Leibel were left off the author list by Friedman (Shell
2001: 77-104). When the gene was sold by Rockefeller to
Amgen for a staggering 20 million dollars up front (the

largest sum at the time a patent had ever been sold for)
plus promised future payments as the drug based on lep-
tin got closer to market, Leibel was not eligible for a cut
of this money because he was not on the author list. As a
result, he left Rockefeller for Columbia University with
Zhang to set up his own laboratory.

According to Leibel’s website, the lab’s current
research in the Genetics of Complex Disorders training
program at Columbia includes identifying genes in both
rodents and humans related to obesity and Type 2 dia-
betes, particularly those that regulate homeostasis, leptin,
and the glucose/insulin cycle at the molecular level.
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Lessius, Leonard (1554-1623)

Flemish Jesuit and theologian

In 1613, Lessius wrote his account of his struggles with
dieting, the Hygiasticon. This text simply repeated much
of the diet reformer Cornaro’s life as his own; neverthe-
less, it was widely translated from the Latin and often
cited by those arguing for a sober lifestyle, which would
assure longevity. It is still in print today.

Rescued from a world of dissipation and fat after his
physicians had given him up as lost, he found the simple

pleasures of sobriety and self-limitations, which enabled
him to become manlier in his deeds and actions. Lessius
not only mirrors the autobiography of Cornaro but
also cites St. Augustine’s struggle with the pleasures of
gluttony as one of his main witnesses (Lessius 1742:
20-1). Lessius paraphrases him, stating that “Lust knows
not where Necessitie ends,” which is, for Lessius, why
one may grow fat (Lessius 1742: 21). He stresses, like



Augustine, that we must all control our desire to “feast
and banquet” (Lessius 1742: 85). We can do this is by
imagining food as disgusting and bad smelling, for if
we do not we shall certainly die, as almost all diseases
come from taking more food into the body than “nature
requires” (Lessius 1742: 103). Lessius continues by amp-
lifying the arguments of Cornaro about longevity and
diet, as well as echoing the theological and moral under-
pinnings of his text.
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Lindlahr, Henry (1862-1924)

Lindlahr first achieved success in politics and was
appointed Mayor of Kalispell, Montana in 1893. At the
height of his political success, he began to suffer from
diabetes, which he believed was due to his excessive
weight. Because insulin was yet to be discovered, his con-
dition was thought to be incurable. Leaving the U.S.A. to
search for a cure, Lindlahr sought out Father Sebastian
Kneipp’s hydrotherapy center at Woerishoffen, Bavaria.
There he underwent water therapy and began a new vege-
tarian diet. His weight quickly dropped, and he regained
his health.

Thereafter, Lindlahr returned to the U.S.A. and became
very interested in natural healing methods. He read Rus-
sell Trall and J.H. Kellogg’s works and began to study
osteopathy, at that point an alternative approach to med-
ical care (today it is a complementary one). After receiv-
ing his license to practice medicine and opening up his
own office, he continued his studies on “natural” cures.
In 1906, he opened the Lindlahr Sanitarium, which
stressed the importance of hydrotherapy, a natural diet
that restricted meat, and sunbathing. Lindlahr became
one of the chief proponents of iridology, a system of dia-
gnosing disease from study of the iris, the circular colored

portion of the eye. As the sanitarium had great success,
Lindlahr opened up the Lindlahr College of Nature Cure
and Osteopathy.

Lindlahr’s system is delineated in his Nature Cure
(1913). For him, this, and not allopathic medicine, is the
exact science because the “underlying laws which correl-
ate and unify its scattered facts and theories have been
discovered” (Lindlahr 1921: 17). Thus, the “Nature
Cure” “is a system of man-building in harmony with the
constructive principle in Nature on the physical, mental,
moral, and spiritual planes” (Lindlahr 1921: 17). It is
thus so simple that it is difficult to accept, a standard
argument against the new complexity of modern medi-
cine (Lindlahr 1921: 10). It treats the entire body and all
of its systems. This holistic approach incorporates the
moral aspects of human beings in its treatment, and diet-
ing becomes both prevention and cure. If you are ill, a
diet of “easily digestible foods as white of egg, milk, but-
termilk, whole grain bread with butter in combination
with raw and stewed fruits, and with vegetable salad with
lemon juice and olive 0il” is prescribed (Lindlahr 1921:
130). This diet is one aspect of treatment in addition to
fasting, cold packs, and the water cure. To become or
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remain healthy, Lindlahr provides a detailed account of
“natural dietetics” (Lindlahr 1921: 271ff). At its core
stands “MILK, which is the only perfect natural food
combination in existence” (Lindlahr 1921: 271). Clearly,
Lindlahr’s notion of cure is aimed against the innovations
of allopathic medicine of his day. He condemns “the ter-
rible after effects of X-ray treatment, of extirpation of the
ovaries, the womb, and of other vital organs” so common
at the time that he wrote (Lindlahr 1921: 271). Natural
cure is the opposite of such technological innovations.

In addition, Lindlahr wrote and self-published widely
on his theory. His works include: Acute Diseases Their
Uniform Treatment by Natural Methods: Mental, Emo-
tional and Psychic Disorders (1918); The Lindlabr Vege-
tarian Cook Book and ABC of Natural Dietetics (with
his wife Anna in 1918); Iridiagnosis and other Diagnostic
Methods (1919); and Philosophy of Natural Therapeut-
ics (1918).
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Linn, Robert (1933-)

Creator of a 1970s fad diet that entailed fasting and consuming a drink called Prolinn

Robert Linn is a doctor of osteopathy, and his diet was
known as “The Last Chance Diet.” Prolinn was a drink,
consisting of animal hooves, hides, tendons, horns,
bones, and other animal products, which people on the
diet drank numerous times a day. In a day, this drink
provided 400 calories. The Prolinn diet created a lot of
controversy, and there were warnings issued about the
drink and its lack of nutrients. At the time, many people
thought that it could harm the kidneys due to the protein
content. It has been estimated that 2 to 4 million people
have tried the diet. While some people claimed to lose
weight, at least fifty-eight people reportedly had heart
attacks while on the diet. However, it is now thought that
the drink itself was not dangerous; it was the fasting that
caused health complications.

Linn also co-authored a book called The Last Chance
Diet: A Revolutionary Approach to Weight Loss in

which he presented his diet to the general public. There
was, again, legal trouble when, in 1989, a lawsuit was
filed against his publisher because someone had allegedly
died while on the diet. The judge dismissed the suit on the
basis of the First Amendment right of free speech. The
court claimed that there was no warranty made through
the publication of the book that the diet would work or,
indeed, would not be hazardous to a person’s health
(Smith v. Linn; Anon. First Amendment Protects). Diet
books are thus sheltered from any measure of the efficacy
of their suggested methods, and subsequent authors have
been free to promote ineffective and even dangerous
dietary advice.
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Literature and Fat Bodies

The image of the female body and questions of ideal
beauty and its relationship to size have been central to
many works of modern fiction. For example, in British
author Fay Weldon’s The Life and Loves of a She Devil
(1983) (made into a movie starring Meryl Streep and
Roseanne Barr in 1989), the protagonist, Ruth, described
on the book’s flap copy as a “lumbering, clumsy woman,
over six feet tall, with a jutting jaw topped by spouting
moles,” revenges herself on her petite (and beautiful)
rival by destroying her life and then having cosmetic sur-
gery so that she can literally assume her physical pres-
ence. Weldon’s novel and the film based on it provide a
caustically humorous look at society’s expectations of
women—especially of women who become mothers and
wives. More recently, author Jennifer Weiner, herself a
plus-size Jewish-American woman, has come out with
romantic comedies, such as In Her Shoes (2002) (made
into a film in 2005 and starring Cameron Diaz and Toni
Collette) and Good in Bed (2001), in which the heroines
are also plus-size. They don’t, however, lose weight at the
end of the tale. Instead, they have healthy and very active
sex lives and also find Mr. Right without transforming
into delicate beauties.

Helen Fielding’s wildly successful Bridget Jomes’s
Diary (1996) (filmed in 2001 with a “zaftig” Renée Zell-
weger) is also a candid look at the various demons that
plague single, almost middle-aged, white-collar women

in a late-capitalist world. The eponymous Ms. Jones is
forever on a diet because she sees herself as too large, but
she is just as forever reneging on them. Indeed, each of
the entries in her fictional diary is prefaced by weight
measurements and food or alcohol intake. In a bit of
irony toward the end of the novel, Bridget reaches her
goal weight, and people tell her she does not look well.
Popular literary representations of dieting tend to focus
on middle- to upper-middle-class white women trying to
fit a hegemonic body ideal. Success is often in spite of
one’s body not because of it. The proof is heterosexual
love.

The focus of literary representations of obesity and
bodily difference has not, however, been exclusively on
women. At the beginning of the twentieth century, Edna
Ferber’s “The Gay Old Dog” (1917) condemns Jo Hertz,
an old bachelor, to a single life with his demanding sisters
and mother. At fifty, he is fat, and his body rebels in “his
fat-encased muscles” when he tries to look youthful (Fer-
ber 1947: 12). After a love affair destroyed by the
demands of his family, he falls into a bachelor’s life as his
sisters move on to their own married or professional
lives. He becomes “a rather frumpy old bachelor, with
thinning hair and a thickening neck” (Ferber 1947: 19).
During the beginning of the Great War, he watches the
troops march down Michigan Avenue as they go off to
war when a voice in back of him shouts “Let me by! [ can’t
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see! ... You big fat man! My boy’s going by—to war—
and I can’t see!” It is his former lover who has married
and whose son is marching. He sees the boy and “picked
him assuredly as his own father might have” (Ferber
1947: 26). He returns to his home and his sisters confront
him about his social life, at which time he turns on them:
“You two murderers! You didn’t consider me, twenty
years ago. . . . Where’s my boy! You killed him, you two,
twenty years ago. And now he belongs to somebody else.
Where’s my son that should have gone marching by
today?” (Ferber 1947: 27). Rendered impotent by his
family, Jo’s body is the public sign of his thwarted repro-
ductive drive.

The quintessential fat boy’s novel in American litera-
ture is John Kennedy Toole’s A Confederacy of Dunces
(1980). His protagonist, Ignatius J. Reilly, is depicted
as “waves of flesh rippling beneath the tweed and flannel,
waves that broke upon buttons and seams” (Toole 1980:
13-14). His external appearance reflects his own asexual-
ity. Reilly’s New York-born, Jewish college girlfriend
Myrna Minkoff has failed in her many attempts to seduce
him because “my stringent attitude toward sex intrigued
her; in a sense I became another project of sorts” (Toole
1980: 137). Are fat men asexual, or are they perceived as
asexual, or are they made asexual by marriage, or is their
sexuality damaged by their fat?

The protagonist of Kingsley Amis’s One Fat English-
man (1963 ), Roger Micheldene, is concerned with “keep-
ing hidden the full enormity of his fatness” when he is off
to seduce women. “Recent experience suggested that that
belly, exposed in a moment of inattention or abandon,
could cause total withdrawal of favours previously
granted” (Amis 1963: 18). In Salman Rushdie’s first
novel, Grimus (1977), a fantasy work centering on a
quartet of misfits, one of them, Virgil Jones, “gross of
body” (Rushdie 1977: 12), is in love with the hunch-
backed Dolores O’Toole: “they loved each other and
found it impossible to declare their love. It was no beauti-
ful love, for they were extremely ugly” (Rushdie 1977:
12). When they finally do make love, their “disfigura-
tion [is] transformed into sexuality” (Rushdie 1977: 50).
“Her hands grasping great folds of his flesh . .. It’s like
making bread, she giggled, pretending to work his belly
into a loaf” (Rushdie 1977: 50). Only the disfigured may
love the disfigured, and in the rhetoric of the novel the fat
boy is as disfigured as the hunchbacked woman. The
power of literary representations can allow characters to
use their weight as a protection against the world or as a

sign of their own impotence. In the end, no one loves a fat
man.

There is also a body of literature for young adults,
which deals with issues of body image and dieting.
There is one particular subgenre called the young adult
(YA) romance whose themes often revolve around
young women and body politics. As Brenda O. Daly
remarks, this fiction is an exploration of “the quest for
thinness, which sometimes, leads to eating disorders,
[and] is most common among white girls in the middle
and upper-middle classes, the exact readership of YA
romances” (Daly 1989: 52). Daly argues that the belly/
viscera, which is the site for both sexual urges as well as
hunger pangs, has become a site of conflict for the
upper-class woman, who must suppress both kinds of
appetites.

This phenomenon is reflected in YA fiction: The hero-
ines of these books tend to be “saintly” and constrained,
neither admitting to a desire for their lovers, nor to a
desire for food. Daly also notes that psychological as
much as physical nourishment is at the heart of this genre
and suggests that the young women in these books
experience a continued and often frustrated need for the
mother’s nurturing influence (which is typically termin-
ated at the oedipal turn). This lack expresses itself in
how the heroine’s conflicted relationship with food is
also connected to her strained, unfulfilling relationship
with her mother. As an example, Daly refers to a book
written as part of the Starfire series, created in the 1980s
by the author/creator of the Sweet Valley High franchise,
Francine Pascal (and written by a wide range of ghost-
writers). True Love is about Caitlyn Ryan, a student at
the upper crust HighGate academy. She is madly in love
with Jed Michaels but pretends when she sees him that
she doesn’t want to, because, “ladies (and only ladies are
allowed in HighGate Academy) do not admit to such
desires” (Campbell and Pascal 1986: 52). Most popular
literature that engages dieting as a theme, then, is raced,
classed, and gendered.

The YA fiction for adolescent boys that deals with
weight, weight reduction, and the social stigma of obesity
aims for the most part to ameliorate the difficulty of such
a social position rather than to encourage weight loss.
Certainly, the most appalling model for the fat male child
is in William Golding’s Lord of the Flies (1954), where
the character of Piggy is described as a “bag of fat.” He is
introduced to us as a fat boy defined by his pathologies:
“ ‘I was the only boy in our school what had asthma,’



said the fat boy with a touch of pride. ‘And I’ve been
wearing specs since I was three’ ” (Golding 1954: 8). Suf-
fering from asthma, he becomes the representative of the
rational trapped in the body of the fat boy. Thus, he
is eventually the human sacrifice that signals the final
breakdown of all civilization among the children on the
island:

Piggy fell forty feet and landed on his back across
the square red rock in the sea. His head opened and
stuff came out and turned red. Piggy’s arms and legs
twitched a bit, like a pig’s after it has been killed.
Then the sea breathed again in a long, slow sigh, the
water boiled white and pink over the rock; and
when it went, sucking back again, the body of Piggy
was gone.

(Golding 1954: 181)

He is the most degenerate of the children in terms of his
dependence on civilization (his glasses as an example)
and, at the same time, the most civilized. Once his tenu-
ous ties to civilization are destroyed, he is unable to func-
tion in the “natural” world of childhood thinness and
cruelty. His “asthma” marks his body as much as does
his corpulence.

Golding’s novel, popular with young readers, does not
offer the “moral” lessons of confronting one’s own dif-
ference that is demanded by YA literature dealing with
obese males. By 1971, Robert Lipsyte’s autobiographical
novel One Fat Summer, recounts how his alter ego,
Bobby Marks, struggles through a summer at Rumson
Lake, where he learns both moral and physical self-
control. Likewise, the Australian author Ian Bone’s Fat
Boy Saves the World (1998) shows how the fat but grace-
ful “Neat” can change others while being true to his
own “fat” self. Catharine Forde’s Fat Boy Swim (2000)
shows how morbidly obese fifteen-year-old Jimmie learns
to swim and shows the athlete hidden under the layers of
fat. Chris Crutcher’s Staying Fat for Sarab Byrnes (1993)
pairs the obese narrator Eric Calhoune with Sarah
Byrnes, whose face and hands were hideously disfigured
in a childhood accident. Outsiders show great moral
courage to aid one another. There is no Piggy here.

In dealing with dieting, certain genres also validate,
albeit implicitly, the extreme consumerist ethic that
informs dieting culture. Jan Cohn analyses the centrality
of the market and themes of ownership and exchange in
the romance novel genre. She cites research by feminist
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journalist and thinker Barbara Ehrenreich, who found in
her review of magazines like Playboy in the late 1970s/
early 1980s that the image of the ideal American man
had changed over the years. In popular representations,
the model American male went from being frugal, hard-
working, and family-oriented to being an individualist
who worked hard but played harder, when it came
to money and women (Cohn 1988). The women who
figure in popular fiction as a whole and in the romance
novel in particular are configured to be the handsome,
well-built, successful hero’s perfect counterpart. They
often have bodies and consumption patterns that con-
form to and perpetuate the dominant social ideal. Many
of these women eat conscientiously, with an eye on their
weight.
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Low-Fat and Fat-Free Foods

For years, people have debated the efficacy of diets
that promise to help one lose weight and keep it off.
The subjects of these debates include low-carbohydrate,
no-carbohydrate, low-fat, fat-free, and high-fiber diets,
among others. As dieting has become an integral part of
American culture, specific foods and diets have been cre-
ated and marketed to appeal to the desires of the public.
In recent years, supermarkets have continuously been
filled with new food products created and labeled as
“low-fat,” or “fat-free,” making them more alluring to
those who are seeking weight loss or a healthy lifestyle.
Fad diets have proliferated in the U.S.A. since the nine-
teenth century; however, they just as often fall out of
favor. Within the span of only a year or two, a diet can go
from being endorsed by nutritional sponsors to being
shunned. In comparison to extreme diets, such as the
Atkins Diet, which were rejected by nutritionists soon
after they become popular, a diet low in fat has been
popular for decades.

According to the U.S. Food and Drug Administration,
in order for a food to be considered fat-free, it must have
less than o.5 grams per reference amount and per labeled
serving, (for meals less than o.5 grams per labeled serv-
ing). A low-fat food has 3 grams or less per reference
amount (and per 50 grams if reference amount is small
and for meals, less than 3 grams per serving). During the
past twenty years, however, the amount and type of diet-
ary fat that one should consume in order to maintain a
healthy diet has become the source of great controversy.
While fat is often portrayed as a dietary scoundrel, it
ironically has many health benefits. According to the
Nutrition and Health Encyclopedia, fats should take up
30 percent of caloric intake, functioning to supply the
majority of food energy (Tver and Russel 1989: 375).
While the consumption of fat is essential for one to live
and maintain a healthy diet and body, the right types of
fats must be consumed. Modern societies generally eat a

diet high in saturated fat, sugar, refined foods, and low in
fiber—often termed the “Western Diet.” Many believe
that this diet is the reason for the prevalence of obesity as
well as high levels of chronic and degenerative diseases
(Popkin 1993: 138). Ironically, as the prevalence of obes-
ity in America and most Western cultures is climbing by
the year, more low-fat and fat-free foods are appearing
and being endorsed on the market.

There may, however, be a cause-and-effect relation-
ship between the popularity of low-fat and fat-free foods
and the rising levels of obesity. Nutritionist Barry M.
Popkin has observed that the rise in diseases related to
high fat intake and obesity has caused a health-conscious
behavioral change. During the 1980s and 1990s, the U.S.
population started increasingly to eat low-fat foods and
reject high-fat foods (Popkin 1993: 145). As the variety
of low-fat and fat-free foods continues to increase, it
becomes easier to attain and eat these types of foods.

In the U.S.A., dietary patterns often differ by income.
People who earn higher incomes and are generally more
educated are more likely to follow a low-fat diet than
those who earn low incomes. Fat and sugar provide diet-
ary energy at a very low cost and are, therefore, all the
more appealing to low-income people. Low-fat products
are also more expensive in comparison to similar foods
with higher fat contents. For example, at the online gro-
cery store, www.netgrocer.com, Baked Lays, which are
low-fat, cost 61 cents per ounce, while Regular Lays,
which are not low-fat, cost 3§ cents per ounce.

Food consumption is very much based on price,
explaining the recent studies, which have applied eco-
nomic theories to changing dietary behavior. For example,
two community-based intervention studies completed by
the University of Minnesota School of Public Health
revealed that price reductions are an effective strategy
to increase the purchase of more healthful foods in
community-based settings, such as work sites and schools



(French 2003: 8415). In twelve Minnesota work sites and
twelve secondary schools, when the prices of low-fat
foods in vending machines were reduced by 10, 25, and
5o percent, the percentage of sales of the low-fat foods
increased by 9, 39, and 93 percent respectively (French
2003: 842S). Based on this study, which demonstrates
the importance of price in relation to food consumption,
the high acquisition of fast food and “supersize portions”
makes sense because they are large quantity/low price
foods.

While a portion of the population in recent years
has been consuming a lower-fat diet, consisting of many
low-fat and fat-free foods, a great number of people in
the Western world have been consuming high-fat foods.
This has resulted in the rise of obesity rates and high
health risks for more and more people. Being overweight
or obese increases the risk of many health conditions,
including hypertension, dyslipidemia, Type 2 diabetes,
coronary heart disease, stroke, gallbladder disease,
osteoarthritis, sleep apnea, respiratory problems, and
specific cancers (Centers for Disease Control). Due to ris-
ing obesity rates and obesity-related health problems, the
promotion of low-fat and fat-free foods and healthy fats
(i.e., Omega 3 Fatty Acids) have become ever more
important. The U.S. Department of Health and Human
Services recommends that total fat intake should not
exceed more than 30 percent of total caloric intake and
that saturated fat should account for no more than 1o
percent of daily caloric intake. Increased consumption of
low-fat and fat-free foods aids in weight loss and benefits
an individual’s health, possibly preventing certain dis-
eases as well as lowering cholesterol and blood pressure.
Considering that 1 gram of fat has 9 calories in it, while 1
gram of protein or carbohydrate contains only 4 calories,
it is clear why diets lower in fat often lead to weight loss.

However, while it would make sense for people who
consume many low-fat and fat-free foods to lose weight,
this is not always the case. For some people, consuming a
low-fat diet does lead to a lower calorie diet and weight
loss, but for others, low-fat diets do not correlate with
lower-calorie diet. Often, when a food is labeled low-fat
or fat-free, people eat more in quantity, canceling out the
weight-loss effect of the food. This particular phenom-
enon would explain the increasing rates of obesity as
more low-fat and fat-free foods are available, and more
people consume a smaller percentage of calories from
total fat (Kennedy et al. 1999: 207).

In 1998, the U.S. Department of Agriculture performed
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a study, which focused on the patterns of dietary fat
intake of the U.S. population. The study concluded that
while the general fat and saturated-fat intakes as a per-
centage of total calories have been declining over the past
thirty years, a majority of individuals do not consume
a diet which meets the levels of fat and saturated fat
recommended by the Dietary Guidelines for Americans
(Kennedy et al. 1999, 211). In essence, individuals are
generally consuming more calories while simultaneously
reducing fat intake as a percentage of total calories.

Often people who eat low-fat and fat-free foods,
reducing their overall fat intake, also suffer from an
energy loss and, therefore, start to eat higher-fat foods.
The energy loss is usually a result of eating the wrong
foods. In order to keep energy levels high on a low-fat
diet, it is important to consume foods which are low in
fat but also nutrient-dense. For example, an individual
could switch from a high-fat snack to a piece of fruit or
from full-fat cottage cheese to low-fat cottage cheese.
These tradeoffs allow the dieter to consume needed
nutrients while lowering the fat and calorie content of
their food.

The obesity epidemic has become a global concern. In
recent years, society has facilitated an environment where
palatability rather than health is most salient, which
explains the rise in obesity (Roefs et al. 2005: 733). As
the importance of a healthy diet is continually and pub-
licly stressed, the general population, be it a result of
taste, cost, lack of education, or apathy, continues to
consume a diet too high in fat. While fat is essential to
living, consuming the right amount and types of fat are
necessary to maintain a healthy diet. Though low-fat and
fat-free foods will aid weight loss, it is also important
keep caloric intake equal to caloric expenditure and lead
an active lifestyle.

SLG/LAURA GOLDSTEIN
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Luther, Martin (1483-1546)

German reformer, polemicist, and theologian

An advocate of the abandonment of celibacy for the
clergy, and creator of the Protestant distinction between
the merely huge and the obese, Luther’s is the central
theological statement of a distinction that remained in
place until at least the mid-twentieth century, which sees
a difference between a “healthy” and a “pathologically”
fat body. Luther condemned the excesses of Catholic
fasts, yet he advocated moderate fasting to make the
body able to care for others’ needs. There is a none-too-
subtle view that religious fasting must have consequences
in this world. For Luther, the distinction is always between
the healthy and the diseased body, rather than between
the fat and thin body.

This distinction is found in Martin Luther’s commen-
tary on 1 Cor. 15, the text that set the modern image of
the bloated body (Luther 1973: 28 and 196). Man must
bear his earthly body as a confinement for the soul. He
drags his heavy paunch about with him, and the mortal
body is symbolized by the paunch, the sack of stench,
which man must endure. He stuffs himself, evacuates,
discharges mucus, and suppurates, as a consequence of
his mortality (Luther 1973: 172). The ailments that

plague fat bodies are sickness, misfortune, frailty, filth,
blemishes, and stench, which are always attributed to the
influence of Satan (Luther 1973: 203). This heavy exist-
ence contrasts with the heavenly body that will move
though all the heavens as swiftly and lightly as lightning
and soar over the clouds among the dear angels (Luther
1973: 143, 188, 196). Above all, it will be devoid of all
infirmities and wants (Luther 1973: 172). The contrast
between heavy and light bodies, which Luther occasion-
ally employs, is common among the Greek and Latin
fathers. Luther’s text depicts only fat bodies this side
of heaven (Cornfield 1996). Indeed, any of the Com-
mentary’s descriptions of life on earth are bound to
mention the paunch and the gut that extends out in
front of us, a perpetual reminder of our fleshiness. This
paunch eclipses the genitalia as the most salient image of
carnality.

However, Luther also differentiates good fat from
bad fat and Christian bodies from diabolical bodies in
describing distinct types of fat bodies: the bloated and
solid. Each of these bodies corresponds to a mode of
being in the world. The bloated body relies on the image



of the puffed up body from Paul. When Luther observes
that the opponents of Paul in Corinth claimed that they
knew better than he about God, Luther compares them to
Isaiah’s audience whom he describes as “arrogant and
miserly paunches” and “vexatious windbags” (Luther
1973: 158). Their proud bellies are expansive but only
because they are filled with air. These bodies are fat but
certainly not solid. In keeping with this image, Luther
continually invokes the image of the pig which, although
bulky, has a reputation as perhaps the least solid of all
animals. It waddles on stubby legs, fat jiggling, and
resembles a curious balloon more than a mass of solid
flesh. Invoking this fat flimsiness, Luther makes an explicit
connection between the pig and the arrogant, bloated
body (Luther 1973: 148). “Swinish” becomes his pre-
ferred adjective for this type of existence. For Luther the
swinish man stuffs his paunch until it covers his penis,
thereby eliminating his sexuality.

The opposite of this puffy, bloated figure of false
belief is the fat but solid body. These are healthy bodies.
Every human being, without exception, gains weight
for the slaughter (i.e., death) when Satan will devour us.
The difference is that the swinish herd actively fatten
themselves, while true Christians passively endure being
stuffed by Satan. Luther writes of the bloated ones: “Let
those people go their way with their mocking, their
carousing and swilling and living like swine that wallow
around among the husks and fatten themselves until they
are slaughtered” (Luther 1973: 164). But regarding the
Christians he writes: “Satan dispenses no other food than
pestilence and every other sickness and pours no other
wine of drink than pure poison. Therefore we can expect
nothing else than that he will fill us with this and then
butcher and flay us” (Luther 1973: 111-12). The bloated
body and the solid body acquire their fat differently and
mean something quite different. True Christians possess a
remedy for Satan’s poisonous edibles, and that is nour-
ishment from God’s Word. Unlike the bloated glutton
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who is always looking for food to consume, the Christian
(again passively) receives sustenance from God. Luther
writes: “See to it that you remain in the Word. By it God
wants to bear you up and sustain you, so that you will
not be lost” (1973: 75). The Christian has access to God’s
nourishment through the Word and is, thereby, given a
healthy supplement to his or her diabolical diet.

For Erik Erikson, this passivity is a return to the
mother who “taught him to touch the world with his
searching mouth and his probing senses.” He writes that
“I think that in the Bible Luther at last found a mother
whom he could acknowledge: he could attribute to the
Bible a generosity to which he could open himself, and
which he could pass on to others, at last a mother’s son”
(Erikson 1993: 208). A mother with her suckling child
(Mary and Jesus) is Luther’s crucial image for establish-
ing a healthy relation to the Word. Above all, the solid
constitution is characterized by its passive relation to
external powers, both to Satan who inflicts disease and to
God whence flows the maternal milk of the Word. Thus,
the moral order of Pauline Christianity and its image of
the fat body are converted into a diet culture rooted in
belief and sustenance.
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Macfadden, Bernarr (1868-1955)

Known as the “Father of Physical Culture” and was nicknamed “Body Love” Macfadden
by Time magazine

Born Bernard Macfadden, he was a weak and sickly
child. Orphaned at a young age, Macfadden seldom had
time for exercise. At age sixteen, disgusted by his physical
form, which he referred to as “a complete wreck” and
mistrusting of the medical profession, Macfadden bought
a pair of dumbbells and created a daily exercise schedule
for himself. He was inspired after reading William Blaik-
ie’s How to Get Strong and How to Stay So (1879),
which was also a weight-loss system. Blaikie advocated
exercise and diet for those with “considerable superflu-
ous flesh” (Blaikie 1879: 155). Macfadden quickly added
long walks outside, cold baths, minimal clothing, and
mostly vegetarian eating habits to this regimen. In 1887,
he opened his first studio in St. Louis under the name
“Bernard ~ Macfadden—Kinestherapist—Teacher  of
Higher Physical Culture.” Having coined the new “scien-
tific” label of “kinestherapist,” he also created the slogan
that he would use all his life: “Weakness is a crime; don’t
be a criminal!”

Macfadden first advertised this health regimen, which
he dubbed “physical culture” at the Chicago World’s Fair
in 1893, which is also where he saw Eugene Sandow, the
first great celebrity bodybuilder. Knowing the value of
publicity, such as that which propelled Sandow’s career,
in 1898 Macfadden began publishing a monthly maga-
zine called Physical Culture. It was at this time that he
changed his name to Bernarr, which he believed was a
stronger version of his given name. By 1900, the maga-
zine, which featured scantily clad but physically fit indi-
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viduals, was selling thousands of copies at 15 cents per
issue. The link between bodybuilding culture and the
erotic, especially the male erotic, was clear. This was a
surprising antidote to the early link between “unnatural
sexuality” and the diet culture. Macfadden went on to
start Macfadden Publications and the Bernarr Macfadden
Foundation, as well as “healthatoriums” and vegetarian
restaurants where he promoted his philosophies on health
and fitness. His most grandiose plan was “Physical Cul-
ture City,” which was to have 30,000 inhabitants whose
“alert minds would be sheltered in healthy bodies” on
1,900 acres in New Jersey. However, the cult of body-
building and nudism made the project scandalous. It
floundered when, in 1907, Physical Culture was accused
of obscenity and Macfadden was sentenced to two years
of hard labor and a 2,o00-dollar fine. While William
Howard Taft pardoned him, the stigma of pornography
remained associated with Macfadden’s “health culture.”

In 1919, Macfadden achieved huge success with the
young working-class audience when he published True
Story, a magazine focusing on first-hand confessions of
sex and other sins. By 1930, Macfadden was worth 30
million dollars, but the Great Depression hurt him
severely. He died in 1955 trying to cure himself of jaun-
dice by fasting.

SLG/SARAH GARDINER

See also Bodybuilding; Graham; Taft; Vegetarianism



170  MCGRAW, PHIL (DR. PHIL)

References and Further Reading

Bennett, Jim (2007) “Bernarr Macfadden (1868-1955),
the “Father of Physical Culture.” Available online at
<http://www.bernarrmacfadden.com> (accessed
March 11, 2007).

Blaikie, William (1879) How to Get Strong and How to
Stay So, New York: Harper Brothers.

Ernst, Robert (1991) Weakness Is a Crime: The Life of

Bernarr Macfadden, Syracuse, NY: Syracuse
University Press.

Hunt, William R. (1989) Body Love: The Amazing
Career of Bernarr Macfadden. Bowling Green, Ohio:
Bowling Green State University Popular Press.

Todd, J. (1987) “Bernarr Macfadden: Reformer of
Feminine Form,” Journal of Sport History 14 (1):

61-75.

McGraw, Phil, Ph.D. (1950-)

Psychologist and former American collegiate football player, who became a television
talkshow host by providing quasi-therapeutic approaches to personal problems

McGraw’s show is the middle-brow answer to the
American reveal-all, confrontational shows created by
Sally Jessy Raphaél (beginning in 1983) and then honed
by Jerry Springer. Like his predecessors, The Dr. Phil
Show features programs dedicated to weight issues,
including obesity and eating disorders. For example,
Raphaél dealt critically with the dieting culture on a show
aired on August 17, 1990. McGraw, however, seems to
accept the body norms of the society in which he works
and advocates weight reduction through altering what he
calls the “personal truth ... whatever you, at the abso-
lute core of your being, believe to be true about yourself”
(McGraw 2003: 49).

McGraw was born in Wichita Falls, Texas, and he
developed his interest in psychology after his father
returned to college at the age of forty to pursue a degree
in psychology. He began his career as a television psych-
ologist as a regular guest on The Oprabh Winfrey Show in
1988. In 2002, he was given his own self-help television
show on CBS and became widely recognized in the U.S.A.
as “Dr. Phil.”

In September of 2003, he published The Ultimate
Weight Loss Solution in which he details a dieting pro-
gram based on his psychology of dieting. His selling
point, as with such self-help books since William Banting,
rested on autobiography as proof of the efficacy of his
method. In addition to his dieting book, he has written a
stream of other books on relationships and coping with

difficult personal situations through psychological coun-
seling and therapy. His promise at the beginning of his
dieting book is that through this approach one will not
only lose weight but have a new (and happy) life: “When
you follow my instructions and take decisive and effect-
ive action . . . you will begin to live with such a high level
of health, energy, vitality, and control that your life will
seem like new” (McGraw 2003: 5). His approach is a
variant on the behavior modification method.

McGraw advocates “managing” rather than losing
weight by creating “right thinking, emotional control, a
no-fail environment, habit control, food control, body
control, social control.” The mantra of “control” means
that older notions of “willpower” are done away with:
“You don’t need willpower. . . . You have been lied to by
the diet industry that you require willpower ... You
believed that you failed because . .. you were weak and
inadequate” (McGraw 2003: 17). His claim, as with
other advocates of behavior modification, is that dieters
must change their self-image and their pattern of relating
to food and eating in all possible circumstances. As is
evident from the work done evaluating behavior modifi-
cation this approach has a high level of immediate
effectiveness (as most diets do) but does not actually
maintain weight loss over time. McGraw also advocates
“high-response, high-yield” (food-group balancing of
protein, fats, and carbohydrates) as opposed to “low-
response cost, low-yield foods” (McGraw 2003: 302).



The latter consists of high-carbohydrate and high-fat
foods from carbonated, sugar-sweetener drinks to ice
cream. He thus supplies nutritional as well as psycho-
logical approaches to weight loss.

The tie-in with his television show and his connection
with American television’s favorite dieter, Oprah Winfrey,
has made him the most visible public advocate for
psychological interventions for weight loss at the begin-
ning of the twenty-first century. Yet his function as a
paid spokesman for Texas-based CSA Nutraceuticals,
which makes the “Shape Up” shakes, bars, and multivi-
tamins, as dieting aids has led to a lawsuit by those who
tried these products with no appreciable weight loss. The
company settled the lawsuit for 0.5 million dollars.

By 2005, McGraw had abandoned his advocacy of the
“Shape Up!” diet plan, and dieting advocacy seems to
have become much less important on his television show.
Nevertheless, his books have been a commercial success,
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published in thirty-seven languages with more than 23
million copies in print.
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Manheim, Camryn (1961-)

Jewish American actress

B orn Debra Francis Manheim. No one, she writes,
“understood what it was like to grow up as a fat, Jewish
girl in America” (Manheim 1999: 161). Ethnicity and
body size still play a major role in her self-representation.
She is considered overweight by the American public
because she is § foot 10 inches tall and weighs over 200
pounds; however, she is also a highly visible celebrity and
icon of the fat-positive movement. In 1998, she won an
Emmy Award for Best Supporting Actress for her per-
formance as Ellenor Frutt on the television series The
Practice (1997—2004) and, during her acceptance speech,
she jovially exclaimed, “This is for all the fat girls!”

As evidenced by her speech, Manheim is an active
feminist and a self-proclaimed champion of curvy, volup-
tuous bodies; she is against the existence of a weight
standard. In essence, she is an activist of fat-acceptance. In
her autobiography, she explains how she came to realize
her potential as a spokesperson for fat acceptance when,
“a friend of mine told me about the size-acceptance

movement. She told me there was a whole subculture in
which fat was not only accepted but celebrated. I was
told to check out Dimensions magazine” (Manheim
1999: 118). This investigation paid off, and Manheim
has now turned fat acceptance into a productive part of
her work.

In her autobiographical one-woman off-Broadway
show, Wake Up, I'm Fat! (1995), Manheim candidly
reveals how American culture fosters eating disorders
and dangerous behavior in its insistence that people lose
weight. She recounts her own experiences with addiction
to speed pills, which she took in order to increase her
metabolism. Her role as the celebrity representative of
the fat-acceptance movement seems to have surprised
her: “I never intended to become the spokesperson for the
fat-acceptance movement. But I did want to provide an
alternative role model to young girls so they wouldn’t feel
such pressure” (Manheim 1999: 217).

Manheim later rewrote her play into a bestselling
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book of the same name. The book, like the play, has been
well received by critics and members of the public who
are looking for alternatives to the stick-thin role models
who dominate fashion and media. According to the Vil-
lage Voice, Manheim is regarded as a “supersize role
model, especially for women struggling with body issues,
dieting, eating disorders, and low self-esteem” (Taormino
2000). She is active in the civil-rights world at large,
which she sees as a legacy of her Jewish, academic parents
(Manheim 1999: 74).
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Marcé, Louis-Victor (1828-64)

French physician best known for his work regarding psychiatric disorders in
postpartum women

I. 1858, Marcé wrote Traité de la folie des femmes
enceintes, a treatise about emotional disorders during
pregnancy and after delivery. Equally important was his
role in understanding anorexia nervosa in the nineteenth
century. In a paper delivered to the Medical Psycho-
logical Society in Paris on October 31, 1859, Marcé
described “young girls, who at the period of puberty and
a precocious physical development, become subject to
‘inappetency’ carried to the utmost limits. Whatever the
duration of their abstinence they experience a distaste for
food” (1860: 833). Publishing in French and in English
more than a decade before William Gull (who cites him),
Marcé is regarded as “anorexia nervosa’s forgotten man”
because his commentary and evaluation of the disorder
was generally ignored (Silverman 1989: 833). Yet,
Marcé’s descriptions of anorexia nervosa and the “inflex-
ible, rigid, and stubborn characteristics of the person-
alities of anorexia nervosa patients” (Halmi 1999: 1673)
are the first of their kind in modern medicine. The
researchers and physicians of the twentieth century went
on to follow Marcé’s diagnostic criteria.

Marcé believed that the first physicians who addressed

this “obstinate refusal of food” misunderstood its true
significance (Marcé 1860: 264). He advocated the change
of habitat in order to remedy the “sufferings of the stom-
ach” because he believed that the family surroundings
perpetuated the disorder (Silverman 1989: 833). Marcé
ascribed the symptoms to a “hypochondrial delirium.”
He also argued that what such sufferers eat helps define
the syndrome: “the majority of hysterical and nervous
sufferers make themselves remarkable for the slenderness
of their diet, for their liking for indigestible food, and
their antipathy for bread, meat, and strengthening
dishes” (Marcé 1860: 264). Here, the ghost of Marcé’s
contemporary Brillat-Savarin and the question of taste
and cure reveals the symptoms of anorexia to be very
much in line with the notion of “healthy” and
“unhealthy” foods of mid-nineteenth-century Paris. The
cure is not, however, in the kitchen; rather, it is “a sus-
tained effort of the will” that leads to recuperation
(Marcé 1860: 834).
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Mazel, Judy

Creator of the Beverly Hills Diet (1981)

The Beverly Hills Diet is a fad diet that focuses on a
lifestyle of “conscious combining,” a technique, which
involves eating specific mixtures of food in a specific
order for optimum digestion. Mazel asserts, “It isn’t
what you eat or how much you eat that makes you fat; it
is when you eat and what you eat together” (Mazel and
Shultz 1981: vi). The diet relies heavily on fruit (espe-
cially pineapple) and recommends never eating protein
with carbohydrates, eating carbohydrates with fats and
other carbohydrates, eating fruit alone, as well as a var-
iety of other rules regarding the order in which foods
maybe eaten. The key to her system is her reliance on
“enzymes,” both in the foods consumed and in the pro-
cess of digestion, to break down foods without gaining
weight. She also advocates avoiding the “perfect food,”
milk and most dairy products as difficult to digest. In
addition, she stresses over and over again, though this is
not part of her “combination” theory, that portion size is
also vital.

Mazel was the youngest of three daughters and “began
life as a skinny” (Mazel and Schultz 1981: 10). She began
to gain weight in puberty: “When I graduated from
grammar school, my mother was shocked because I was
too fat to fit into children’s clothes” (Mazel and Shultz
1981: 11). Her autobiography is the keystone to her
argument about successful weight loss. This claim (if I
could do it, so can you) was first developed in the mid-
nineteenth century by William Banting as a layperson’s
answer to the medicalization of dieting. Mazel struggled

with her weight for many years, trying everything from
diet pills to thyroid medication, smoking, and laxatives.
But she found success in none of these. She was riddled
with guilt, hiding pizza boxes under the bed and dumping
them in the neighbor’s trash.

It took a skiing accident in the mid-1970s that left her
bedridden to make her rethink her perceptions of food
and metabolism. After researching the literature, she
began dieting and experimenting with food combining
based on her understanding of food’s enzymatic content.
The modern origins of this approach lie in the food fad-
dism of the nineteenth century. Within the next few
years, she lost 78 pounds, which she kept off for twenty-
two years. Based on her success, Mazel, together with the
ghostwriter, Susan Schultz, published the first edition of
The Beverly Hills Diet. It became a New York Times
bestseller that year, selling more in a shorter period of
time than any other book in history up to that point.

In the twenty-five years since the original publication,
Mazel has published The Beverly Hills Diet Born Again
Skinny Trilogy, which includes The New Beverly Hills
Diet (1996), The New Beverly Hills Diet Little Skinny
Companion (1996), and The New Beverly Hills Diet
Recipes to Forever (1996), as well as books like The Bev-
erly Hills Style: How to Be a Star in Your Own Life
(1986), and the Beverly Hills Diet Lifetime Plan (1983).
The diet, which promises at least 1 5—20 pounds of weight
loss in the first thirty-five days, boasts support from
celebrities such as Jack Nicholson, Jodie Foster, and
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Maria Shriver. As with her first book, all of her sub-
sequent volumes rely heavily on testimonials. Most
recently, Mazel branched into the world of children’s
diets, coauthoring Slim and Fat Kids: Raising Healthy
Children in a Fast-Food World (1999).
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Media

The media (loosely defined here as mass market films,
television, popular magazines and music) is an oft-beaten
scapegoat, taking the blame for everything from violent
children to casual sex. It has also been accused in recent
decades of causing negative body-image perceptions (spe-
cifically in young women) by promoting unrealistically
thin bodies. Young men, it has been reported, read only
10 percent of the articles and advertisements about diet-
ing as young women (Andersen 2002: 189). One scholar
notes that a full quarter of all of the female models in
some fashion magazines fulfill the clinical description of
anorexia nervosa, while few “overweight” individuals
appear in a culture in which approximate a quarter of the
population is overweight (Stice 2002: 104). Viewers and
readers, in this argument, believe that they must have this
“ideal” body, become depressed, start dieting, or develop
an eating disorder. Besides representing a slender, fit body
ideal that may encourage dieting, the media also reflects
and perpetuates our dieting obsession, normalizing and
thereby promoting the practice. The media is thus seen as
presenting impossible body types for emulation and per-
petuating a dieting culture to achieve such ends.

The media has often been noted as the cause of dis-
ordered eating and body-image issues because it pro-
motes thinness as our culture’s idea of beauty. Research
has shown that interest in weight loss increases after
exposure to television across the globe. Adolescent girls

in Fiji were studied, and they were interested in dieting to
look like television characters from Beverly Hills, 90210
(1990—2000) and Xena, Warrior Princess (1995—2001)
(Becker et al. 2002: 509). The influence of Western mass
media was further shown in a study of women in
Ukraine. For these women, exposure to Western media
was correlated with internalization of the thin ideal, and
those women were also more likely to diet (Bilukha and
Utermohlen 2001: 120).

Aside from the ubiquity of magazines more or less
devoted to helping readers shape their bodies, there has
been an obvious increase in the number of stories relating
to dieting in other magazines as well. While the presence
of stories about fad diets can be expected in news maga-
zines, the fact that they are cover stories reflects the
nation’s growing obsession. For example Time maga-
zine’s November 1, 1999 cover featured the story “Low-
Carb Diets.” Is this what it takes to lure readers? Or
is it simply an acknowledgment of dieting’s growing
relevance? Magazines also show that dieting has now
expanded its horizons. Teen magazines regularly include
diet and fitness tips for their young readers although very
self-consciously, often with a disclaimer about the ser-
iousness of eating disorders. Seventeen magazine’s web-
site even includes a BMI calculator along with sample
menus to gain or lose weight. In addition, Parade maga-
zine included an article titled “Help Your Pet Shed



Pounds.” Just like human diets, the magazine suggests
reducing caloric intake and increasing exercise for obese
pets (Wilson and Kilcommons 2006).

Dieting has become such a regular part of modern life
that media producers can allow their characters to
remain “average” while still dieting. In “The Real Me”
(Episode 50 of the wildly popular television series Sex
and the City), Samantha Jones (played by Kim Catrall)
went on a hot water and lemon diet to lose weight. All of
this to take a few good photos—it was a moment to
which the primarily female audience could relate. In the
film Mean Girls (2004), new girl Cady Heron (played by
Lindsay Lohan) seeks revenge on the popular Regina
George (Rachel McAdams) by telling her that protein
bars would help her lose weight, when in fact they do the
opposite. The underlying truth is this: We are appalled
that anyone would be mean enough to trick another girl
into getting fat, yet fat jokes are hilarious. The ubiquity
of dieting is also a constant theme in the animated sitcom
The Simpsons (1989-): After eating too much junk food,
Bart gains weight, has a heart attack, and is forced to go
on a diet that he can’t keep; Lisa is teased for having a
“big butt” so she reads “Thin by Third Grade” and goes
to the mall where a store employee makes a pre-teen
mannequin even thinner; Homer orders a “Lose Weight
in Your Sleep” audio cassette.

Perhaps because of widespread accusations of media
culpability, the media has become increasing self-aware
(to the point of shamelessness) of its role in promoting
dieting. For example, some television programs have
straddled the line between blatantly promoting thin body
types and the exhibition of dieting as a normal societal
practice. For example, NBC’s reality show The Biggest
Loser (2004-), which also has UK. and Australia edi-
tions, featured fitness trainers and health experts who
helped contestants competitively lose a large amount of
weight. One segment included a food temptation; con-
testants would win a prize if they chose to eat it and
would gain nothing, including extra pounds, if they
didn’t. Such a challenge promotes the importance of self-
control but also ironically underlines the unimportance
of it all: Eating a cupcake doesn’t really make any differ-
ence. VHr1 had a similar show called Celebrity Fit Club
(2002, 2005) where B-list celebrities tried to lose weight
with the help of a U.S. Marine drill coach and were
weighed publicly at the end of every show. Besides using
the celebrity as a hook, viewers gain the satisfaction of
knowing that dieting is the great equalizer: Famous
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people have to work just as hard as anyone else to lose
weight. The subtle promotion of diets, dieting tips, or the
“need” to go on a diet can also be seen in the casual
conversation or monologues of other reality programs,
talk shows, and, ironically enough, cooking shows.

Research has also shown that the amount of time one
watches music videos is a fairly good predictor of the
desire to be thin (Tiggemann and Pickering 1996: 199).
The role of music, unlike music videos, in body-shaping
behaviors is seldom addressed, largely because of its lack
of visual images of bodies. Grammy Award winning hip-
hop artist Kanye West managed to use both visual and
textual cues in his song, “The New Workout Plan”
(2004). The lyrics include exercise advice to do Pilates
and food tips, like eating salad instead of dessert. Mean-
while, the satirical but catchy music video featured fit
women at the gym, testimonials with before and after
pictures, and an image of Kanye scolding one girl who
wanted to eat a doughnut. The song and its video, which
included the disclaimer “Call your plastic surgeon before
beginning this workout,” rapidly became a hit. Mean-
while, the satirist Weird Al Yankovic more bluntly sings
about a specific fad diet in his song “Grapefruit Diet”
(1999), using his lyrics to poke fun at our diet-crazed
society. More recently, female pop artist P!nk’s song
and video “Stupid Girls” (2006) mock super-skinny
Hollywood celebrities such as Lindsey Lohan and Nicole
Richie while creating a powerful critique of the dieting
and plastic surgery industries.

Aside from being commentary, the music industry has
also squeezed its way into the multibillion-dollar dieting
industry. In 1997, new-age musician Steven Halpern
released a CD with the not-so-subtle title “Achieving
Your Ideal Weight.” His website advertises to “play this
program during mealtimes or whenever hungry to help
youattain and maintain your desired weight.” Cduniverse.
com explains that the album was “designed with meal
times in mind” and “under a layer of relaxing music . . .
are subliminal affirmations like, ‘You chew your food
slowly. You love and accept your body fully.”” This
technique is far more direct than the other link between
music and dieting: the suggestion that music, any music,
might be helpful when dieting. The Women’s Centre for
Health Matters’ “Exercises for Very Large Women” sug-
gests using music to lose weight, whether it is playing
an instrument or listening to music while exercising
(Anon. “Exercises for Very Large Women”: 3).

Some studies support the idea that media affects
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people’s dieting behavior, while others refute it. Still
others believe that while media influence is a factor, it is
by no means the only one involved (Field et al. 2001: 54).
Regardless, our popular perception of media influence on
body-shaping has affected the media industry’s manipu-
lation of the subject, from promotion to awareness and
even criticism. It is clear that our obsession with dieting
has entered all aspects of popular media magazines, films,
television, and music.
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Medical Use of Dieting

According to the cliché, “You are what you eat.” More
recently, in the medical field, the phrase has become
praxis, and dieting is used to cure and prevent various
illnesses. The use of diet has gone much further than the
proverbial “an apple a day keeps the doctor away,” “eat-
ing carrots will improve your vision,” or “have some
chicken soup to cure ... everything.” In our seemingly

rational, enlightened era, science and medicine are gener-
ally accepted as unquestionable truths. With the backing
of these fields, the dieting industry has gained power,
legitimacy, and sustainability. Viewed as a cure for dia-
betes, heart disease, sleep apnea, and obesity, the medical
support of dieting has provided justification for dieters
who are seeking health and longevity.



The connection between medicine and dieting has a
long history, extending back into the ancient world. The
primary focus of the Hippocratic School of Medicine was
an emphasis on lifestyle, including diet, nutrition, exer-
cise, and a reliance on calm, moderate living. Plato
believed that excessive eating led to illness and that dis-
ease should be cured not by drugs, but by food. Samuel
Jobnson’s Dictionary (1799) claimed that “to diet”
meant “to feed by the rules of medicine (to eat by the
rules of physick); to give food to.” In addition, Hillel
Schwartz traces the history of dietary regulation of salt
intake:

Athletes were the first to be hostile to salt, since it
causes water retention and may add pounds to
body weight. From this came the association with
obesity, Bright’s disease and diabetes in the early
part of this century and the first suggestions that
dieters should watch salt intake. Then came
stronger associations with heart disease and high
blood pressure, until in 1973 Cosmopolitan’s Super
Diets & Exercise Guide would claim that most
Americans consumed ten to twenty times as much
salt as they should.

(Schwartz 1986: 259)

Some of the earliest diets, too, sought to cure ailments
through dieting. John Wesley wrote Primitive Physick
(1747) with the aim of bringing practical medical advice
to those who could not afford to see physicians, and Gaye-
lord Hauser used lemons to fight tuberculosis. The trend
has continued with contemporary diets like the DASH
diet (Dietary Approaches to Stop Hypertension) and the
creation of “nutraceuticals,” chemically engineered foods
that cure diseases.

In addition, diabetes has been treated through diet
since antiquity. In ancient India, the classical medical
author Susruta described a diabetes-like disease which
was understood as the result of the gluttonous overindul-
gence in rice, flour, and sugar (Papaspyros 1964). In
1796, Dr. John Rollo devised a treatment for diabetics: a
low-carbohydrate diet high in fat and protein. In con-
trast, in the late 18 50s, French Dr. Priorry prescribed eat-
ing large amounts of sugar to treat diabetes. The French
Dr. Bouchardat also had the idea in the 1870s of person-
alizing diets for his diabetic patients after the glucose
levels in their urine decreased following the rationing of
food during the Franco-Prussian War. In the late nine-
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teenth century, Catoni, an Italian diabetes specialist, used
a lock and key to force his patients to follow their
diets. From 1900 to 1913, diets for diabetes included
the “oat(meal)-cure,” the milk diet, the rice cure, and
“potato therapy.” In 1914, American Dr. Frederick Allen
prescribed low-calorie diets of as little as 450 calories a
day to his diabetic patients, believing that less food would
reduce the strain on the body since it was believed that a
diabetic’s body was unable to process food. Again, in
1921, Dr. Elliot P. Joslin linked diabetes to obesity and
thought that thin people might be immune to the disease.
In contrast, another diet to treat diabetes was based on
overfeeding and the belief that excess food could make up
for the diabetic body’s loss of weight and fluids. Even
following the discovery of insulin, treatment was admin-
istered along with a reducing diet that “required the
weighing of foods” (Schwartz 1986: 173).

Medicalization, or the identification of nonmedical
problems as medical ones, is also evidence of medicine’s
authority. Specific attention to body size increased after a
space for weight was introduced to standard forms in
1866, and life-insurance companies eventually began
connecting weight with lifespan. Many fad diets, some-
times created by “doctors” with the title yielding legitim-
acy, also supported the idea that weight loss through a
reducing diet would lead to health. However, medical
concern about weight emerged only after public anxiety
regarding excess weight had already begun. In addition,
the growing attention toward degenerative diseases and
studies on nutrition contributed to the growing medical
attention on weight (Stearns 2002).

The use of diet as a cure was also supported by The
China Study, which was able to show the link between
nutrition and heart disease, diabetes, and cancer. This
1983 study surveyed the diet, lifestyle, and disease mor-
tality data of 130 villages in sixty-five counties of rural
China in hope of finding the causes of some diseases.
Their results found that “the richer the diet is in native
nutrients provided by plant matter, the greater are the
reductions of degenerative diseases and the more bene-
ficial are their biochemical indicators” (Campbell and
Chen 1994: 103). This implies that a diet with proper
nutrition can reduce or eliminate these diseases, as well as
obesity. Yet the problem with such a bold assertion is the
nature in which the belief was proven. That is, the collec-
tion of such statistics neglects many other factors that
may contribute to a decreased prevalence of disease.
Other clinical studies that have supported dieting for



178 MEDICAL USE OF DIETING

health are also limited by their methodology; it is impos-
sible to make the control group and dieting group exactly
the same.

The promotion of dieting as a medical cure has also
been criticized for reinforcing the stigma against fat and
for emphasizing weight loss over healthy eating and exer-
cise (Germov and Williams 1996: 103; Campos 2004). In
addition, the target audience is unclear such that many
people who are encouraged to diet don’t need to. The
possible negative consequences of dieting, such as
nutritional deficiencies and anxiety, are often overlooked,
as are the problems associated with being underweight.
Paul Campos pointedly asks, “If we were to employ the
logic of the anti-fat warriors, does this latter fact mean
that Americans should be encouraged to gain weight so as
to protect themselves from, among other things, cancer,
osteoporosis, and most of the major pulmonary dis-
eases?” (Campos 2004: 25). It has also been suggested
that the use of dieting as a cure caused the Food and Drug
Administration (FDA) to be more lenient in the regulation
of dieting drugs with dangerous side effects, such as “fen-
phen” and Redux (Klein 1997). The FDA believed that
the effects of obesity outweighed the consequences of tak-
ing these drugs. On the other hand, some just do not
believe that dieting is a sufficient cure. In a statement
by the American Obesity Association (2004), the organ-
ization claims that dietary interventions may not be
enough, and direct surgical intervention, such as gastric
bypass surgery, is sometimes necessary to improve health.

The medical industry’s use of dieting as a cure can be
seen throughout history, generally for diseases associated
with obesity. Although many still claim that they diet for
overall health and not necessarily to cure a particular
ailment, the evidence backing the health claims of diets is
not irrefutable. In addition, society’s influence on the
medical field, in particular its aversion towards fat,
should not be overlooked.

SLG/DoroTHY CHYUNG
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“You are what you eat”

This sentiment is ancient, appearing in one form or the
other from the Greeks on. Martin Luther, in his conversa-
tions collected in Table Talk, states that: “When it comes
to eating, we are the ilk of every tyrannical sort of animal.
The wolf eats sheep, so do we; the fox chickens and geese,
just like us; hawks and vultures eat birds as we do; pike
eat fish, like us. We eat grass as do oxen, horses, and
cows. And like pigs we eat dung and filth. But internally
everything becomes shit.” This phrase was first recorded
in modern writing about diet by Jean-Anthelme Brillat-
Savarin in 1826 and repeated in a different context by
the German philosopher Ludwig Andreas Feuerbach in
his essay of 1863 on “Spiritualism and Materialism.”
Friedrich Nietzsche employs the same formulation in an
ironic comment on the studying of German philosophy
in his cryptic autobiography of 1888, Ecce Homo (first
published in 1908):

But as to German cookery in general—what has it not got
on its conscience! Soup before the meal (still called alla
tedesca in the sixteenth-century Venetian cook-books);
meat cooked till the flavor is gone, vegetables cooked
with fat and flour; the degeneration of pastries into
paper-weights! Add to this the utterly bestial post-
prandial habits of the ancients, not merely of the ancient
Germans, and you will begin to understand where Ger-
man intellect had its origin—in a disordered intestinal
tract. . . . German intellect is indigestion; it can assimilate
nothing.

Such a view is very much in line with his own failure at
dieting. If you study bad philosophy because you are a
German you are, of course, what you eat! Such a meta-
phoric use came into practical application with its intro-
duction in English by nutritionist Victor Lindlahr in the
1920s, with a meat market slogan reading “Ninety per
cent of the diseases known to man are caused by cheap
foodstuffs. You are what you eat.” He later published a
book entitled You Are What You Eat: How to Win and
Keep Health with Diet. In the 1960s, the meaning of this
phrase became much more specific. It was used to mean
that you would be healthy from eating “healthy food,”
here defined as macrobiotic whole foods. Some also trace
the roots of this phrase to the Christian communion,
where bread and wine represent the body and blood of
Jesus Christ.
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Medieval Diets

In the medical school at Salerno in the thirteenth cen-
tury, the standard textbook of medicine, the Regimen san-
itatis salernitanum—the Salernitan Regime of Health—
was composed. A book of verses attributed to Arnald of
Villanova (1240-13171), it provided practical guidelines
for good living, but also definitions of the healthy and
pathological bodies. Extraordinarily popular, it summar-
ized and informed much of the later views of obesity. In a
seventeenth-century English translation, it provided a
snapshot of the humoral obese body in the light of the
medieval reception of Greek medicine:

Men that be flegmatik, are weak of nature,
Most commonly of thick and stubbed stature.

And fatnesse overtaketh them amain,

For they are slothfull, and can take no pain.

Their sences are but dull, shallow and slow,

Much given to sleep, whence can no goodnesse

grow,

They often spet: yet natures kind direction,

Hath blest them with a competent complexion.
(Holland 1806: 35)

Thus phlegmatic fat persons cannot stand pain; they suf-
fer from character flaws and are lazy, and nonproductive.
But there is also a healthy fat that dines on “sweet wine,
delicious meats, eggs that are rare / Over ripe figs and
raisins, these appear. / To make the body fat, and nourish
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nature, / Procuring corpulence, and growth of stature”
(Holland 1806: 7). This fat can itself become diseased but
is of a different nature than the inherent obesity of the
phlegmatic body because it comes from a different
source. Food can cause illness, as Galen states, but there
is also a “healthy” fat that is the result of eating without
overindulgence. The cure for overindulgence is to eat
foods with the antithetical humoral traits as the fat per-
son. Thus, drinking vinegar (which is dry and cool) as
therapy for the obese body (wet and cool), “unto fat
folks, greatly doth no good” (Holland 1806: 19).

The sixteenth-century Italian physician Gerolamo
Mercuriale also stressed that obesity is the result of
internal and external factors, paraphrasing Galen. Yet, he
also understands that the obese are not all stupid; indeed,
they can be as intellectual as the thin person. Any given
person can be born with the tendency towards obesitas.
But adventitia, the acquired fat of a dissolute life, makes
the mind crude. It is the result of an oily blood that turns
to fat. Mercuriale’s contemporary Tommaso Minadoi
follows Galen’s theory of the temperaments seeing damp
and cold as the origin of fat. Such people are born not
made; they are soft, hairless, pale and cold. Those who
become fat are quite different. They are of a reddish

complexion, hairy, have hard rather than soft flesh. They
suffer from a constant hunger that drives them to become
fat. Such theories build on the notion of a “natural” and
an “unnatural” obesity, which demand different types of
diets.

SLG
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Men

Dieting and Eating Disorders

It is easy for anyone who has been exposed to mass and
popular culture in the U.S.A. in the past twenty years to
believe that dieting is an exclusively female activity and
that eating disorders only affect woman. Advertisements
for weight-loss companies such as Weight Watchers and
Jenny Craig primarily feature women, and young women
have also been, until recently, the primary focus of dis-
cussions about anorexia and bulimia. Since the 1990s,
however, diet companies, doctors, and the media have
“discovered” that men deal with body-image problems
and struggle with overweight and disordered eating as
well. While men have actually been dieting and struggling
with eating disorders for centuries, an increasing number
of popular and professional publications in the past fif-

teen years have focused on the unique problems of obes-
ity in men, male dieting, and men with eating disorders.

In twentieth-century Western culture, overweight and
eating disorders have largely been perceived as a female
problem because of social and ideological gender con-
structs (Gilman 2004: 4). In the past thirty years, feminist
writers, like Susan Orbach, have declared fat a “feminist
issue” and sought to understand why women are particu-
larly vulnerable to the “tyranny of slenderness” (Orbach
1978; Chernin 1981). However, this discourse, while
essential to understanding the complex relationship
between gender, the body, and social power, has neg-
lected and almost effaced a very long history of anxieties
about men’s bodies and eating behaviors.



Until the end of the nineteenth century, concerns
about obesity centered on men’s bodies, and men gener-
ated the bulk of dietary advice literature (Gilman 2004:
4-5). Even in the early twentieth century when women
received “the most biting commentary” on their weight,
attention to male standards continued, and both men’s
and women’s magazines featured slim male models
(Sterns 1997: 98—9). In fact, during World War I, there
was widespread cultural anxiety about the fitness of
men’s bodies as emblematic of the health of the nation
overall. In the first two decades of the century, scientists
and physicians sought to create a powerful, “gutsy”
nation through transforming men’s physical bodies
(Carden-Coyne 2005). In the 1950s, diet books written
particularly for men began to emerge, and they developed
an “immediate and huge” following. This literature,
however, rejected the aesthetic concerns most often
associated with women and promoted weight loss,
instead, as a means of improving one’s masculinity and
competitive edge (Sterns 1997: 101).

Similarly, the early contemporary literature on men
and dieting tended to reinforce the idea that men diet for
objective reasons, like health and performance, have
more realistic body images, and are not vulnerable to the
same aesthetic social pressures that women are. For
example, sources on men and weight consciousness in the
1980s generally concluded that men do not worry that
being fat will make them less attractive or socially
acceptable. Instead, they think about fat and losing
weight, “mainly in terms of their concerns about health”
(Millman 1981: 23 5-6). Even studies of male eating dis-
orders in the 1980s concluded that men “set more real-
istic weight goals for themselves, and have a less distorted
image of themselves, than do females” (Schneider and
Agras 1987: 239). These early discussions placed men in
a privileged position in dieting culture by suggesting that
their inherent rationality made them less susceptible to
vain (pun intended) quests for slenderness. At the same
time, however, these writings did a disservice to men by
relegating their problems with weight and food to the
margins because they included chapters on men and diet-
ing merely as “a concession” to men who claim that it’s
“just as bad for them” (Ogden 1992: 74).

More recently, scholars have treated the topic of men
and dieting much more seriously in an increasing number
of book-length projects. This new material also shows
more awareness of and sensitivity to the struggles that
men have with their bodies and the role that culture and
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gender expectations play in those struggles (Andersen
2000: 70; Bordo 1999; Grogan 1999: 58-67). In general,
research has shown that men desire larger, more muscu-
lar (mesomorphic) bodies because greater physicality is
associated with desirable masculine traits like strength,
power, and aggression (Bederman 1995: 42; Grogan
1999: 58). According to silhouette studies, question-
naires, and interviews conducted between 1985 and
1997, men aspire to muscular physiques, and their self-
esteem is influenced by the ways in which they measure
their own bodies in relationship to the mesomorphic
ideal (Grogan 1999: 59-67).

This measurable body dissatisfaction in men and boys
is referred to by some as “the Adonis complex,” “a wide-
spread crisis among today’s boys and men” (Pope et al.
2000: iii). In this argument, men and boys are pre-
occupied with the appearance of their bodies but have no
outlet for discussing this preoccupation in a society that
has taught them not to be “hung up about how they
look” (Pope et al. 2000: xiii). The “secret crisis of male
body obsession” afflicts adults, as well as teenagers and
young boys, who as early as elementary school indicate
dissatisfaction with their bodies and who may even grow
to develop eating disorders, use steroids, or suffer from
depression (Pope et al. 2000: xiii—xiv). While this “crisis”
in male bodies is not new, the “Adonis complex” is an
important recognition that in contemporary diet culture;
men too are concerned about their weight; and they also
diet to improve their appearance and self-esteem, as well
as their health.

Nevertheless, dieting can be very different for men
than it is for women. There is physical evidence that
men’s bodies respond differently to diet and exercise than
women’s do. Men are, on average, taller than women and
predisposed to have a higher percentage of body weight
as lean muscle (Andersen 2000: 69). This advantage in
height and lean muscle mass, which contributes to a
higher resting metabolic rate in men, may make it easier
for men to lose weight and sculpt their bodies (De Souza
and Ciclitira 2005: 795). For example, a moderately
active 125-pound woman needs, on average, only 2,000
calories a day, while a 175-pound man with a similar
exercise pattern needs 2,800 calories (“Good Nutri-
tion”). There may also be even more subtle differences
that we have yet to uncover in the ways that men’s bodies
respond to particular diets. One small study conducted
by Tufts University in 2004, for example, found that men
responded more effectively to a diet low in saturated fat
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that was intended to lower total cholesterol (Li et al.
2003: 3431-2).

In addition, while men’s health has been receiving
more attention in recent years and the percentage of
obese males is on the rise, men may be reluctant to diet or
seek medical treatment (De Souza and Ciclitira 2005:
794—5; Drewnowski and Yee 1987: 632—3). According to
a 1988 study, only 25 percent of men diet at some time in
their lives, compared with about 95 percent of women
(Grogan 1999: 67). The 1994—6 Survey of Food Intakes
by Individuals similarly found that between 24 and 29
percent of men survey reported trying to lose weight. The
reluctance of men to diet or report dieting can be attrib-
uted to the cultural constraints of masculinity, which
construct men as strong and resistant to disease and
dieting as a female activity (De Souza and Ciclitira
2005: 794).

Even when men do diet, they appear to approach and
understand weight loss in very gendered ways. Men more
often than not employ weight-lifting as a method for
improving their body image because of the mesomorphic
body ideal (Grogan 1999: 69), and, overall, men report
exercising rather than counting calories to change their
body shapes (Grogan 1999: 79; Drewnowski and Yee
1987: 626). Men may also purchase diet books and
engage in activities like dieting groups and weight-loss
classes that have traditionally been associated with
women (De Souza and Ciclitira 2005). However, these
dieters still frame their weight loss in masculinist terms.
Echoing the “gutsy” rhetoric of early twentieth-century
physical culture, contemporary diet books for men prom-
ise “youw’ll be in control and it will show,” and “you’ll
have more vigor and stamina” physically and sexually
(Goor and Goor 2000: 5-6). In addition, British men
who joined a slimming class to lose weight asserted that
they dieted to improve health rather than appearance.
These men clearly viewed dieting for aesthetic reasons as
a less legitimate, female activity and tried to distance
themselves from it even though behavioral evidence sug-
gested that they were concerned about their appearances
(De Souza and Ciclitira 2005: 800).

Despite gendered differences in their reasons for and
methods of dieting, men seem to share with women
a susceptibility to the eating pathologies that plague
consumer culture. Some of these extreme dieting prac-
tices, such as the abuse of steroids or human growth
hormone, are generally associated with men (Grogan
1999: 76). However, men also fall victim to eating dis-

orders like anorexia, bulimia, and compulsive exercise,
which have traditionally been associated with young
women (Andersen 1990, 2000: 205, 2002: 188). While
early sources on eating disorders focused primarily on
white, middle-class adolescents (Bruch 1978; Brumberg
1988; Chernin 1981), medical professionals have since
realized that eating disorders affect members of all ages,
races, classes, and genders (Muise et al. 2003: 427). As a
result, a growing body of literature on the subject of male
eating disorders has emerged since the 1990s, and its
authors are concerned with identifying, understanding,
and treating pathological eating patterns in men (Muise
et al. 2003: 433—4).

Much of this new material employs the rhetoric of
“discovering” pressures on men to conform to unrealistic
body types and suggests that these pressures are increas-
ing, resulting in “as many as a million men” with eating
disorders (Bordo 1999: 168; Langley 2005; Pope et al.
2000: 29; Pappano 2004; Stafford 2006). Still, it is not
clear thateating disorders in males have actually increased;
itis possible that greater awareness that eating pathologies
can afflict multiple populations has merely allowed doc-
tors to better recognize disordered eating in men. One of
the first two reported cases of anorexiain 1689 was, in fact,
found in a sixteen-year-old male (Andersen 1990: 3), and
men appeared prominently in the earliest literature on eat-
ing disorders (Silverman 1987). Yet, only o—5 percent of
men reportedly suffer from bulimia (Andersen 1990: 10),
and males only account for 1o-20 percent of cases of
anorexia today (Andersen 2002: 189).

It is difficult, however, to accurately measure the
prevalence or increase of eating disorders in men because
male anorexics and bulimics have been frequently mis-
diagnosed or overlooked by doctors who were culturally
and scientifically conditioned to recognize pathological
eating primarily in women (Andersen 2002: 188-9).
Males with eating disorders may also be underrepre-
sented in medical literature because they have been
unlikely to seek treatment or reveal their problems toa doc-
tor for fear that their masculinity would be undermined
by a “feminized illness” like anorexia or bulimia (Laws
and Drummond 2001: 29). Increases in self-reporting of
anorexia and bulimia by men and boys may reflect a new
comfort with “coming out” as professional discourse,
popular literature (Krasnow 1996), and male celebrities
like Billy Bob Thornton validate the experiences of men
with eating disorders.

While popular media may help men and boys with



eating disorders to recognize and come forward with their
disorders, it is also implicated in their etiology. Theorists
and eating disorder researchers argue that advertising and
entertainment media increasingly objectify men’s bod-
ies, promote ideals of slenderness, and represent men in
unrealistic and damaging ways. Magazines, such as Men’s
Health and GQ, which give dieting and exercise advice
and contain images of hyper-fit male models are fre-
quently mentioned as contributing to unrealistic body
ideals and increased body dissatisfaction among men
(Bordo 1999: 218-19; Grogan 1999: 67-8; Pope et al.
2000: 32—33 and 45-6). Clinicians, too, see the media as
an important causal factor in male body dissatisfaction.
One eating disorders program director explains, “With
more men’s fashion magazines on the market, more
emphasis being put on the way men look. Now they’re
subjected to the same concerns about body image that
plagued women for years” (Sterns 1997: 99). Research
has shown that magazine exposure increases psychosocial
stress and may lead to unhealthy dieting behaviors among
male and female adolescents (Utter et al. 2003).

Participation in certain sports, like swimming and
wrestling, also seem to contribute to increased risk for
developing eating disorders in men and boys (Dale and
Landers 1999, 1382; Drewnowski and Yee 1987: 627;
Langley 2005: 5). Pressures to “make weight,” improve
performance, or “bulk up” may lead athletes to engage in
unhealthy behaviors, including excessive food restriction,
over-exercise, purging, intentional dehydration, or
steroid abuse. Men and boys in sports that emphasize
muscular development, like bodybuilding, football, and
competitive weight-lifting, are particularly vulnerable to
a lesser-known disorder known alternately as “reverse
anorexia nervosa” and “muscular dysmorphia.” Males
suffering from this disorder believe that they are overly
thin even when they are highly muscular and may use
anabolic steroids in an attempt to increase their muscle
mass even further (Andersen 2002: 188).

Finally, researchers have also identified other factors,
which might place specific groups of men at greater risk
of developing eating disorders. For example, several stud-
ies in the 1980s and 1990s suggested that gay and
bisexual men are more likely to be dissatisfied with their
bodies and develop eating disorders than are homosexual
or bisexual women or heterosexual men (Siever 1994;
Williamson and Hartley 1994; Yager et al. 1988). How-
ever, these findings may be complicated by the possibility
that gay men are more willing to divulge their problems

MEN 183

with eating disorders because they feel less constrained
by traditional masculine ideals (Kaminski et al. 2003:
180). It is likely that sexual orientation and homophobia
are factors in men’s willingness or unwillingness to admit
to having an eating disorder or to seek treatment for it;
however, scholars agree that more research is needed in
this area.

Dieting and eating disorders are not solely the purview
of women in contemporary culture despite their over-
representation in popular and professional discourse.
Like pressures on the female body, body dissatisfaction
and dieting in men are powerfully framed by gender
imperatives, which demand that men be strong, fit, and
muscular but not “hung up about their appearance.”
This paradox has contributed to what some call a “crisis”
for men, who suffer from anxiety about their bodies but
cannot express their suffering because it would be con-
sidered weak or feminine. As a result, men are less likely
than their female counterparts to seek help or to be cor-
rectly diagnosed when they do so. It appears hopeful,
however, that these barriers to diagnosis and treatment
will erode in the future as more and more people come to
realize that, in a consumer culture, fat and the fear of it
are men’s issues too.

SLG/C. MELISSA ANDERSON
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Metabolism

People eat a variety of foods, which are broken down by
the body and used to build muscle, keep the body warm,
and provide energy throughout the day. Metabolism is a
term used to describe this breakdown of food into energy
in the body. Each person has a different metabolic set
point based on a variety of factors, including hormones,
which are the main communication tool within the body.
Examples of hormones include: insulin, glucagon, thy-
roid hormone, cortisol, estrogen, and testosterone. Each
of these hormones plays a role in the regulation of meta-
bolic rate, which ultimately controls hunger and weight
gain or loss. The breakdown of food is the primary man-
ner by which the body produces energy; the energy
gained from the food is determined by the number of
calories contained in each meal.

The thyroid gland is one of the key organs that regu-
lates metabolic rate through the release of thyroid hor-
mone. People who produce too much thyroid hormone
will often be hot, hungry, and unable to gain weight.
When someone produces too much thyroid hormone, the
body is unable to store any of the energy from the food
and, therefore, converts it all to heat. This is what makes
the person hot all the time. The opposite of producing too
much thyroid hormone is not producing enough. The
thyroid gland was one of the first inborn errors of metab-
olism noted in individuals who were unable to lose
weight even after dieting. An individual who does not
produce enough thyroid hormone will be cold all the time
and will gain weight. This condition is treatable by pla-
cing the person on oral thyroid hormones. People
attempting to diet have, at times, even resorted to taking
oral thyroid hormone to increase metabolic rate and,
thereby, lose weight.

When a person limits the amount of food eaten by
dieting, the metabolic rate can be affected in a number of
ways. Basal or resting metabolic rate (RMR) is a term
that describes the lowest number of calories a particular

person needs to eat in order to fuel basic life functions. If
a person consumes fewer calories than are needed for
survival (fewer calories than the RMR), the body will go
into starvation mode. In starvation mode, the body
begins to shut down processes which are not essential for
life. For example, the body will tear down muscle tissue
in order to get protein and energy to maintain heart and
kidney function, which provides an additional challenge
for weight management because muscle uses more energy
than fat. A person who has lost muscle after dieting,
therefore, has the potential to gain fat after going back to
eating regularly. This happens because the reduction in
muscle leads to a reduction in RMR, which ultimately
means the person needs less food to maintain body
weight now than was needed before the diet began.

Severe reduction in the amount of food that a person
consumes, as happens when a person is dieting, can also
lead to feelings of anxiety, sluggishness, and irritability.
These and other side effects have led to the development
of dieting drugs that combat the slowing metabolism that
sometimes occurs in dieting. Drugs like ephedrine and
caffeine stimulate the metabolism, which helps to main-
tain higher energy levels. These drugs do not prevent the
loss of muscle tissue that occurs if a person consumes
fewer calories than are required by that person’s RMR.
For this reason, dieticians and doctors have recom-
mended that people never consume less than 1,200 calor-
ies per day. Although 1,200 calories per day is a good
estimate for the average person, many people have a
higher RMR. In order to better determine RMR, many
gyms and health clubs have purchased machines that
measure personal RMR. Knowing this information helps
dieticians and trainers to develop a dieting strategy that
will produce more effective results for a person trying to
lose weight.
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Metcalfe, William (1788-1862)

The first public advocate of vegetarianism in the U.S.A.

Born in England, Metcalfe immigrated to America to
preach the gospel of temperance, vegetarianism, and
health. He was a member of the “New Church,” which,
following the Swedish mystic Emanuel Swedenborg
(1688-1772), advocated abstinence based on his theo-
logical views. Likewise, Metcalfe “gave up, at once and
entirely, fish, flesh and fowl as food, and every kind of
intoxicating liquor as drink” in 1809 (Metcalfe 1872: 12).

His dietary choices, however, met with some resist-
ance. Metcalfe explained that,

friends laughed at me, and entreated me to lay aside
my foolish notions of a vegetable diet. They assured
me I was rapidly sinking into a consumption, and
tried various other methods to induce me to return
to the customary dietetic habits of society; but their
efforts proved ineffectual.

(Metcalfe 1872: 13)

Nevertheless, Metcalfe did not renounce his vegetarian-
ism, which became central to his preaching in the “Bible-
Christian Church” that he helped to found. Like the New
Church, Metcalfe’s sect advocated temperance and vege-
tarianism. The Bible-Christian Church resulted, in part,
from Metcalfe’s break with the New Church over the
question of revelation. He argued that only the Bible was

“divinely inspired record of the word of God” (Metcalfe
1872: 16). In 1816, forty-one followers of Metcalfe and
the Bible-Christian Church departed Liverpool for Phila-
delphia. Their numbers actually decreased on the trip
over as “the strong sea breeze of the Atlantic” made them
“give way to indulgences in eating and drinking those
things which their principles had forbidden” (Metcalfe
1872: 19). However, once in Philadelphia, Metcalfe
preached the new doctrine of temperance and vegetarian-
ism to ever-greater audiences.

His periodical The Rural Magazine and Literary Even-
ing Fireside also promulgated his views. From 1820, he
began to publish a series of widely read and quoted tracts
against alcohol and the eating of flesh. His argument here
was moral: When men and women gather together for
whatever purpose, and alcohol is served, the potential for
immorality is present (Metcalfe 1872: 31). The temper-
ance movement grew much more quickly than “dietetic
reform,” yet it too was “as criminal, as debasing, and as
barbarous as that or any other known evil” (Metcalfe
1872: 32). In 1821, Metcalfe published the tract Abstin-
ence from the Flesh of Animals, and, in 1839, he met
Sylvester Graham, who was then preaching temperance
and, through Metcalfe, later added vegetarianism to his
cause. In addition, Metcalfe’s tracts had a major influ-
ence on William Alcott, whose work emphasized the



moral basis of health and education. As such, Metcalfe
continued to be a major feature of the growing diet-
reform movement until his death in 1862.

Metcalfe based his ideas about diet on strict biblical
interpretations, which were always combined with
notions of health and hygiene: “The system of temper-
ance which we thus religiously practice, furnishes us
with strength and activity sufficient to support the most
laborious occupations, secures one of the all-important
blessings of life,—the possession of health—and qualifies
us for the enjoyment of a more perfect mode of being”
(Metcalfe 1872: 153). This combination is fundamental
to his notion of biblical revelation, which assures not
only salvation but health: “It is clear from the nature
of the Law, as recorded in the text before us, that man
was originally intended to live upon vegetables only”
(Metcalfe 1872: 156). Thus the commandment “Thou
shall not kill” applies to any living thing (Metcalfe 1872:
163). Metcalfe sees in Paul’s break with Jewish law, espe-
cially with the law of sacrifices, his opening (Metcalfe
1872: 190). Christ was an advocate of temperance and of
vegetarianism. Even Christ’s miracle of the loaves and
fishes, is reread to stress the bread and to deny the fishes
(Metcalfe 1872: 180). Never mind turning water into
wine! It is the “hardness of their hearts” that makes
the Jews continue to sacrifice after Christ’s preaching
(Metcalfe 1872: 191). The Jews are “so carnal as to be
incapable of understanding the nature of spiritual wor-
ship, they were mere performers of external rites and
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ceremonies” (Metcalfe 1872: 193). Here Metcalfe is not
very far from the German atheist philosopher Ludwig
Feuerbach’s (1804—72) dismissal of Judaism, in his
Essence of Christianity (18471) as not a religion at all, but
a gastronomic cult, as “the Israelites opened to Nature
only the gastric sense; their taste for Nature lay only in
the palate; their consciousness of God in eating manna”
(Feuerbach 1841).
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Milk

Milk and dairy products (from cows) are prevalent in
the American diet. A healthy diet is supposed to include
school lunches with pints of milk and is further promoted
through the commercial association of athletes and milk.
Recently, milk cooperatives started an advertising cam-
paign, claiming that if dieters drink 24 ounces of low-fat
or fat-free milk every day, they will lose weight. This is
surprising because milk is designed to help young mam-
mals gain weight. Nevertheless, milk has historically
played a central role in dieting and continues to do so
today.

All mammals produce milk for their young (which is
why they are called “mammals” from mammae, the
Latin word for breast), but this milk varies greatly
in terms of proteins and fat content (Schiebinger 1993).
Humans, however, are the only mammals that drink milk
into adulthood (but not human milk), and not all humans
can even do this. Most Americans are of European des-
cent, and this means that they continue to produce the
enzyme lactase throughout their lives, but because this
enzyme was never meant to be used to digest large quan-
tities of milk, their bodies do not produce very much
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lactase (Kottak 2008). This is why it is impossible for a
normal person to drink an entire gallon of milk without
becoming very ill. However, members of the American
population who are not of European descent are, to a
greater or lesser degree, lactose intolerant.

Cow’s milk consists basically of all the proteins and fats
that baby cows need to grow, but these proteins, most
especially lactose, are difficult for humans to digest once
they reach the age of five. This is with the exception of two
African tribes and most northern Europeans, who have
a genetic trait that allows them to digest milk proteins
(Kottak 2008). Lactose is found in all milks, though in
varying amounts. Milk thus varies greatly in nutritional
quality. Goat’s milk, for example, is much closer to
human milk in terms of lactose content and so is easier for
us to digest, but it is almost universally more expensive
than cow’s milk in stores. For many people it also has an
odd taste, perhaps because they are not used to consuming
it or perhaps because it is so similar to human milk that we
have a natural aversion to it after the age of five.

Cow’s milk did not really become part of the human
diet until well after the agricultural revolution and the
subsequent domestication of animals (Eaton et al. 1988).
In the beginning of the nineteenth century, Cow’s milk
started to be called the “perfect food” because it was
believed to be the only natural food to have the right
balance of proteins, carbohydrates, fats, and other nutri-
ents. As such, many diets called for people to drink more
milk, though some of these diets were encouraging
weight gain in neuresthenics. Even in the twenty-first cen-
tury, the USDA recommends three servings (24 oz) of
dairy per day.

In many ways, milk is the perfect food, for baby cows,
but there is little evidence that milk is a balanced food for
humans. One 8-ounce serving of skim milk contains
about 8 grams of protein, 12 grams of carbohydrates, a
small amount of fat (about 0.4 grams), and 8o calories.
Some people cannot digest any of the proteins or sugars
(carbohydrates) in milk and so receive none of its pur-
ported benefits. There are also people who cannot fully
digest milk and, therefore, do not receive the full amount
of protein that the food contains.
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Mitchell, Silas Weir (1829-1914)

American neurologist and novelist

Mitchell trained at the Jefferson Medical College in
Philadelphia where he received his MD. In 1850, Mitch-
ell was in charge of nervous and mental diseases at
Turners Lane Hospital in Philadelphia. His experience
during the American Civil War led him to develop the
“rest cure,” which is associated with his name.

As the author of Injuries of Nerves and Their Con-
sequences (1872) and Fat and Blood (1877) he was a
powerful advocate for the use of diet to treat both mental
and physical illnesses. He advocated using diet specific-
ally to treat “neurasthenia,” a weakness of the nervous
system “discovered” by the electrotherapist George



Miller Beard (1839-83) and described as early as 1869 as
“The American Disease.” This is the disease of urban,
stressful life, the suffering of those unable to keep up with
the speed of modernity, whose nervous system collapses
under the strain. In order to cure this disease, rest and a
fat-rich diet were necessary. As Beard noted:

Indigestion may excite and maintain neurasthenia
and may result from it . . . in the body, though there
may be much force in the nerve centers, yet if diges-
tion be clogged and the waste matters are suffered
to accumulate in the digestive apparatus ... the
amount of force generated and usable will be very
much diminished.

(Beard 1881: 42)

Diet would cure this, and Beard advocated eating “no
fruits, no vegetables, [and] no cereals except wheat”
(Beard 1881: 42). Instead, he prescribed a diet of beef,
mutton, lamb, fowl, eggs, and milk.

In Mitchell’s America, thinness rather than obesity is
the problem. In 1877, he noted in Fat and Blood and
How to Make Them that “ ‘Banting’ is with us Ameri-
cans a rarely needed process, and, as a rule, we have
much more frequent occasion to fatten than to thin our
patients” (Mitchell 1877: 16). Fat, in his opinion, is
necessary for good health:

The exact relations of fatty tissue to the states of
health are not as yet well understood; but, since on
great exertion or prolonged mental or moral strain
or in low fevers we lose fat rapidly, it may be taken
for granted that each individual should possess a
certain surplus of this readily-lost material. It is the
one portion of our body which comes and goes in
large amount. Even thin people have it in some
quantity always ready, and, despite the fluctu-
ations, every one has a standard share, which varies
at different times of life.

(Mitchell 1877: 15)

Mitchell tied the lack of “visible” body fat to the notion
of an insufficiency of the nerves. It is mental illnesses,
such as neurasthenia, that can result when the body
becomes too thin: “I think the first thing which strikes an
American in England is the number of inordinately fat
people, and especially fat women . . . this excess of flesh
we usually associate in idea with slothfulness” (Mitchell
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1877: 15). In fact, he claims that such fat is a prophylaxis
against disease: “This must make . .. some difference in
their relative liability to certain forms of disease”
(Mitchell 1877: 15).

It is primarily women who suffer from this loss of fat
and the resulting nervousness: “a large group of women,
especially said to have nervous exhaustion, or who are
described as having spinal irritation ... They have a
tender spine, and soon or later enact the whole varied
drama of hysteria” (Mitchell 1877: 25-6). They are, he
claims, “lacking in color and which had not lost flesh”
(Mitchell 1877: 27). However, men too can suffer from
such a debility of the nerves, specifically through trau-
matic experiences: “Nor is this less true of men, and I
have many a time seen soldiers who had ridden boldly
with Sheridan or fought gallantly with Grant, become,
under the influence of painful nerve wounds, as irritable
and hysterically emotional as the veriest girl,” undergo-
ing “moral degradation” (Mitchell 1877: 28). Fat men
and women are mentally healthy; thin men and women
suffer.

The exemplary case of treating neurasthenia though
enforced inactivity and a diet of fat-rich foods is docu-
mented in Charlotte Perkins Gilman’s (1860-1935)
autobiographical short story “The Yellow Wallpaper”
(1892). She writes of her character’s malady as “but tem-
porary nervous depression—a slight hysterical tendency”
to be treated with diet, “phosphates or phosphites—
whichever it is, and tonics, and journeys, and air, and
exercise, and am absolutely forbidden to ‘work’ until I
am well again” (Gilman 1997). Her husband who is also
her physician suggests that “ “Your exercise depends on
your strength, my dear,” said he, ‘and your food some-
what on your appetite; but air you can absorb all the
time’ ” (Gilman 1997). Gilman recounts how the bore-
dom of inactivity and diet drives her character to the
brink of true madness.

This treatment is, of course, the “rest cure.” For S.
Weir Mitchell, a certain amount of fat was necessary to
protect the nervous system and thus the psyche from dis-
tress. He argued that “blood thins with the decrease of
tissues and enriches as they increase” (Mitchell 1877:
15). And the more blood, the more psychic energy. It is a
sign of “nutritive prosperity” (Mitchell 1877: 16). Such
prosperity is signaled by the social station of the indi-
vidual. Thus, he proposes that the “upper classes gain
weight in the summer” (Mitchell 1877: 16) (and intelli-
gence) while the working classes lose it. But it is also
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determined by the individual’s gender. Fat men are, all in
all, healthier than fat women.

Yet there is also a fat which is itself diseased. This is a
fat fatter than fat. Such fat is bad; just look at the street
scene in London through his eyes:

This excess of flesh we usually associate in idea with
slothfulness, but English women exercise more than
ours, and live in a land where few days forbid it, so
that probably such a tendency to obesity is due
chiefly to climatic causes. To these latter also we
may no doubt ascribe the habits of the English as to
food. They are larger feeders than we, and both
sexes consume strong beer in a manner which
would in this country be destructive of health.
These habits aid, I suspect, in producing the more
general fatness in middle and later life, and those
enormous occasional growths which so amaze an
American when first he sets foot in London. But,
whatever be the cause, it is probable that members
of the prosperous classes of English, over forty,
would outweigh the average American of equal
height of that period, and this must make, I should
think, some difference in their relative liability to
certain forms of disease, because the overweight of
our trans-Atlantic cousins is plainly due to excess of
fat.

(Mitchell 1877: 15)

The British are too fat, unlike the healthily corpulent
Americans. It is a fat of excess not of health. But it too
can be cured with diet, especially the consumption of
large amounts of “milk is the best and most easily man-
aged addition to a general diet” (Mitchell 1899: 119).

Mitchell was part of the growing milk cult in the nine-
teenth century, which saw in cow’s milk the “perfect
food.” He presents a number of case studies such as the
forty-five-year-old Mrs. P. “weight one hundred and
ninety pounds, height five feet four and a half inches, had
for some years been feeble, unable to walk without pant-
ing, or to move rapidly even a few steps.” She is self-
treating, which physicians of the nineteenth century
see as dangerous: “Two years before I saw her she had
been made very ill owing to an attempt to reduce her flesh
by too rapid Banting, and since then, although not a gross
or large eater, she had steadily gained in weight, and as
steadily in discomfort” (Mitchell 1899: 231). She needs
the ministrations of a physician who keeps her

in bed for five weeks. Massage was used at first once
daily, and after a fortnight twice a day, while milk
was given, and in a week made the exclusive diet.
Her average of loss for thirty days was a pound a
day, and the diet was varied by the addition of
broths after the third week, so as to keep the reduc-
tion within safe limits. . . . At the seventh week her
pulse was 70 to 8o, her temperature natural, and
her blood-globules much increased in number. Her
weight had now fallen to one hundred and forty-
five pounds, and her appearance had decidedly
improved. She left me after three and a half months,
able to walk with comfort three miles. She has
lived, of course, with care ever since, but writes me
now, after two years, that she is a well and vigorous
woman. Her periodical flow came back five months
after her treatment began, and she has since had a
child.

(Mitchell 1899: 231)

Thus, Mitchell’s medicalization of diet can treat the ner-
vous and the obese—and make veterans whole and
women fecund.
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Monroe, Marilyn (1926-1962)

Iconic American screen actress

B orn Norma Jeane Mortenson, Monroe starred in such
celluloid hits as Gentlemen Prefer Blondes (1953), The
Seven Year Itch (1955), and The Prince and the Showgirl
(1957). She played the role of Sugar Kane Kowalczyk,
which encapsulated her public image, in Some Like it Hot
in 1959. Immortalized in print and on canvas by the likes
of Norman Mailer and Andy Warhol, Monroe’s voluptu-
ous physique and girlish vulnerability embodied a mid-
twentieth-century Western ideal of femininity.

She was one among a group of mid-century American
and European stars famed for their “pin-up girl” figures.
Others included American contemporary Jayne Mans-
field and French star Brigitte Bardot. The popularity of
these actresses signaled resurgence of an ideal of female
beauty that had peaked in the late nineteenth century
with the Gibson Girl look but waned in the 1920s during
the jazz age.

Monroe’s one-time assistant, Lenia Pepitone, states in
a memoir she later wrote about her relationship with
Monroe that when she met the actress on her job inter-
view, she didn’t look “voluptuous” to her but, instead,
appeared “overweight” (Pepitone and Stadiem 1979).
Monroe herself was alive to the extremely thin line
between the two terms and was deeply self-critical of her
body. Yet, on what would have been her eightieth birth-
day, a columnist imagined what she would be like had
she lived to that date:

if Marilyn Monroe were alive today she’d be a mili-
tant feminist. She would have had an awakening in

the 1970s after reading “Our Bodies, Ourselves,”
and realizing that she had been a mere pawn in
Hollywood’s insatiable quest for actresses with sex
appeal. Monroe would have been close to 5o at that
point, and sick of dieting in order to keep the tab-
loids and their cellulite-seeking cameras off her
back. She would have admired Elizabeth Taylor’s
doffing of the sex goddess yolk, and would do the
same—adding perhaps 40 pounds as she learned
how to relax and enjoy life off the Hollywood grid.

(Ganahl 2006)

As Monroe’s iconic status shows, body size and beauty
are very much in the eye (and the memory) of the

beholder.
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Morton, Richard (1637-98)

Morton was raised in Suffolk, England and eventually
attended medical school at Oxford before earning his fel-
lowship in London in 1678. Morton was credited with
writing the first medical description of “nervous con-
sumption” in 1689, which is known today as anorexia
nervosa (Pearce 2004: 191). It is with Morton that the
clinical history of anorexia nervosa begins; prior to that,
the distinction between “fasting” and pathologies of eat-
ing was not clearly differentiated (Gutierrez 2003).

In his written account of his patients, published in
Phthisiologia, translated to English in 1694, subtitled A
Treatise of Consumptions, Morton characterized the ill-
ness as a wasting condition due to emotional turmoil. For
Morton, this was seldom seen in England; it seemed to be
an “American” disease, “most frequently amongst those
that have lived in Virginia, after they have come over
hither” (Morton 1694: 4). Moreover, he claimed that the
disease was the result of “violent Passions of the Mind,
the intemperant drinking of Spirituous Liquors, and an
unwholsom Air, by which it is no wonder if the Tone of
the Nerves, and the Temper of the Spirits are destroy’d”
(Morton 1694: 5). The cure for this disease that “does
almost always proceed from Sadness, and anxious cares”
is “very good Air” but “because the Stomack in this Dis-
temper is principally affected, a delicious diet will be con-
venient, and the Stomack ought not to be too long accus-
tomed to one sort of Food” (Morton 1694: 8). Fasting
diseases are disease of the spirit and the stomach, cured
by healthy living and a better diet.

In order to illustrate his argument, Morton described
two case histories. He saw them in the light of his under-
standing of consumption (tuberculosis), noting that “I do
not remember that I did ever in all my Practice see one,
that was conversant with the Living so much wasted with
the greatest degree of consumption (like a Skeleton only
clad with skin)” (Morton 1694: 9). He makes a differen-
tial diagnosis, noting that there is neither cough nor fever
in these patients. Nevertheless, they demonstrate self-
starvation, emaciation, a refusal to gain weight, body
image distortion, and a denial of illness—the symptoms
that, centuries later, would define anorexia nervosa.

Mr. Duke’s daughter, the first documented patient, was

a twenty-year-old woman who presented a two-year his-
tory of weight loss and amenorrhea (“suppression of her
Monthly Courses” [Morton 1694: 9]). One contributing
factor, according to Morton, was that “she was wont by
her studying at Night, and continual poring upon Books”
to be exposed to unhealthy night air. She died a few
months after consulting Morton, having been “taken
with a Fainting Fit” (Morton 1694: 9). The second
patient, the sixteen-year-old son of Reverend Minister
Richard Steele, “fell gradually into a total want of appe-
tite, occasioned by his studying too hard, and the Passions
of his Mind” (Morton 1694: 10). Morton advised him to
give up his studies, go to the country, ride, and drink milk.
The patient recovered his health to a certain degree.
According to Morton, both Miss Duke and young
Mr. Steele were documented to have severe weight loss
resulting from emotional causes. Morton was the first to
record observations regarding eating disorders not tied to
physical illness and to argue their intractability.
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Murray, George R., MD (1865-1939)

Physician and endocrinologist, who discovered the effect of thyroid extract

Educated at Cambridge (MD, 1896), Murray studied in
Paris and Berlin and returned to the United Kingdom in
1890 to take an appointment as a pathologist at the Uni-
versity of Durham. He was engaged as part of a larger
committee to investigate the cause of myxedema, a
widespread disease with prominent signs and symptoms:
Bulging eyes, increased body weight, mental confusion,
and, often, goiter. This disease, found also in sheep, was
variously labeled Grave’s or Basedow’s Disease. In 1873,
Sir William Withey Gull (1816—90), one of the early
promoters of anorexia nervosa as a diagnosis, had postu-
lated that the disease was the result of the atrophy of the
thyroid gland. Earlier, in 1855, the great Parisian
researcher Claude Bernard (1813—78) had developed the
notion that there was internal secretion from the thyroid
(and other glands) that had a regulating effect on bodily
systems. Gull had, in fact, diagnosed one of his patients
who had shown “general increase of bulk ... Her face
altering from oval to round” as suffering from some
type of thyroid insufficiency (Gull 1874: 315).

Murray also hypothesized that the disease was the
result of an insufficiency of thyroid production, but he
sought to treat this disease through the replacement of
the thyroid secretion. He ordered sheep thyroids from a
slaughterhouse, had them removed in an antiseptic man-
ner, strained them through a handkerchief, and prepared
emulsions of dried sheep thyroid in glycerin. Despite
being scoffed at by his colleagues, who claimed that it
would be as likely to treat locomotor ataxia with an
emulsion of spinal cord, he injected the thyroid extract
into a patient with myxedema and was completely suc-
cessful on his first such attempt with the treatment.

Murray published his results in 1891 and thus began
the field of therapeutic endocrinology. With the success-
ful reduction of symptoms in myxedema, including
weight loss, thyroid extract quickly became part of the
therapy for obesity. Indeed, the claim of endocrinologists
after the beginning of the twentieth century was that all
obesity was the result of such pathological states. In

1924, the editors of the Journal of the American Medical
Association published an editorial entitled “What Causes
Obesity?” In it, they argue, following a powerful antipsy-
chological strand in obesity research that began in the
late nineteenth century, that obesity is the result of a mal-
function of normal metabolic processes. When obesity is
viewed as a “scientific problem,” they write, the “fat
woman” will be freed from the stigma that she “has the
remedy in her own hands—or rather between her own
teeth” (Anonymous 1924: 1003). The subsequent use of
thyroid extract and then “synthroid” (artificial thyroid
extract) as a therapy for obesity is often successful as it
creates a state of hyperthyroidism, a pathology, which is
noted by extreme weight loss (and many other symp-
toms). Thus, ironically enough, one pathology is treated
through the creation of another.
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Natural Man

Back to Nature

There is a common assumption in the twenty-first cen-
tury that “natural” food is a prophylactic against obesity
as well as illness. The French food writer Jean-Anthelme
Brillat-Savarin could write as late as 1825 that “obesity is
never found either among savages or in those classes of
society, which must work in order to eat or which do not
eat except to exist.” But he provided a caveat, “savages
will eat gluttonously and drink themselves insensible
when ever they have a chance to” (Brillat-Savarin 1999:
239 and 2471). This is very much in line with Immanuel
Kant’s view of “savages” and alcohol use in his lectures
on anthropology first held in 1772~3 and published by a
student in 1831 (Kant 1831: 299). Obesity, therefore,
could be an illness of natural man as well as of civiliza-
tion when the boundaries of power were transgressed.
Christoph Wilhelm Hufeland (1762-1836), one of the
first modern medical commentators on dieting, recog-
nized this when he commented “a certain degree of culti-
vation is physically necessary for man, and promotes
duration of life. The wild savage does not live so long as
man in a state of civilization” (Hufeland 1797: 1, 169).
This notion is also reflected in the memoirs of Georg
Forster (1754-94) who accompanied Captain James
Cook (1728-79) around the world in the 1770s. In 1773,
Cook and Forster found themselves in Tahiti, an island
that they saw as the perfect natural society. Food
abounded, and one did not have to work for it. There-
fore, gluttony was impossible, as only in a society of
inadequacy did the passion for food arise. Fat men were
impossible in Tahiti. Except, Forster reports walking
along the shore he saw a “very fat man, who seemed to be
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the chief of the district” being fed by a “woman who sat
near him, crammed down his throat by handfuls the
remains of a large baked fish, and several breadfruits,
which he swallowed with a voracious appetite.” His face
was the “picture of phlegmatic insensibility, and seemed
to witness that all his thoughts centred in the care of his
paunch.” Forster is shocked because he had assumed that
obesity of this nature was impossible in a world with “a
certain frugal equality in their way of living, and whose
hours of enjoyment were justly proportioned to those of
labour and rest.” However, here was the proof that obes-
ity and society were not linked, for Forster found a “lux-
urious individual spending his life in the most sluggish
inactivity, and without one benefit to society, like the
privileged parasites of more civilized climates, fattening
on the superfluous produce of the soil, of which he robbed
the labouring multitude” (Forster 2000: 1, 164-5). This
contradiction caused much consternation.

The belief in the inherent absence of obesity among
“natural man” still echoes in Edwin James’s 1819 state-
ment that

the Missouri Indian is symmetrical and active, and
in stature, equal, if not somewhat superior, to the
ordinary European standard; tall men are numer-
ous. The active occupations of war and hunting,
together perhaps with the occasional privations, to
which they are subjected, prevents that unsightly
obesity, so often a concomitant of civilization, indo-
lence, and serenity of mental temperament.

(James 1905: 68)
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But this is true only of men. John Wyeth observed in 1832
that among the tribes of the Northwest “the persons of
the men generally are rather symmetrical; their stature
is low, with light sinewy limbs, and remarkably small
delicate hands. The women are usually more rotund, and,
in some instances, even approach obesity” (Wyeth 1905:
307). Among “natural peoples” it is shocking to imagine
a fat man then as now.

The counterpart to “natural man” in the thought of
the time was the scholar. Thus there are regimens of diet-
ing for intellectuals. In 1825, the American Chandler
Robbins suggested that the “evils usually incident to sed-
entary and studious habits” were the result of poor diet
(Robbins 1825: 56—7). Yet, the author also noted that
what was an appropriate diet for one, did not always
work for others (Robbins 1825: 58). The key was variety,
temperature (cool was better than hot, such as food eaten
in nature), frequency (three meals a day, one “liberal”
and two “slight™), the avoidance of exercise (after a meal
one should rest) and “chewing long and leisurely”: “mas-
ticate, denticate, chump, grind, and swallow.” This later
becomes gospel by the end of the nineteenth century, but
it is, in the end, one thing that “maintains vigour of the
mind and the body, temperance becomes the parent of all
other virtues,” unlike what reportedly happens in the
idyllic world of “natural man” (Robbins 1825: 57). In
1836, William Newnham observed in London that “over-
stimulation of the brain” caused “the general health to
suffer” (Newnham 1836: 3). What results is torpor, and
the cure is dieting. Mastication is vital, but the diet must
be “simple: animal food under dressed, roast in prefer-
ence to boil’d; let vegetables be very much dressed, and
bread very much baked; sauces, made dishes, and pastry
to be avoided, or taken very sparingly” (Robbins 1825:
31-2). Water should be taken, rather than wine. Indeed,
the cure for the scholar is the diet of “natural man.”

In 1939, a Cleveland dentist named Weston Price
(1870-1948) self-published Nutrition and Physical
Degeneration, which argued that isolated cultures
showed no tooth decay and less arthritis, diabetes, cancer,
and heart disease than people living in urbanized, indus-
trialized nations (Price 1939: 5). This seemed to make
some sense at the time given the politics of food faddism,
except that Price, as with all of the earliest advocates of
“natural man,” also sees such societies as better, purer,
and more moral than more developed societies, which
show “character changes” and are in a state of “moral
deterioration” (Price 1939: 353). The communities,

including dairy farmers in Switzerland’s Loetschental
Valley, the Aborigines of Australia, the “Gaelics” in the
Outer and Inner Hebrides, Maoris in New Zealand, and
native peoples in ancient and modern Peru, as well as the
Melanesians and Polynesians (remember Foster) were so
varied and had such radically different food cultures that
Price focused on the absence of processed foods, such as
refined sugar and flour and hydrogenated oils. His goal is
a “nutritional program for race regeneration” in which
deficient foods for the urban dweller are the equivalent of
inadequate nutrition among the “native.”

The result of the poor nutrition among the “natives” is
the encroachment of civilization (Price 1939: 498). For
him (and his views on nutrition at least have lasted) “nat-
ural man” is healthy because s/be eats “natural” foods, a
claim belied by the complex reality of such cultures, as
observers in the eighteenth century could well have
shown him. Indeed, his example comes from “the high
Alps of Switzerland” where he found “an excellent state
of physical development and health in adults and chil-
dren living in the high valleys.” This state of health per-
sists in spite of the inroads of “refined cereals, a high
intake of sweets, canned goods, sweetened fruits, choc-
olate; and a greatly reduced use of dairy products”
among the urban Swiss (Price 1939: 43). His explanation
for the innate “healthiness” of those Swiss “isolated”
from the spread of modern, manufactured and, therefore,
corrupting foods is the consumption of “rye ... the only
cereal that developed well for human food” (Price 1939:
509). He took a piece of the rye bread and had it ana-
lyzed, finding that “it was rich in minerals and vitamins.”

A hundred years before, he would have found the val-
leys full of “cretins” with the stigmata of degeneration,
the goiter, clearly present, as B.A. Morel (1809-73), who
coined the term “degeneration” based on these cases in
1857, saw it (Morel 1857). All would be suffering from
severe mental retardation—caused by the absence of iod-
ine. Or they would have been simply gone “mad” from
eating rye grain covered with ergot, a poisonous fungus.
Swiss public-health officials intervened over the sub-
sequent fifty years; they turned the verdant valleys of the
Alps into Price’s edenic landscape, where only healthy
food is consumed. Even “natural man” needs civilization.
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Nidetch, Jean (1923-)

Founder of Weight Watchers International, Inc.

Nidetch was born in Brooklyn, New York and grew
up with a weight problem that continued into her late
thirties. Nidetch tried various weight-loss approaches,
ranging from diets to diet pills, but she seemed to always
gain her weight back. Then, Nidetch joined a weight-loss
program sponsored by the New York City Board of
Health and followed a diet program for ten weeks. She
lost about 20 pounds, but her enthusiasm to keep to the
diet was slowly fading. Nidetch felt she needed support
and encouragement from her friends to give her feedback
on progress and keep her going. She began holding meet-
ings with several friends, and the original group grew to
about forty people within three months. Word spread
rapidly about the meetings, since there were no existing
self-help movements for the overweight. Within the next
year, Nidetch agreed to lead similar groups throughout
the area.

In May 1963, Nidetch rented a loft and held the first

Weight Watchers meeting, which boasted 400 partici-
pants. As the program developed, members of Weight
Watchers were required to weigh in at each meeting to
keep track of weight loss progress. Nidetch’s particular
diet consisted of a low-fat regimen to reduce the number
of calories being consumed, and she also proposed an
upper limit on the total number of calories that a person
could consume. Rather than have people count calories,
she developed a point system to help participants keep
track of how much food they were eating (Womble and
Wadden 2002).

The Weight Watchers Diet is favored among nutrition-
ists because it is not as restrictive as other commercial
diet plans, making dieters more likely to maintain the
lifestyle (Low et al. 2001). Today, more than 37 million
worldwide have joined the Weight Watchers program,
perhaps in part because the diet has been shown to reduce
weight in a randomized clinic trial (Heshka et al. 2000).
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However, the amount of weight that people lost on
Weight Watchers was shown, in this trial, to be similar to
that lost on the Zone, Ornish, and Atkins diets (Dan-
singer et al. 2005). Today, people interested in dieting
with the help of Weight Watchers can attend meetings all
over the U.S.A. and can also use the Internet rather than
actually attending meetings. Due to the overwhelming
success and popularity of the program, Nidetch rose
from a housewife struggling with her weight to a national
celebrity.
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Noorden, Carl Von (1858-1944)

German Internist

Trained in Leipzig (MD, 1881), in 1894, Noorden
became Director for Internal Medicine at the City Hos-
pital in Frankfurt, where he created a private clinic for
diabetes and dietetic cures. In 1906, he became the Head
of the Clinic for Internal Medicine in Imperial Vienna and
was as much a celebrity doctor there as his contemporary
Sigmund Freud. In 1913, he returned to Frankfurt and
then, in 1929, returned again to Vienna (now the capital
of a republic), recalled by the new Socialist Minister of
Health, Julius Tandler, as Head of the Clinic for Meta-
bolic Diseases. His clinical reputation rested on the devel-

opment of dietetic treatments for diabetes and obesity. It
was, in fact, his understanding of the impact of diet on
diabetes that shaped his understanding of obesity. He
conceptually linked these two expressions of human
metabolism, which is reflected in his view of the nature of
obesity and the importance of a medically supervised diet.
After Noorden, the celebrity “diet doc” becomes a fixture
of the dieting culture in the twentieth century.

One of Noorden’s central contributions was his cat-
egorization of different types of obesity into (a) exogen-
ous obesity, caused by manifest overeating with less



expenditure of energy and (b) endogenous obesity,
caused by abnormalities within the body that may deal
with endocrine function or faulty metabolism (Noorden
1907: 693). Examples of an endocrine factor causing
obesity are castration and hypo-thyroidism (Noorden
1907: 703). Yet, at the core of Noorden’s movement to
medicalize obesity by creating classifications for its ori-
gins was the desire to reclaim this ever-expanding cat-
egory of patient from the “quacks,” “reduction cures
have become so popular that many patients undergo a
course of treatment . . . on their own accord and without
consulting a physician” (Noorden 1907: 703). The legacy
of Banting was clear: self-cure meant not only fewer
patients but also more importantly abdicating an entire
arena of medicine to the quacks.

The demographics of this self-treating patient popula-
tion at the turn of the century were also clear to him. Self-
treatment is found more frequently in women than in
men and “more commonly in young girls and in middle-
aged women than in older women” (Noorden 1903: 15).
Among men, Noorden found that patients came to him
for the treatment of symptoms, which he understood as
the result of their obesity but “they do not understand
how a reduction cure can be of any benefit nor how their
trouble can be relieved by causing a loss of fat” (Noorden
1903: 15). In their own estimation, his patients were not
fat and, even if they were, it had nothing to do with their
complaints!

Noorden’s view about the efficacy of specific diets is
vague; in fact, it was clear to him that any number of diets
suggested by physicians might well work. But if “the char-
acter and morals of the patient seem to indicate that they
will not exercise in moderation in work and are apt to
over-indulge in the good things of life” the patients should
be forced onto a supervised diet and sent to a sanitarium,
even if there are no overt symptoms (Noorden 1903: 22).
Simply sending these people for the “water cure” to
reduce their weight is useless (Noorden 1903: 28). Only
medically supervised weight reduction, Noorden believed,
can have the desired impact on long-term health.

Noorden was also very much attuned to the gender
politics of his age. Thus, he advocates being very careful
with “the whims and fancies of our lady patients” that,
having given birth, are appalled at their abdominal fat.
Radical reduction of such fat may lead, Noorden warns,
to further medical complications even if changes of
appearance are achieved (Noorden 1903: 31). In patho-
logical cases, the general tendency towards a weakness of
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will in the obese is manifest. Hysterics (who are primarily
women) “are usually persons who ‘cannot’ or ‘will not,’
whose will power is small. Subjects of this kind usually
eat a great deal and are at the same time lazy so that they
do not get enough muscular exercise and do not develop
any energy and readily grow moderately fat” (Noorden
1903: 54). Noorden placed his reduction cures in the
service of a new medical science that seemed also to be
answering S. Weir Mitchell’s “rest cure” with its weight
gain and enforced bed rest. Noorden’s views impacted
the later focus of obesity studies, which went on to exam-
ine factors that may regulate appetite and food consump-
tion, such as caloric intake.

Much of Noorden’s work also focused on diabetes, a
disease that seemed to be increasing in late-nineteenth
century Europe. The model for Noorden’s insistence on
medicalized diet rests on his experience with diabetics.
Defined as a disease of diet in the age before Frederick
Grant Banting and Charles Herbert Best discover insulin
in 1921, diabetes seemed only to be controlled (if at all)
through diet. As early as the work of John Rollo in 1796,
it was clear that the reduction of carbohydrates would
reduce the amount of sugar. As a result, Rollo urged that
diabetics consume only meat and fat. In 1865, Apol-
linaire Bouchardat in Paris suggested that all foodstuffs
should be reduced, including fats. As a result of the latter
view, Edgar Allen created a radical hunger cure for the
control of diabetes, which also functioned as a radical
cure for overweight. Noorden supported the “Allen
Cure,” but in 1902 he made his own breakthrough in
the dieting culture when he discovered that oatmeal
(paired with a bit of butter and some plant protein)
would reduce sugar levels. Ironically, it duplicated a fad
diet of the time.

Noorden’s understanding of diabetes rested both on
his grasp of the metabolic underpinnings of the disease,
which became evident during his academic life. But one
must not forget that diabetes also came to be considered
the disease of modern life. Only through diet could the
disease be controlled, and weight came to be a symbol of
that which had to be conquered. From the nineteenth
century, diabetes had been seen as a disease of the obese
and, in an odd set of associations, the Jew was seen as
obese due to an apparent increased presence of diabetes
among Jews in Central Europe. According to Noorden,
mainly rich Jewish men are fat (Noorden 1910: 63). But
rather than arguing for any inborn metabolic inheritance,
he stated that it is the fault of poor diet among the rich—
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too much rich food and alcohol, this being yet another
stereotype of the Jew. For all of Noorden’s reliance on the
cutting edge of medical science, racial stereotypes also
played a role in his view of the obese and their diseases.
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Obesity Epidemic

O besity as a category has been the subject of much pub-
lic debate over the past decades. It has become the target
of public health concern and part of a rethinking of
where the sources of danger for the public may lie. Such a
rethinking mixes and stirs many qualities together to
provide a compelling story that defines “obesity” as the
“new public health epidemic.” Defining where danger
lies is central to a rethinking of obesity as #he central
problem of public health. Given that dieting culture today
claims to “cure” obesity, the warning of George A. Bray
should be taken seriously:

The studies of diet have shown that no diet is ideal.
Cannon showed that gastric contraction is a hunger
signal modified by food in the stomach. Diets modi-
fying every nutrient have been published by a gul-
lible and optimistic public. If any of them had
“cured” obesity, it is hard to see what the market
would be for the next diet.

(Bray 2002: 386)

Today the media is rife with warnings about the “obesity
epidemic.” “Epidemic” was first evoked in public health
terms of the “epidemic of heart disease” for which obes-
ity (and smoking) were seen as major causes (Moonman
1976). By 1987, the media began to evoke the specter of
epidemic obesity as a problem in itself. “ ‘Childhood
obesity is epidemic in the United States,’ said Dr. William
H. Dietz Jr. of New England Medical Center” (Haney
1987). Headlines such as “Obesity Epidemic Raises Risk
of Children Developing Diabetes” grabbed the attention
of the reader (Lawrence 2004). Even those reporters who
are a bit more attuned to what the term “epidemic” may
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imply tend to agree. “To describe what has happened as
an epidemic may seem far-fetched. That word is normally
applied to a contagious disease that is rapidly spreading.
But the population that is obese has grown 400 percent in
the last 25 years” (Derbyshire 2004). Even the food
industry feels that they are well positioned, for who is
“better suited to solve the obesity epidemic” than they
are (Fusaro 2004). The “wellness” industry too is aware
of the potential of the obesity epidemic: “According to
a new study, Americans consider childhood obesity as
serious a problem as smoking or school violence,
exceeded only by substance abuse as a health threat to
school-age children” (Anon. “Public Sees Childhood
Obesity” 2004: 28). In both of these cases, the industries
concerned will make money; obesity is a growth industry.

From the U.S.A. to Australia, the “obesity epidemic”
has become a “political issue” (Anon. “Size Up Options”
2004). The British Labour Government in 2004 admitted
that it had removed the tackling of this epidemic from its
public health goals and belatedly published a major
account of the epidemic including horror stories about
the death of a three-year-old girl from obesity (National
Health Service 2004). According to the press, there was
no question that “her death was due to over-feeding and
bad parenting” (Finnegan and Madeley 2004). The story
turned out to be a poor indicator of the epidemic as the
child died of a genetically transmitted disease of which
obesity was only one factor.

Obesity is not itself a “disease” but rather a phenom-
enological category that reflects the visible manifestation
of body size, which potentially can have multiple (multi-
factorial) causes. No one dies from “obesity.” One dies
from those pathologies that may result from extreme
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excess weight. Indeed, obesity may be a tertiary cause of
morbidity or mortality; it may lead to diabetes, which
may lead to vascular disease. Thus, the image of an
“epidemic” of obesity demands a single, clearly defined
cause for this “disease,” much as has been done with
other recent epidemics of infectious diseases. Indeed, it
is striking that the assumptions about the causality of
“obesity” as having a single cause are part of the urban
myth of disease (Johnson et al. 1994).

Politicians’ use of the term “epidemic” is very much in
line with that of the medical profession. “Obesity and
sedentary lifestyle are escalating national and global epi-
demics that warrant increased attention by physicians.. . .
and the pivotal role will be played by physicians and
other health care professionals in curbing these danger-
ous epidemics ...” (Manson et al. 2004). As early as
2002, The Lancet warned about the global “obesity epi-
demic” and provided a detailed account of the public
health discussions of this new killer (Larkin 2002). In
2004, E.B.R. Desapriya of the British Columbia Injury
Research and Prevention Centre for Community Child
Health Research in Vancouver, BC (Canada) warned that

The obesity epidemic poses a public-health chal-
lenge. Obesity has a more pronounced effect on
morbidity than on mortality, and an increase in its
prevalence will have an important effect on the
global incidence of cardiovascular disease, type 2
diabetes mellitus, cancer, osteoarthritis, work dis-
ability, and sleep apnoea. A 1% increase in the
prevalence of obesity in such countries as India and
China leads to 20 million additional cases. The
state of childhood obesity in the U.S.A., Canada,
and many other countries worldwide has reached
epidemic proportions; the Canadian prevalence
tripled between 1981 and 1996.

(Desapriya 2004)

We are, everyone agrees, in the middle of an obesity
“epidemic.”

“Epidemic” is a technical term from epidemiology
meaning any “large-scale temporary increase in the
occurrence of a disease in a community or region, which
is clearly in excess of normal expectancy.” Yet, it is
“widely used to describe clusters of diseases in general
[although it has] traditionally been used when infections
strike a population” (Blakemore and Jannett 2001: 249).
“Epidemic” maintains a powerful metaphoric connection

to contagion. It can, of course, be applied to any disease,
no matter what its cause, all injury (including gunshot
wounds, as the Centers for Disease Control found to its
political embarrassment a number of years ago) or other
health-related event. It may be global (pandemic), but it is
always defined by its rate of increase, not its universality.

“Epidemic” seems to be a creation of the seventeenth
century, borrowed from the French at precisely the same
time as the term “obesity.” In 1620, Tobias Venner’s
handbook of humoral good diet and health, where one of
the first uses of the term obesity appears, notes that

a fat and grosse habit of body is worse than a leane,
for besides that it is more subject to sicknes, it is
for all corporall actions farre more unapt. They are
more sickly that have grosse and full bodies, not
onely because they abound with many crude and
superfluous humors, but also because they lesse (by
reason of the imbicillity of their heat) resist extrin-
sicall and intrinsicall causes that demolish their
health.

(Venner 1628: 196)

“Obesity” is, according to Venner, a disease process.
Thomas Lodge in 1603 needed to define this new notion of
“Epidemick” for his readership: “ An Epidemick plague, is
acommon and popular sicknesse, hapning in some region,
or country, at a certaine time, caused by a certaine indis-
position of the aire, or waters of the same region, pro-
ducing in all sorts of people, one and the same sicknesse”
(Lodge 1603: Bijb). Two decades later, Francis Bacon, in
his The Historie of the Raigne of King Henry the Seventh
(1622) can speak of the “sweating-sickness” as “was con-
ceived not to be an epidemick disease, but to proceed
from a malignity in the constitution of the air, gathered
by the predispositions of the seasons; and the speedy ces-
sation declared as much” (Bacon 1963: 6 and 33—4).
“Epidemic” quickly takes on metaphoric meaning, as in
John Milton’s condemnation of an “epidemick whor-
dom” in his 1643 treatise on divorce (Milton 18571: 2,
97). This movement between illness and metaphor con-
tinues in our contemporary anxiety about the epidemic of
obesity.

What is seen to cause human “obesity” is varied over
time. Today there seems to be a stress on a number of
often conflicting causes (Chang and Christakis 2002).
Central among them are social and genetic-physiological
explanations:



1. A shift in “quality of life” and life expectancy. We live
longer now, have less physically stressful occupations,
and have easier access to more food.

2. A psychological dependency on food as a means of
manipulating the immediate environment. This is an
assumption that obesity is simply on a continuum
with anorexia nervosa, which has been so defined by
psychologists. Obesity is thus a mental illness.

3. Access to poor but abundant food and the absence of
structures to engage in physical activity: the obesity of
poverty argument.

4. The loss of control over our consumption of food
because of our addictive behavior. Addiction is usually
understood following the medical model of some type of
pathological genetic predisposition in an individual or
agroup rather than a “weakness of will” (Miller 1980).

5. A “normal” genetic predisposition understood in
terms of evolutionary biological drive to accumulate
body fat in order to preclude starvation in times of
famine (Kolata 2007). This is the “ob-gen” argument
first put forth in the classic 1994 paper on the genetics
of obesity in mice that concludes with an extrapolation
about human beings (Zhang 1994, 6).

6. A disruption of normal growth because of the changes
in the endocrine system though pathological changes
including aging (also understood as pathological).

7. The result of infection. This had been argued by
Jules Hirsch in 1982 (Lyons et al. 1982) and more
recently has been advocated by Nikhil Dhurandhar
(Dhurandhar 20071).

What s clear is that any single explanation maybe possible
for any given individual but it is the social implications of
“obesity” that have now turned it into an “epidemic.”
The epidemic of obesity is actually presenting itself as a
worldwide “moral panic,” that is an “episode, condition,
person or group of persons” that have in recent times, been
“defined as a threat to societal values and interests”
(Cohen 1972: 9). Thus, Stanley Cohen created the concept
of a “moral panic” in the early 1970s in his work on witch-
craft trials and other such “constructed” phenomena seen
as “epidemic.” Obesity is characterized by “stylized and
stereotypical” representation by the mass media, and a
tendency for those “in power” (politicians, bishops, edi-
tors, and so on) to man the “moral barricades” and pro-
nounce moral judgments. Moral panics need not be
focused on “invented” categories such as witches; they
can also be associated with real health problems as a way
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in which to magnify and shape their meanings. They can
use “real” categories of illness to explain such health
problems within the ideological focus of the time (Cohen
1972:9).

The anxiety about “epidemics” points up the danger
that seems to lie in the concept of “moral panic.” Obesity
is now the central “danger” to confront all aspects or all
societies (as it is seen as an epidemic of poverty as well as
affluence). The spread seems like a contagious disease. Yet
each discussion of obesity seems to choose some model
for the cause and nature of obesity that can be the point of
intervention to end this plague: Whether it is the danger of
fast food, too much sugar or fat, too little exercise, dam-
aged psyche or weak will, too-large portions, genetic
predisposition, or hormonal imbalance. It is not unpre-
dictable that there has been a strong argument for at least
some cases of obesity being the result of an infectious
agency—this fulfills all of the metaphoric power of the
“moral panic” about fat and limits its locus to a specific
and treatable cause. In the U.S.A., this is embodied by
“the Center for Science in the Public Interest. That’s the
advocacy group that periodically issues breathless bul-
letins (Food porn!) warning that one food or another
(eggs, soda, shellfish, Mexican food, Chinese food,
French fries, donuts, beef, salt, etc.) is bad for you”
(Anon. 2005). A magic bullet can be found which is
simply more difficult for most of the other imagined
biological or social causes postulated for obesity.

SLG
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OBSESSIVE COMPULSIVE DISORDERS 20§

Obsessive Compulsive Disorders

Is “avoidance of fat people and things they ha[ve]
touched” a form of obsessive compulsive disorder (OCD)
(Greist and Jefferson 1995: 106)? It sounds like it may be
an eating disorder, such as anorexia nervosa. It is difficult
to tell which diagnosis would be appropriate in this situ-
ation, as there seems to be relatively little information
concerning the dietary and nutritional dangers associated
with obsessive compulsive disorder, especially when
compared to anorexia. Might there be a link between
modern society’s “obsession” with the “perfect” body
and the clinical diagnosis of OCD?

Anthony became very rigorous in his pursuit of
weight loss ... He has been following a highly
structured routine ... each morning ... he eats
a breakfast consisting of 1 ounce of cereal, 1 half
cup of skim milk, 1 hard boiled egg, and straw-
berries or blueberries. He then waits a short period
of time before proceeding to the weight room,
where from Monday through Friday, he spends
almost exactly 2 hours performing an identical rou-
tine of weight lifting . . . He skips lunch . . . and has
a supper consisting of a sandwich, 6 ounces of yog-
urt, and iced tea. He does eat salads at times but is
concerned about possible ill effects from pesticides
that may have been applied to the vegetables. As a
result of this ritualized regimen over the past several
months, Anthony has lost 75 pounds, reportedly
weighing 135 pounds ... Anthony says he would
prefer to weigh 145 pounds ..
eat the foods that would allow him to gain the
weight.

. but is unable to

(Greist and Jefferson 1995: 25)

This case seems difficult to classify. The DSM-IV-TR
definition of OCD states:

an anxiety disorder, where it is defined as obsessions
and/or compulsions that cause marked distress, are
time-consuming, or interfere with functioning.
Obsessions are defined as recurrent and persistent
thoughts, impulses or images experienced as inva-
sive and ego-dystonic and that cause anxiety or
distress. Compulsions are defined as ritualistic beha-
viors or mental acts that the person feels driven to

perform in response to an obsession or according to
rules that must be rigidly applied. The behavior or
mental act is aimed at preventing or reducing dis-
tress or preventing some dreaded event or situation
and is recognized as excessive or unreasonable.
(American Psychiatric Association 2000: 417)

While Anthony’s obsession with weight and subsequent
compulsive diet and exercise regimen clearly match parts
of the DSM-IV criteria for OCD, his behavioral symp-
toms seem also to mimic those of an eating disorder,
namely anorexia.

The DSM-IV definition of anorexia nervosa has four
conditions:

1) Refusal to maintain body weight for age and
height; 2) intense fear of gaining weight or becom-
ing fat, even though underweight; 3) disturbance in
the way in which one’s body weight, size, or shape
is experienced, undue influence of body weight or
shape on self-evaluation, or denial of the serious-
ness of the current low body weight; and 4) in
females, amenorrhea.

(American Psychiatric Association 2000: 417-23)

This definition becomes important in understanding the
relationship between anorexia and OCD, because in
Anthony’s case, for instance, his behaviors do super-
ficially fit some of the DSM-IV criteria for anorexia. The
DSM-IV condition that most applies to Anthony’s situ-
ation is the first one mentioned above: Refusal to maintain
body weight for age and height. However, when examined
closely, Anthony does not truly meet these criteria,
because he is not refusing to maintain healthy weight, in
fact, “Anthony says he would prefer to weigh 145
pounds ... but is unable to eat the foods that would
allow him to gain the weight.” This is due to an obsessive
fear of the foods that would allow him to gain weight,
rather than the intense fear of gaining weight associated
with anorexia.

The key difference between OCD and anorexia is that
people suffering from anorexia actually believe that they
are too fat even when they are dangerously thin and, fur-
ther, believe that their dangerously restrictive diet is
“healthy.” A person engaging in a dangerously restrictive
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diet associated with OCD, on the other hand, is well
aware that their actions are “crazy” and can be debilitat-
ing; however, they are unable to refrain from performing
such ritualistic dieting.

After close examination of Anthony’s situation and
the DSM-IV criteria for OCD and anorexia, it is clear
that he is suffering from OCD and not anorexia. Thus,
it is clear that OCD can have just as profound an effect
on one’s diet, exercise, and overall nutrition as any eating
disorder. So why is there a lack of literature concerning
the dietary and nutritional dangers that can be associated
with OCD? Perhaps the answer has a great deal to do
with the superficially gray areas linked to such cases
(dangerously restrictive dieting associated with OCD).

Furthermore, the stigma of anorexia as untreatable
may have something to do with misdiagnoses. Many
patients labeled anorexic may, in fact, be suffering from
OCD and are, as a result, often treated incorrectly, likely
to no avail. Cases such as Anthony’s further overlap with
body dysmorphic disorder, which is related to a question
asked above: Is there a link between modern society’s
“obsession” with fat and the perfect body and such
obsessive compulsive (or body dysmorphic) tendencies.

Today, body dysmorphic disorder has reappeared as a
conventional means of labeling men’s obesity as a prob-
lem of obsession in the clinical sense—an OCD—rather
than a failure of will (Gilman 2004: 228). In conclusion,
OCD and its relationship with dieting and the pursuit of
the perfect body has many unanswered questions, largely
due to the gray areas and overlaps (with other mental
illnesses) associated with it and, therefore, a great deal of
additional research is necessary.
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Old Age and Obesity

In Classical Greek medicine, the elderly have, by defin-
ition, a cold and dry temperament; they were seen as mel-
ancholic and are thus in need of therapy. Youth has a
sanguine complexion, as Shakespeare’s Falstaff fantasizes
himself as a healthy, middle-aged man: “A goodly portly
man, i’ faith, and a corpulent, of a cheerful look, a pleas-
ing eye, and a most noble carriage” (Henry IV, Part I, Act
II, Scene 4, lines 422—4). What is “happy corpulence” in
youth is inherently different from “melancholic obesity”
in old age (Steadman 1957). Old fat is a sign of disease.
La Fontaine observes that what one wishes to achieve in
life is “embonpoint raisonnable,” not obese girth (La
Fontaine 1883—92:V, 587, and I, 86).

In a 1636 translation of the Jesuit theologian Leonard
Lessius’s (1554-1623) autobiography is a classic
account of how health flows through life, “for one kinde
of proportion belongs to Youth, when it is in its flower;
another to Consistencie; a third to Old Age” (Lessius

1636: 16). Lessius noted that as a young man one can
eat more extensively, but old age marks the decline of
such excess. One should not eat more that one can in
order that one is not “made unfit for the duties and
offices belonging to the Minde” (Lessius 1636: 30). A
“Sober diet doth by little and little diminish this abun-
dance of humours, and abates this ill moisture, and
reduceth them to their due proportions” (Lessius 1636:
34). Central to Lessius and his Jacobean translator is the
avoidance of those foods that cause illness in the elderly,
which “breed cataracts, clouds, dizzinesses, distillations
and coughs; and in the stomack breed crudities, infla-
tions, gripings, gnawings, frettings, and the like ...”
(Lessius 1636: 60). One must avoid these or one has no
“plainer proof of his thraledom to gluttonie, than when
he thus thrusts and poures in that which he knows is
hurtfull unto him, onely to content his licorish appetite”
(Lessius 1636: 60—61).



Such a sober diet is necessary, for it “drives away
Wrath and Melancholie, and breaks the furie of Lust; in a
word, replenisheth both soul and bodie with exceeding
good things; so that it may well be termed the mother of
Health” (Lessius 1636: 202). Everard Maynwaringe
noted later in the century that such indulgence does not
solely impair the individual but also the entire future of
the state. He writes,

we and our posterity shall degenerate yet still into a
worse and sooner fading state of life. For, as the
principles of our Nature are more infirm, tainted,
and debauched from our parents and Progenitors,
than those of former Ages, of more vigour, sound-
ness and integrity; are likewise more propense, and
liable worse to be depraved and degenerate, and
consequently of shorter duration and continuance.

(Maynwaringe 1670: 4)

“[IIndulging Venus too much, by immoderate and too fre-
quent acts, thereby enervating all the faculties, dispiriting
and wasting the body: by wearing and fretting the mind
with various passions” (Maynwaringe 1670: 6). This
statement suggests that lust was just as dangerous as glut-
tony. The result is “the Body which was fat, or plump and
fleshy; afterwards grows lean and thin; or if lean and spare
bodies grow big and corpulent; here is just cause of suspi-
tion, that all is not right” (Maynwaringe 1670: 41). Fat
bodies have their own problems and they reflect the image
of acedia or sloth: “Avoid day sleeps as a bad custom;
[undertaken by] chiefly fat and corpulent bodies”
(Maynwaringe 1670: 92). Later in the text, the soul itself
is perceived as fat when the body is in distress: “The Soul
is languishing, heavy and inactive, altogether indisposed
to the government and tuition of the body; and perhaps
desirous to be discharged and shake it off, being weary of
the burthen; taking no delighted in their partnership and
society, as in melancholy despair and grief” (Mayn-
waringe 1670: 133).

In the nineteenth century, the noted physiologist
Angelo Mosso argued that older people were at risk from
various pathologies if they overindulged in any area
(Toye 1983: 234). Brain fatigue was the great villain of
creativity, especially in the aged. Mosso, who had studied
in Leipzig and later with Claude Bernard, was at the
time the Professor of Physiology at Turin and a noted
exponent of a materialist reading of creativity. He

strongly believed that “psychic functions are . .. intim-
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ately united with the phenomena of nutrition and repro-
duction . ..” (Mosso 1906: 60). Since “mental phenom-
ena are a function of the brain,” exhaustion of the brain
could be the result of inappropriate intellectual over-
exertion (Mosso 1906: 62). Mosso cites Charles Darwin
who claimed that he found in himself “excessive intel-
lectual work was apt to produce vertigo ...” (Mosso
1906: 225). Mosso, therefore, stressed that all creativity
should be limited to specific periods during the day.
Goethe, he notes, worked in the morning, Rousseau at
night. However, in general the best work is done during
limited periods of time in the morning.

Central to Mosso’s presentation of the creative pro-
cess is that it too is a form of work and, as such, can be
debilitating, especially to those with pre-existing nervous
weakness as well as the aged. He quotes the noted Dutch
physiologist Jacob Moleschott (1822-93) that “in artists
and scientists the material change promoted by their
intellectual exertions is again moderated by their seden-
tary life. And it is a well-known fact that artists and scien-
tists, in spite of their sedentary life, rarely suffer of fat”
(Mosso 1906: 225). Moleschott, in his 1852 book The
Circuit of Life, likewise noted his belief in the material
basis of emotion and thought. For him, healthy artists are
thin artists, as their body reflects the very work of creativ-
ity. Artists may have increased rates of urination, Mole-
schott claims, but this is simply a sign of the work that
can in some result in intellectual fatigue. The relationship
between stress and blood pressure is a relationship cen-
tral to his understanding of the perils of aging. Thus, all
old, creative men would be advised that they would live
longer and more productively if they worked only two
hours a day. Diet too is central to the preservation of life
and the essence of creativity. All excess is to be avoided.

With the 1998 World Health Organization’s report on
the new classifications for defining obesity, much more
concern has been given to old age. The statistical basis for
this concern rests on the Metropolitan Life mortality
tables, which ceased in 1983. Recently (1997-2000)
there has been a wide range of studies that argue that
obesity is the cause of a range of diseases and disabilities
of aging. The Italian Longitudinal Study of Aging (1997)
showed that the greater the weight in a population aged
sixty-five to eighty-four, the greater the mortality. Indeed,
there was a 6 percent decrease in mortality for men and
a 3 percent decrease for women for every BMI unit less
that people weighed. Interestingly enough, a number of
these studies have been sponsored by the Seventh-Day
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Adventist medical organizations, which have consistently
argued for diet reform since the creation of the Church
(Andres 2002).
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Ornish, Dean, MD

Ornish was part of the revolution in chronic disease
prevention in the 1990s when he wrote Reversing Heart
Disease with Knife and Fork. In his book, he prescribed a
diet very low in saturated fat and cholesterol. In order to
achieve the recommended maximum of 10 percent of
calories coming from fat, people following the diet must
eliminate fatty meat products, high fat dairy, and egg
yolks. He claimed this dietary approach would help
prevent heart disease.

He later published Eat More, Weigh Less (1994) in
which he suggested the same diet would help a person
lose weight without being hungry. He has conducted
numerous clinical trials demonstrating the effectiveness
of his diet and has published his findings in medical jour-
nals as well as books. Although the diet has been proven
to lower weight and slow heart disease, people following
the diet have a difficult time maintaining weight loss due
to the restrictive nature of the diet (Womble and Wadden
2002).

Ornish is currently a professor in the medical school at
the University of California, San Francisco. At the time of
publication, there was continued debate in the scientific

community about the effectiveness of low-fat diets
like the Ornish diet (Johnston et al. 2004).
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Paleolithic Diet

According to the modern reconstructions by anthropo-
logists, the Neolithic revolution began in the Middle East
at about 10,000 BCE. It is defined as marking the change
from hunter-gatherer groups to agricultural societies and
brought about a drastic change in the nature of human
diets, but, it is claimed, not in our genes. The shift to
agriculture was a gradual one; however, by 7,500 BCE,
most people in the Middle East had switched to an agrar-
ian way of life, and the first state was born by 5,500 BCE.
The Industrial Revolution in eighteenth-century Europe
brought about another major shift in human diets without
any alteration in our underlying genetic makeup.

The Paleolithic Diet is based on the premise that these
shifts in diet without shifts in genetics or anatomy that
have caused the “diseases of civilization” such as high
blood pressure, Type 2 diabetes, obesity, and even cancer
(Eaton et al. 1988a). The promoters of the Paleolithic Diet
base these claims on evidence gathered on the few remain-
ing hunter-gatherer groups who have almost no occur-
rence of these diseases (Eaton et al. 1988a). Thisisin direct
contrast to developed and developing nations where these
diseases are becoming more and more rampant (Dehghan
et al. 2005; King et al. 1998). Thus, the “Paleolithic Pre-
scription” claims that if we shift back to our ancestral
diet, we can once again be healthy.

The claims of the Paleolithic Diet are simple; with a
return to a preagricultural diet and an increase in exer-
cise, the “diseases of civilization” would decrease, people
would live longer and healthier lives, and there would be
no more obesity in the world. This, however, is the claim
of almost all diets. Nevertheless, this diet is special for
two reasons: It is scientifically supported, and many popu-
lar diets today, such as Atkins, have used this science as a
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justification for their diets. While, thus far, the diet
appears sound, there are important factors to consider.

The diet’s claims rest on correcting two misconcep-
tions concerning life expectancy and stature. The average
life expectancy for Paleolithic humans was much lower
than that of Americans today, though this was mostly
due to the very high infant-mortality rate. If a child actu-
ally lived through childhood, its life expectancy was
actually much higher than the average. There has even
been evidence from some Neanderthal fossils of a social
network that helped the elderly survive. Stature is an
important indicator of dietary quality because without
proper nutrition in one’s childhood and adolescence,
growth will be stunted. Interestingly, most of our Paleo-
lithic ancestors were not radically shorter than the aver-
age for modern Americans about 177.8 cm (70 inches)
for males and 147.8 cm (58.1 inches) for females. Fossil
evidence has even shown that some individuals were as
tall as 188 cm (74 inches) (Eaton et al. 1988a). This means
that the nutritional quality of the diet in Paleolithic times
was very close to what it is now and that people had
enough to eat. It is also important to ask how we know
what foods our Paleolithic ancestors were eating.

The ideal diet of Paleolithic humans was extrapolated
from data collected from living hunter-gatherer groups.
This data shows that most (73 percent) of these groups
ate far more meat than the average American does with
more than 5o percent of their energy coming from meat.
This, combined with the lower carbohydrate content of
wild plants, means that these groups derive about 19—35
percent of their energy from protein and about 22—40
percent from carbohydrates (Cordain et al. 2000). Also,
most of these groups consume little to no dairy products
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(Eaton 2006). Although modern hunter-gatherer groups
rely heavily on meat, like the Paleolithic hunters and
gatherers most likely did, they strike a balance between
protein, fats, and carbohydrates. As Cordain explains
this balance must occur because human beings cannot
process food which is excessively high in protein (Cordain
et al. 2000: 682). This is especially important to note
because of the popularity of low-carbohydrate diets, such
as Atkins and South Beach. It is also important to look at
the food pyramid put out by the United States Depart-
ment of Agriculture, which is very different from our
ancestral diet.

The Paleolithic Prescription also blames the heavy
increase of sodium, refined sugars, and drugs, most espe-
cially alcohol and tobacco, for the rise in obesity in the
modern world. Humans today are the only mammals
that actually consume more sodium than potassium. The
increased availability of sodium today is one of the rea-
sons for this, but the decrease in potassium-rich foods in
the modern diet is also partly responsible. In Paleolithic
times, the only source of refined sugar was honey, and
this accounted for only about 2 percent of the caloric
intake of Paleolithic humans. This is in stark contrast to
the 15 percent that refined sugars now add to our caloric
intake. Alcohol, though not necessarily completely lack-
ing from Paleolithic times as “some fruits and grains do
naturally ferment” (Eaton et al. 1988b: 23), would have
been scarce; it now makes up a significant part of the diet
of the average American at 7—10 percent of the daily cal-
oric intake. This is even more amazing when it is factored
in that many Americans do not drink. Tobacco, although
not usually consumed to provide caloric intake, does
affect a person’s metabolic rate and thus can contribute
to obesity.

The authors of The Paleolithic Prescription do not
advise a return to the Paleolithic way of life but instead
recommend picking and choosing the healthier aspects
of the Paleolithic way of life. To give up the advances of
modern medicine and the battles that humans have won
against microbes would be foolish, but the authors claim
that these victories have come with a price: our overall
fitness. The human body, which has not substantially
changed in about 3 5,000 years, was designed to be energy
efficient when walking long distances in order to acquire
food, but humans in developed nations today rarely do
more than walk around the supermarket to acquire their
food. Evidence shows that Paleolithic humans would rou-
tinely travel about 5 miles in their search for food. Walking

5 miles is double the USDA’s current recommendation
for daily physical activity (the USDA Food Pyramid).
However, it is also true that Paleolithic people most likely
only did this about three to four times per week. Exercise
is a key foundation of this diet and one that many other
diets today tend to overlook.

This diet is based on science; however, the science
is highly speculative. The world that modern hunter-
gatherers live in is much different from the world our
Paleolithic ancestors lived in. Thus, it is hard to deter-
mine exactly what resources would have been available
to our ancestors; so much of this evidence must be ques-
tioned. No clear first-hand evidence exists for what
Paleolithic people actually looked like; what we do have
is based on cave paintings and forensic reconstructions.
Moreover, forensic reconstructions are one of the most
controversial parts of anthropology because of their sub-
jective nature. Though life expectancy was much longer if
one matured to adulthood, the quality of adult life in the
Paleolithic is questionable. The same Neanderthal fossil
used to show social care for the elderly also has clear
evidence of arthritis.

Much of what is said about the Paleolithic diet is based
solidly in good science, but there are parts of it that are
nothing more than speculation. There is the underlying
assumption that our problems with obesity stem from
our diets not our genes. Humans are hyper-omnivorous,
meaning we can eat just about anything, but the authors
of The Paleolithic Prescription seem to ignore this evo-
lutionary fact and concentrate on the information gath-
ered from a few ethnographic studies of a very small
number of modern people. This data does nothing to
answer the question of why did humans develop as hyper-
omnivores and maintain this trait into modern times.

SLG/JoE BAUER
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Peters, LuLu Hunt MD (1873-1930)

American physician credited with first suggesting calorie counting as a
means of gaining and losing weight

Peters served as chairman of the Public Health Commit-
tee of the California Federation of Women’s Clubs in Los
Angeles. She is the author of the first bestselling American
diet book, Dieting and Health: With Key to the Calories,
published in 1918. Framed as a response to World War I
(and dedicated to Herbert Hoover, whose claim to fame
at that point was that he “fed starving Belgium”) it set
out obesity as a “crime to hoard food” for which one
would be fined or imprisoned. “How dare you hoard food
when our nation needs it?” (Peters 1918: 12). The book is
said to have sold 2 million copies and was published in
more than fifty-five editions by 1939. As the model for
recent modern diet books, it was directed and marketed
primarily to women, written in a popular style, and
included testimonials of successful weight loss. Unlike
modern diet books, however, Peters included suggestions
for weight gain as well as beauty tips, such as how to
eliminate wrinkles.

Dr. Peters was “overweight” herself, apparently 220
pounds at her heaviest, and claimed to have lost 70
pounds following her own plan. She writes,

All my life [T fought] the too, too solid. Why, I can
remember when I was a child I was always being
consoled by being told that I would outgrow it, and

that when I matured I would have some shape. .. .1
was a delicate slip of one hundred sixty-five when I
was taken [in marriage].

(Peters 1918: 13)

Her “key to the calories” was an extensive list of food
portions adding up to 1oo calories. On a 1,200 calorie
per day diet, a dieter could have twelve 1oo-calorie units
of food. Much of her book consisted of lists of foods and
their caloric content. Her system was premised on the
idea of an ideal weight, for which she provided tools of
measurement. The formula consisted of taking the num-
ber of inches over 5 feet of one’s height, multiplying that
number by 5.5 and adding 110. The equation was meant
to yield the ideal weight, in pounds, of a “normal”
woman. The number of calories a dieter was meant to
consume depended upon how far their actual weight
exceeded the ideal for their height. Peters dismissed the
notion that fat people (women) were overindulgent or
lazy; rather, she divided the world into those whose
metabolism quickly or slowly burned fat. She argued that
even eating a bird seed if your metabolism was slow
would add fat to your body. She admitted that there were
those with pathologies, such as those of the thyroid, who
became fat and could be cured by curing their illness, but
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most fat people became fat from “overeating and under-
exercising” (Peters 1918: 16). This destigmatizing pos-
ition stressed the difference of obese bodies from those of
individuals who were “naturally thin.”
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Pets

O besity occurs in about one out of every four pets. Just
as Americans are gaining more weight, pets are as well.
Weight gain in pets occurs for the same reasons that it
does in humans: Not enough exercise and too much food.
Obesity can pose health risks to pets, and, therefore, it is
important for pet owners to watch what their pets eat. A
pet is considered to be obese when it weighs more than 15
percent over the healthiest weight for its sex and breed.
Some problems associated with obesity are: heart disease,
orthopedic issues, skin problems, increased risk during
surgery, lung and liver problems, hip problems, digestive
issues, arthritis, and diabetes. Obesity can reduce a pet’s
life by two to three years.

Dieting suggestions for pets mirror those of humans.
For example, veterinarians suggest the best way to change
a pet’s diet is to do it gradually. A sudden diet does not
work for pets, especially for cats, as they can develop
liver problems. In addition, pets can have hormonal
imbalances, which may lead to weight gain. Occasion-
ally, veterinarians will test animals for thyroid function
and can even recommend placing the animal on hormone
replacement therapy in order to help them lose weight.
While the causes and treatments of pet obesity may
be similar to those in humans, animals do have dietary
requirements very different to those of humans. Dogs do
not have to eat a meal every day. In fact, a dog can go

without food for five days before any negative health
effects occur.

Cats are also at risk for weight problems. Many veter-
inarians report that over 70 percent of cats are obese, and
obese cats are especially at risk for diabetes. A healthy
weight for cats is 8 to To pounds for females and 9 to 11
pounds for males. Because cats are carnivores, they need
protein, fat, water, and minerals in their diet, so they have
some specific dietary requirements. One important study
examined the relationship between diabetic cats and their
diet. It showed that cats can benefit from a high-protein
diet called the “Catkins” diet, a play on the human Atkins
diet. Many cats on the “Catkins” diet no longer needed
insulin shots for their diabetes. Cat treats should be
treated like desserts, and most have many calories; there-
fore, it is best to refrain from these. Pet owners should
feed their cats small amounts two to six times a day.
Cats should not eat as many carbohydrates because they
do not have any of the carbohydrate-digesting enzymes
in their saliva that most mammals do. This makes it
harder to break down carbohydrates. It is also recom-
mended that pet owners not feed their cats too much dry
cat food because it has too many carbohydrates. Canned
diets are healthier because they provide more water, and
it is easier for pet owners to control how much their pets
are eating.



While dietary changes at home are usually the first
recourse for owners of obese pets, some companies
even market dieting food for animals. According to the
National Research Council of the National Academy of
Sciences, obesity is the top health problem for the nation’s
dogs. Pet Ecology Brands, Inc. has created the first 100-
percent fat-free dog treat. The dog treats are made from
rice, garlic, and meat flavors. The treats are also sodium
and cholesterol free. Pet Ecology Brands, Inc. also intro-
duced a fat-free cat treat due to an influx of obese felines.
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Phytochemicals

I. addition to nutrients, plant foods consist of phyto-
chemicals, which may affect human health. Phytochemi-
cals are the nonnutritive plant components with biological
activity (Bennick 2001: 11). Fruits, vegetables, beverages,
and several herbs and plant extracts contain these phyto-
chemicals. There are numerous phytochemicals including
carotenoids, flavonoids, indoles, and protease inhibitors,
among others (Watson 2001: 3). Many research studies
have determined that such chemicals have health benefits,
naturally aiding the body in disease prevention and neu-
tralizing chemical and hormonal imbalances. One study
conducted estimated that plant based diets prevent 20-50
percent of all cancers (Nestle 1997: 11149). This medical
research prompted doctors to begin prescribing diets rich
in foods containing these phytochemicals. It did not take
long until these ideas caught on in the fad-dieting and
dietary-supplement worlds. Due to the new popularity of
diets rich in phytochemicals, individuals are consuming
these chemicals not only for health benefits but also for the
prospect of losing weight and stubborn fat. Interestingly,
the popularity of phytochemicals began among medical
professionals due to results of medical research. However,

more recently they have gained popularity with the public
as a result of only partially or wholly unsubstantiated
claims made by the creators of fad diets and supplements.

As a result of medical research, about thirty classes of
phytochemicals have been described as having cancer-
preventative effects (Watson 2001: 4). Several epidemi-
ological studies suggest, “that micro chemicals present in
our diet could be the most desirable agents for the pre-
vention and/or intervention of human cancer incidence
and mortality due to stomach, colon, breast, esophagus,
lung, bladder, and prostate cancer” (Watson 2001: 3).
The specific mechanisms of these phytochemicals that aid
in cancer prevention are not yet fully known. However,
there are many plausible reasons being investigated. For
example, it is recognized that “phytochemicals can inhibit
carcinogenesis by induction of phase II enzymes and
inhibiting phase I enzymes, scavenge DNA reactive agents,
suppress the abnormal proliferation of early preneoplas-
tic lesions, and inhibit certain properties of the cancer
cell” (Watson 20071: 3).

Much recent research has focused on the anticancer
activity of phytochemicals found in soy products (Bennick
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2001: 11). Early observations of the role of soybeans in
prevention of human cancer developed from correlative
investigations that were seeking explanations for the
global differences in cancer between the Western and
Asian countries (Birt 2001: 4). Research has shown that
the Asian diet, which is richer in soy products and con-
tains fewer fatty products than the typical Western diet,
decreases incidence of cancer (Riulin 2001: 256). In
addition, a large number of animal investigations have
provided strong evidence for the role of soy in cancer
prevention (Birt 2001: 5).

A subgroup of phytochemicals, phytoestrogens or
plant estrogens, have been implicated as having additional
disease-preventative and healthful effects. A high intake
of these phytoestrogens may help alleviate the symp-
toms associated with the low estrogen levels that plague
menopausal women. Phytoestrogens also may reduce the
risk for diseases, such as cancer, associated with estrogen
(Scholten 2006). For example, resveratrol, a phytochemi-
cal in the skins of grapes and peanuts, was found to
limit the growth and proliferation of human breast can-
cer cell lines, by inhibiting the binding sites of estrogen
receptors in human breast cancer cells (Diamondis and
Goldberg 2001: 173).

Since the discovery of these disease-preventative char-
acteristics, many people have altered their diets for a
healthier lifestyle. Doctors have strongly recommended
that their patients incorporate more fruits and vegetables,
which contain such nutrients and phytochemicals, into
their diets. Foods that include these phytochemicals,
other than soy, are dark green, leafy vegetables like spin-
ach, kale and collards; citrus fruits, such as oranges,
grapefruit and tangerines; and other red, yellow, and
orange fruits and vegetables as well as their juices (Anon.
(2005) “Phytochemicals”). Diets rich in phytoestrogens
consist of soybeans, black cohosh, whole grains, legumes,
tempeh, and flax seed (Scholten 2006).

These doctor-recommended healthful diets that incor-
porate phytochemicals have become the basis for fad diets
that proclaim they promote health and weight-loss. For
example, the Mediterranean Diet has become increas-
ingly popular as people have become aware that good
health is linked to a good diet (Watson 2001: 217). This
diet is based on the “historic” food intake in the Mediter-
ranean region, which includes larger amounts of veget-
ables, fruits, beans, and grains, as well as olive oil as the
main source of fat and moderate amounts of protein, pri-
marily from fish and poultry. Such views of “traditional”

cuisine as being innately healthy have their historical
rationale in the claims that “natural” foods are con-
sumed by “natural” society and therefore show the
innate superiority of such groups over “modern,” global-
ized society and its production and consumption of foods.
The Mediterranean Diet prescribes that people eat cer-
tain proportions and combinations of these foods, each
with their own phytochemicals, throughout the day. The
fad diet also uses cooking methods similar to those used
several decades ago around the Mediterranean Sea. It is
considered the model of a healthful diet and has attracted
attention because of the low rates of chronic diseases and
the high life expectancy noted in countries of the Medi-
terranean region. This diet is found to produce beneficial
effects on blood lipid profiles and protect against oxida-
tive stress and carcinogenesis (Watson 2001: 217).

Additionally, some cuisine of the Mediterranean diet
is believed to contain minor metabolites, like limonene,
that are thought to speed weight loss. This diet is easily
accepted by most people due to this possibility of weight
loss combined with the hundreds of recipes that conform
to the rules of the diet (Watson 2001: 224). It has gained
vast popularity, for it provides the best chance for influ-
encing people to abandon unhealthy foods in favor of
fresh and less saturated-fatty foods (Watson 2001: 217).

Although the diet in the Mediterranean region has
been linked with reduced frequency of disease among
inhabitants of the lands around the Mediterranean Sea,
the Mediterranean Diet sold as a fad diet. The diet has
not been sufficiently studied or proven to reduce disease
or induce weight loss. It is based on the author’s percep-
tion of the diets of inhabitants of the Mediterranean and,
thus, is not an exact replica of their eating practices.
For instance, Watson argues that “there is no single typ-
ical Mediterranean diet. Defining and understanding the
Mediterranean diet is not easy because there are several
countries that border the Mediterranean Sea” (Watson
2001: 218). Also, prescribing the diet of a certain region
alone is not necessarily enough to mimic the lifestyles of
the people of that region. The diet fails to take into
account other factors in Mediterraneans’ living, such as
their physical activity level. Because this fad diet does not
account for the differences between it and the precise diet
and activities of the Mediterraneans, it may be mistaken
in claiming that its prescription of certain foods and their
associated phytochemicals actually reduce the incidence
of diseases and overweight as they actually do in the
Mediterranean region.



Phytochemicals have also justified the “science” behind
some dietary supplements that claim their products help
individuals achieve leaner bodies and/or increase disease
prevention. For example, the makers of a supplement
called EstroX, containing naturally occurring estrogen
inhibitors, claim that their product along with a diet rich
in natural estrogen-inhibiting foods, such as certain vege-
tables, whole grains, and fatty fish, will help individuals
lose weight. The product advertisement claims that indi-
viduals who have been subject to hormone therapy or
who have been exposed to the “unhealthy estrogenic
environment” of everyday life have too much estrogen in
their bodies. The makers claim that too much estrogen,
rather than playing its usual role as an antioxidant and
anticancerous compound at normal levels, instead con-
verts into toxic compounds that are stored as fat and are
thought to contribute to the formation of breast, ovarian,
and prostate cancers. Therefore, by taking their supple-
ment, which contains the “superior” proportion of three
estrogen inhibitors derived from bee propolis, broccoli,
tobacco, passiflora, and chamomile, the makers of EstroX
claim that individuals suffering from excess estrogen will
decrease their estrogen levels and thus achieve leaner
bodies and healthier lives (Hofmekler 2006).

It at first seems as though the makers of EstroX have
done their medical research. However, the creators use
vague language about the extent to which their claims are
scientifically supported. As with all supplements, ExtroX
is not required to pass FDA or any other government
regulations in order to make certain claims or break into
the supplement market.

Phytochemicals can be found in a wide variety of foods
and beverages people consume. Considering their abun-
dance, it is no wonder that these phytochemicals have
become famous as a result of the medical discoveries
tying their consumption to a healthier lifestyle. However,
much of their popularity has grown due to the unsub-
stantiated claims of the more public fad dieting and
dietary supplement worlds that have embraced phyto-
chemicals as a new phenomenon in health and weight
loss. There is no question that it will take more years of
research into phytochemicals and the effects of the phyto-
chemical products claiming miraculous results, before
these non-established declarations are proven.

SLG/CAROLINE A. BuGa
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Post, Charles William (1854-1914)

Health food provider and cereal tycoon

Post was the commercial genius who built the Postum
Cereal Company as one of the major players in the
American food reform movement of the late nineteenth
century and, incidentally, made a 17-million-dollar for-
tune. In 1890, Post, a self-taught inventor and sales-
man, arrived at the Battle Creek sanitarium in Michigan
because of his own failing health. The sanitarium was run
for the Seventh-day Adventist Church by Dr. John Harvey
Kellogg. The town had been a major center for religion-
based health reform since the arrival of the founders of
the Church, James and Ellen Gould White, in the 1850s.
During his visit, Post became exposed to the food reform
movement and its claims about human health. Here he
experienced the use of breakfast cereals as the basis for
health therapies, using the double idea of a “modern”
health regime with a “religious” foundation.

Here, Post, like all of the cereal manufacturers of the
time, followed the lead of Henry Perky (1843-1906) who
had developed the “wheat shredding process” and cre-
ated shredded wheat. Post called on “science” with his
advocacy of a “true domestic science” that “should be
taught in all our schools” (Perky 1902: 86), but he also
condemned American Protestantism with its lack of a
strict dietary regime as one of the causes of American ill
health. In contrast, he praised the strict regimes of Judaism
and Islam for their attention to diet.

Post left the sanitarium after nine months and pur-
chased a farm in Battle Creek, where he began experiment-
ing with grain-based health foods and beverages, which he
was introduced to at Kellogg’s sanitarium but found
almost uneatable due to the bland taste. Post then founded
La Vita Inn at Battle Creek. He also advocated a mind
cure for bodily illness in his tract I Am Well! The Modern
Practice of Natural Suggestion as Distinct from Hypnotic
Unnatural Influence (1895), positioning himself in the
“New Thought” movement dominated by figures like
William James and Mary Baker Eddy, who argued, “Dis-
ease is entirely a mental picture” (Post 1895: 4). His views
echoed the Social Darwinism of his day, seeing such health
advocacy as improving the “race.” But underlying all was
the need to sell a notion of health. In 1908, he explained,

I studied psychology, dietetics, hygiene and medi-

cine in this country and Europe. I have been
through psychology from the book by Mrs. Eddy to
the clinics of Charcot in mental therapeutics at Paris.
What we say in our advertising is a popular expres-
sion of things I believe to be vitally important to
many others.

(Paxson 1993: 36)

By 1895, Post abandoned his foray into mental healing
and planned to create an alternative to coffee and tea,
as well as to develop a ready-made breakfast cereal that
would be enjoyable and affordable. His model here was
clearly Kellogg and the Seventh-Day Adventist vegetari-
an diet, but, unlike them, he rejected a “theological”
rationale for the power of his food to heal. This was the
triumph of science in the warfare between “theology”
and “science” (the title of a major book of 1896 by
the historian and President of Cornell, Andrew Dickson
White). His food was seen as “modern,” as it incorpor-
ated arguments about science and evolution in its claims
for cure. Post developed and produced his first product,
Postum Cereal Beverage, and a caffeine-free coffee substi-
tute. “If Coffee Don’t Agree, try Postum,” stated the ads.
They also pictured “the coffee fiend saved at the last gasp
by changing to Postum” (Paxson 1993: 193).

In 1897, Post developed Grape-Nuts, the first cold cer-
eal, and, in 1899, he created a brand of cornflakes, to
compete with Kellogg’s Corn Flakes®. When he brought
his to the market he called it “Elijah’s Manna,” only
changing the name in 1908 to Post Toasties. The outrage
by ministers across the country at the appropriation of
the biblical name by someone who had little interest
beyond marketing caused the change. The Kellogg cereal
had been developed by Will Keith Kellogg (1869-1951),
who was employed by his older brother at the sanitarium,
as an attempt to bring health food to the masses. He
received a patent for a corn-flaking process in 1895.
In 1906, W.K. Kellogg was excommunicated by the
Seventh-Day Adventist Church for adding sugar to his
cornflakes in violation of the Church’s dietary principles.
Post had no such principles.

Post’s advertising and marketing was his genius, and
yet he too made distinct gestures to the religious culture



of Battle Creek. By 1900, Battle Creek was the center of
cereal production, but Post and Kellogg dominated the
field. Post promoted his products by creating appealing
phrases in language he believed appealed to the working
class. He demanded that his salesmen “must use plain
words, homely illustrations and more or less of the vocab-
ulary of the customer ... In other words talk to your
customer in a way that he will instantly grasp what you
have to say, and believe it” (Paxson 1993: 191). As a
leader of the National Association of Manufacturers,
however, Post took a hard, antilabor line in his conflicts
with Samuel Gompers, the labor leader. Labor advocates
were, according to him, “mongrels, prostitutes, and the
most poisonous enemies of the common people” (Paxson
1993: 203).

Post committed suicide in 1914, and within days the
alternative physician E.H. Pratt at a convention of the
Illinois Eclectic Medical Society interpreted his death as
the result of “intestinal problems” (Paxson 1993: 325).
Post might well have agreed with an explanation of
mental illness resting on poor food and digestive dis-
orders. Perhaps his life would have been saved had he
only stuck to Postum and Grape-Nuts. His only daughter,
Marjorie Post, inherited the Post Cereal Company and
turned it into one of the most successful and recognizable
food brands in the world, General Foods Company. She
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donated the land for the C.W. Post Campus of Long
Island University, which was founded in 1954, the 100th

anniversary of Post’s birth.
SLG
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Pregnancy

A healthy diet is essential for both the mother and the
fetus during pregnancy (Brown 1998). Proper maternal
nutrition is important for the development of fetal cells,
organs, and central nervous system, as well as allowing
the fetus to store essential nutrients for optimum growth.
This is especially important in the last seven months of
pregnancy when the fetus’s weight increases from about
1 ounce to 8 pounds. Since the time of Hippocrates, there
have been many diets proposed for pregnant women.
When a woman is pregnant, her needs for calories, min-
erals, water, vitamins, and protein all increase, so Judith
Brown recommends the following: sufficient fluid (eight
to ten cups per day), no restriction of salt, no alcohol, and
enough fiber to prevent constipation. A pregnant woman

should follow the suggested food group distributions of
the Food Guide Pyramid and consume about 300 more
calories per day than she did before pregnancy. It is also
important for pregnant women to have specific additional
nutrients. The table, referred to as the recommended
dietary allowances (RDAs) for pregnancy, provided by
the National Academy of Sciences, recommends certain
amounts of nutrients important for pregnant women.
The key nutrients include folate, vitamin D, iron, zinc,
calcium, and vitamin C. There have not been any studies
of the effects of low-carbohydrate diets on the fetus.
Therefore, it is safest to eat foods from all groups of the
Food Guide Pyramid.

The debate about weight gain in pregnancy has been
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heated. In 1990, the U.S. Institute of Medicine liberalized
its suggested maximum weight. General recommenda-
tions are that pregnant women should gain between 25
and 35 pounds during the nine months that they are
carrying a baby. Average weight gain is distributed across
each of the three trimesters as follows: 3—5 pounds in the
first three months, 12—-14 pounds in the second trimester,
and 1-2 pounds per week in the final three months of
pregnancy (Murkoff et al. 2002: 169—71). Recent studies
have shown that there seems to be little ill effect to fetus
or mother until the weight gains exceed 33 pounds. Low
maternal weight has always been seen as an indicator of
potential risk for infant mortality, disability, and mental
retardation (Rossner 2002.).

While it is not recommended for pregnant women to
radically lose weight during pregnancy because it can
deprive both the fetus and mother of essential nutrients,
there has not been much research on the effects of eating
disorders and pregnancy. The research that has been
done, however, indicates that there can be negative effects
on the fetus as a result of an eating disorder in the mother.
It has shown that pregnant women with eating disorders
often experience hyperemesis gravidarum (a disorder that
includes severe nausea and vomiting during pregnancy),
miscarriage, vaginal bleeding, hypertension, and radical
weight gain or weight loss. The following are the most
common fetus complications: low birth weight, cesarean
section, and preterm delivery. Complications also include
stillbirth, cleft palate, breech delivery, fetal abnormality,
and prenatal mortality.

Poor nutrition, specifically folic-acid deficiency, has
also been shown to cause brain and spinal cord defects
in fetuses known as neural tube defects (NTDs). A study
conducted found that women who reported dieting,
defined as restricting food intake, throughout the first
trimester of pregnancy were more likely to have babies
with NTDs (Carmichael et al 2003). This study also
showed that women who reported dieting three months
before they were pregnant did not generally have infants
with NTDs. However, another study found that women
who used laxatives, barbiturates, and diuretics before or
around the time of conception were more likely to have
babies who had NTDs. It is believed that the increased
risk of NTDs is due to the impact of dieting on consump-
tion, absorption, and metabolism of nutrients, such as
folic acid (Carmichael et al. 2003). Therefore, proper
nutritional practices by the mother are essential for the
brain and spinal cord in fetal development. Research

indicates that women should be very careful if they diet
during pregnancy. It is essential that these women con-
sume enough nutrients to provide for themselves as well
as the child that they are carrying. Neglecting to do so
can lead to many health problems for both the mother
and the baby.

Once the baby has been born, many women are con-
cerned with losing the weight they gained while pregnant.
There is much literature focused on techniques of how to
lose the “baby fat.” Weight Watchers, in particular, has
many tips for new mothers. Some of these include:

Eat healthy foods.

Set realistic goals.

Reduce portions.

Eat small meals frequently rather than fewer large meals.
Drink plenty of water.

Exercise frequently.

Set a positive example of eating habits for your children.
Pregnancy can be a major mitigating factor in clinically
obese women deciding to lose weight. The fear of “heav-
ier infants, increased likelihood of cesarean sections,
[and] prolonged labor” seems to encourage weight reduc-
tion (Rossner 2002: 445). The counterargument has now
officially been made by the British National Health Ser-
vice, which, in August 2006, has banned funding any in-
vitro-fertilization procedu