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Past history of obesity has revealed a shifting of emphasis
of the study of the obese from such fields as genetics and endo-
erinology to one of increasing work with personality development
and emotional factoré of the ohbese, One would suspect that these
fectors are dominant in many obese.

There are many signigicant environmentsl factors influenc-
ing dietary habits, patterns and nutrition. These include 1)
decline in chronic diseese, 2) advanced technology of food pro-
duction, 3} economics, 4) monotony of life, 5) attitude of the
public, especially toward feeding solid food earlier, 6)
attitude of the nutriticnist and the pediatrician end 7) pro-
motional edvertising (7, 8).

Physiclogy: Obesity can be looked upon as the physiologic
(according to Mayer) processes interacting among host, agent,

and environment.(15)

BOST AGENT
Genetie: dominant, recessive Surgicel demage (hypothelamus,
sex~-linked, etc, frontel lobe)

Chemical demage (hypothalemus,
gold thicglucose)
HYPERPHAGIA Hormonal imbelance (experi-
mentally induced or clini-
cal hormone administratien,

ENVIRONMENT non-secreting tumors)
Nature of diet (high fat) Psychic trauma (mediated
Exercise through abnormal carbohy-
Temperature drate metabolites or purely

Conditioning (experimental animals) at cortical level)
Socioceeocnomic and culbural factors
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However, in dealing with obesity as e defense there is one
single mechenism for obesity. This is quite simply over-eating
or hyperphagia. The underlying motivation for the overeating is
still obscure. For practical interest a number of facts are
apparent in the obese. They have & pattern of esting which is
far more varieble and less "freely disclosed than that of normal
weight subjects." (1) The food intake of the obese is almost
sure to be an underestimate of the caloric intake. (1) On prac-
tical interest again, Stunkerd (28) has reported on the night
eating syndrome, & syndrome characterized by 1) eating greater
than one-fourth of the day's total calories during the peried
following the evening meal, 2) sleeplessness (trouble going to

sleep), and 3) morning anorexie. This syndrome is associated

with stressful periods of life and also weight gein. Stunkard (25)

elso points out that the obese use denial of hunger especially

in periods of "emotional stress". Deniel functions to exclude

from conscious awareness "any stimuli that signal caloric deficit,"

because of a "conflict over eating" or "social pressures about
eating."
Physical activity: The literature is flooded with studies

of obesity and physieal activity, eating and its relationship

to physicel ectivity. Mayer et. al. reported on exercise and food

inteke in rats and obese mice as well as -in male industrial

workers of Bengel (15, 16). There was determined in both humens
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and mice to be a "sedentary renge,"

a range of physical aetbivity
decreased from a previcusly determined normal, where there was
en actual increese of food intake over those with the normal
activity. At the point of physical exhaustion on the other
hand, there was found & decrease in food intake. Between these
extremes there was a zons where food inteke increased with phy-
gieal sctivity.

Stefenik et. al. (24) reported that in spite of little
difference of time alloted for energy sctivites, there was a
significant lack of "degree of perticipation™ in active exer-
cises. Johmnson et. al. (13) in studying school children found
that the winter months were the months of greatest incidence of
obesity, implicating lack of activity at this time. (or sheuld
one implicete failure of child emancipation by force of envirom-
ment?) Johnson et. al. (13) in enother study concluded that in
obese femeles (high school girls) inectivity was more important
then Yovereating."™ Dorris and Stunkard (5) reported that obese
women distorted their own activity and sctually walked less then
one-half of a control group.

Personality: One cen sey very simply thet the obese have
no definite personality type. It has been recognized by intern-
ists and psychiatrists alike that many patients have & psychi-
atric disturbance however. Hilde Bruch has determined that this

is "a disturbance (in the juvenile obese) in the meturestion of
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the total personality." It is a "sometic compensation for
thwarted creative drives whereby total size becomes an expres-
sive organ of conflict."™ (4) In their inability to fulfill a
need they relieve their dissetisfaction by eating, thereby
oreating something special, something bigger and betters
themselves. (2) Weinberg et. al. (27)support their own hype-
thesis that obese men are more snxiocus eand more neurotically
disturbed than non-obese men.

Despite the failure to find & definite personslity dise
turbance, there are many generalizestions about the obese re-
ported in the literature. These include the selfwconcept, the
obese’' relations with the opposite sex, their relation to life's
stresses, the weight changes in the ~besge, the I. Q., 8 condi-
ticn of hunger denial, and the types of eatinpg habits., These
features are generally common to the obese in spite of the ab-
sence of a common personality disturbance.

Self-concept: In this category two definite trends are
felt to exist. One exists in that group known as the juveniie
obese (i. o, those individuals whose obesity was present prior to
puberty as well as in adulthood). The other exists in that group
known as the adult obese (i. e. those individuals whose obesity
developed in adulthood, the dividing line being that hazy pericd
of puberty and esrly edolescence.) One sees among the juvenile

obese 2 "desperate fear of nothingness™ or simply “derogetory




ideas of themselves." (2, 17) These individuals are usually
the baby of the family. The sdult on the other hand is far more
imaginative and grandiose in his thinking. The adults have the
greatest possible self-concept. Indeed, ih their own sudacity
they deseribe themselves &as more dominent, status-conscious, and
more self-sccepting (18). But alas, they reveal themselves in
psychological testing as much weaker and more dependent at less
then conscious levels,

In reletions with the opposite sex or indeed relations with the
same sex)part of this is portrayed as sbove., The adult usually
say they get along well. Thelir social peers have different ideasJ
however. Most of the adult obese are married. However, in spite
of the "better-half" influence there exists in impressive num=-
bers & significent impairment of work and/br family adjustment.
The juvenile obese category again have an even grester impairment
of sdjustment. Significant members of them are not merried. (In
one study eight of eleven.) (18) They are timid, retiring, clumsy,
immature, overdependent, nonasgressive, babyish, passive, none
ereative, restless, and innumerable other adjectivesdescribing them
well. Brueh (4) sums these descriptions up as "incorrect learning
experience subjected upon them by parents with an enxious overcon-
cern.“ Bruch (3) in a survey of one hundred obese patients revealed
that twenty-three of them hed scquired a "degree of independent

f
gself care in harmony with their ages.' She alsc found that those
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extremely dependent with no "household obligations™ made little
or ne social contact., They expect eysrything to be done for
them., They know not the pleasure or the sate of independence,
of independent achievements. The key word to relations with
people, opposite or ssme sex, peers or contemporaries is depend-
ence.

Relation to life stress: Indeed this is exitremely broad,
Kothing definitely substential cen be said to give a good gener-
alizetion unless it is a negative one such as different stress
produces different eating and weight patterns in the seame individu-
al ss well as in others. Hard-pressed, one alsc offers forth
this: with incressing anxiety generally one eats more. This is
reflected as sn increase in weight. (18)

Intelligence quotient and insight: While some studies say
that the obese have & greater amount of intelligence others do
not agree. The same cen be said of acquired insight by the indiv-
idusl, It is the opinion of the euthor that with all the differ-
ences expressed that indeed there is no difference between the
obese and non-obese in either I. Q. or insight. Dorris and
Stunkard (5) state thet in their opinion there is an "ego defect
prevénting an adequate integration of unconscious material which
hes become conscious in the Qourse of treatment in the cbese."
This can also be said of meny non-obese.

Hunger denial: Stunkard (25) reported in e remarkable fine




study of gastrie motility with balloons that hunger denial
occurs in the obess. It ooccurs most often in those individuels
"subject to conflict over eeting™ and in those "experiencing
intense social pressure sbout eating.™ This "hunger deniel" is
hinted ot bult not expressed as such by innumerable observers in
calorie inteke data collected.

Eeting patterns: Stunkard (27) again has defined the eating
patterns well. They are classified as the binge eater, similar
to the binge drinker, who eats normel smounts of foocd until suc-
cumbing to a stress and then eating exorbitantly for & period of
time. Another type of eater is the nibbler. This isz similar to
the common conception of the Mid-West farmer's wife who does
much preparing of food, constently sampling as it is being pre-
pared. Finally there is the previously mentioned night eater.
The night eater tends to binge in a period of life stress, and
geins weight thus. He is also peculiar in that he is resistant
to diet therapy, developing meny complications when diet therapy
is ettempbted. This particuler syndrome, the night eating syn-
drome, is unique to obese individuals.

Treatment: One would be led to suspect that there are as
meny diets for the treatment of obesity as there are physiciens
treating the patients. It is not the purpose here to provide a
eritique of the varieties of diet therapy available to the

individual patient. Rather it is to emphasize that along with
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& diet one is to couple a form of therapy which is recognized by
psychiatrists as psychotherapy. In a series of ninety=-three -
patients Nicholson (21) in 1946 found thet in each patient there
was an emotionel problem. “Psychotherapy resulted in a higher
percentage of successful results than other methods studied.”
He concludes therefore, that psychotherapy is essential for per=
menent weight reduction. Rennie in 1940 (23) stated that obesity
was & menifestation of personality disturbances. He concluded
that the problem involved the ™total personslity in a rather
sweeping memner." "Therapy may be doomed to failure unless the
fundamental nature of disturbances is understood.”

There are a number of facts found to influence the success of
treatment. On the whole men are far more likely to lose weight on
diet therapy than women. The intelligent are more successful than
those less intelligent. The adult obese are easier to treat then
the juvenile obese.

CASE HISTORIES
1. Mo Co, #5-38=23, is & 54 year old single white female.

She started gaining weight after a tonsillectomy and

adenoidectomy when she was 14~15 years of age. She com-

pleted high school but hed:very few contacts with boys.

Her parents died when she was 20 years old of “heart

trouble,™ Her mother weighed in excess of 300 pounds.

Her father was slender. She is 2 member of a family

farming an estate of 320 acres. The income is shared hy

five members of the immediate family as well as four

nephews and nieces. These five members all live to-

gether., All are single, all are in excess of 200

pounds. (There are three older brothers and one older
sister,) Two brothers are dead, one in infancy, the
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other of heart trouble, Two slisters are dead, one
with hesrt trouble, the other in a state hospital,
having "lost her mind after childbirth." She has

been diagnosed as a passive-dependent personality.

P. G., #5-28-66, is a thirty-one year old single,
white, male. He was glightly heavy, he states, up

to the age of thirteen., At this age the family
moved from New York City to Georgia. He also

started to work at a grocery store as well as going
to school. He feels that he began eating as a sub-
stitute for being with people. At the age of seven-
teen he weighed more than 300 pounds. In 1958 he
weighed 212 pounds, his lowest weight since high
school. In August of 1960 he weighed 447 pounds.

He steates that his father is heavy. His mother

wag once heavy but on a strict diet, which she still
maintains, she remains slender. He is an only child.
He is & "nibbler", and as it was termed one who is on
e constant binge. He was & research assisbant in one
of the laboritories st University Hospital. He is
now engaged in graduate work.

G.To, #5-14-72, is a twenty-three year old, separated,
Negro, female who is & nurse aide at a local hospital.
At the age of 15 she weighed 145 pounds. Following
her first pregnsncy (illegitimete) she had a weight
gain, but returned to 145 pounds. After her second
illegitimate pregnancy at the age of 18 she returned
to 152 pounds., From January 1958 to February, 1959,
she gained fifty pounds to weigh 202 pounds. Her
first marriage was in 1960, when she weighed 185
pounds., This was apparently a bigamous marriage. Her
husband was a very heavy drinker who "beat™ G.T., There
was & separation which was associated with a weight
gain. In a second marrisge in Jenuary, 1963, followed
by an incomplete abortion which necessitated a dilata-
tion end curretage, she gained from 185 pounds to 224
st her entrance to the clinie.

B, T., #5-45-53, is a twenty-nine year old, single,
white, female. She is & registered nurse. She weighed
214 pounds in 1952, and lost 20 pounds on a2 Mayo Clinie
djet. She lost 20 pounds again on the same diet in 1956.
At one time in 1956 she weighed 159 pounds. She weighed
169 pounds in 1959. She weighed 177 pounds at entrance
to the clinic. Her father, with whom she lives, and
uncles are heavy. Her maternal relatives were less
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heavy, but tended to be overweight. She readily gets
depressed on diets, as well as feeling anxiety.

G. M., #58-21, is a twenty-three year old, separated,
white, femele. A%t the age of thirteen she weighed

133 pounds at which time she was not married. She
beceme pregnant, geining muech weight but losing it
following the pregnancy to 145 pounds. During sub-
sequent pregnancies she gained :'¢c =~ 7.l persistently
until she weighed 250 pounds. Her children are 7, 6,
5, 3, end six months. She is an only child. Her
father was killed at Pearl Harbor. Her mother re-
married when G.M. was two years old. Two years later
the husbeand went "berserk", shooting her mother with a
shobgun, necessitating & fore quarter smputation. He
then killed himself. The patient was unharmed physical-
ly. The mother of the patient subsequently remarried
shortly before the patient's marriage. Her husband
(the patient's) started drinking heavily after her
first pregnancy. He was discherged from the service
one year ago. She feels that her husband lost almost
every household article due to his own indiscretions
with drinking. Currently she igs separated from her
husband with divorce proceedings pending soon. She is
a "night eater."

G. P., #5-14, is a thirty-eight year old, married,

white, female. She reports an increased weight since

11 years old, coineiding with the time her mother re-
married. Her father died when she was seven years old.
The patient was the "baby" of the family and "got every-
thing." Her mother (who i8 short, moderately heavy, and
disbetic) remarried when the patient wes eleven. Her
step-father wes ‘mean, not permitting the petient to go
places or spend money. Menses begen at age 13, but
ceagsed after five months. They resumed again at 17 years
with the aid of hormones. She has not been pregnant, even

though she has been married for seven yesrs with no contra-

ceptive practices. She has, however, raised s nephew
end a neice, products of & broken home. B8he spoke in an
apologetic mammer with a child-like voice. She iz =
"nibbler."

B. R., #2-37-20, is a 68 year old, white, widowed, female.
She also hes & long standing arteriosclerosis with cardio-
vascular disease, mild to moderate congestive heart fail-
ure, and varicosities. There is a positive family his-
tory for obesity. She is & "nibbler."
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M. T., #3-81-08, is a 80 year old, married, white,
female. She is a "nibbler,"” who has been followed

in Psychiatry Clinic at University Hospital for her
increesed weight. She has been married for thirty-
seven years, end has been overweight for the bulk of
these years. She is one of gix children, two of whom
sre diabetic. There has been a progressive weight
gein since 20 years of age, although she states that
she was "heavy" as a child. Her heaviest weight was
240 pounds. Early in her married life, one of her
children was run over by & car, an accident which the
petient witnessed. Two other children ars living and
well.

V. We, #1-76-73, is a 33 year old, single, Negro, fe-
male, para 7-0-0-7, who did not become heavy:uhntil. 1854.
The patient says she began putting on weight during her
last pregnsmey. She has continued to do so until now.
There is no femily history of obesity. She hed never
been on diets prior to her eoming to this clinic. She
is a "binge eater."

M. F., #1-32-03, is a 48 year old, married, white, fe-
male, whose first weight gain was at ten years of age
due to, she feels, school problems, She was very tall
and weas the butt of many remerks made by class mates.
She also repeated some grades, She weighed 144 pounds
when married at age thirty-two. There was a marked
increase in weight when she discovered that her hus-
band was "sleeping out.” This was also at the seme
time as her first pregnancy. She weighed 189 pounds
after delivery. ‘

M. W., #4-83-20, is a 45 year old, single, white, fe-
mele. She begen gaining weight at eight years:.gf:age.
She was the eighth of eleven children. She describes
herself as the "scapegoat™ of the family, who was pun=
ighed unjustly for the entics of her siblings without

a chence for defense. She says that she was "terrified"®
of her feather, end never had a chance to be close to
her mother. She was never close to her siblings, nor
did ghe have any childhood friends. She now lives alone
with few friends or interests. She admits to feelings
of "loneliness and futility." She stetes that she eats
not because she is hungry, but because she iz trying

%o over-come her despondent and anxious feelings.

B. L., #4-11-30, is & 64 yeer old, married, white,




P

13.

14.

15.

16.

female, who is & former teacher., She is the mother of
seven children. She married into & heavy-eating family
in spite of no family history of obesity. She describes
herself as & "nibbler.”

B. H., #53=14, is & 19 year old, single, white, female.
She began gaining weight at epproximately the seme time
she had rheumatic fever when aged six. She weighed 92
pounds in October of 1952 and was 53 inches tall. She
weighed 140 pounds at the ages of eleven. There has

been 8 steady incresse to 169 pounds in 1957, 188 pounds
in 1959, 210 in 1960, to 228 pounds in July of 1963,
when she messured 64 inches tall. In July she was
referred to Obesity Clinic but failed to keep her appoint-
ment, In fackt, she has not been seen in any clinic at
University Hoapital since.

D. B., #4=-17-48, is a 20 year old, separated, white, fe-
mele, She has been heavy since age eight, BShe states
that up to age five her mother had to force her to eat.
Her father left home when she was three, Her mother
subsequently remarried. Her stepfather wes "nice” she
states, but he did drink. She recalls that her step-
father broke her (the patient's) arm when she attempted
to stop him from choking her mother., During het clinic
visits her husband left the family, after losing his job.
At this time, she developed intractable vomiting. He
subsegquently attempted to break into her home after he
had left. BShe failed to come to the clinic after three
visits, as well as failing to come to any of the other
clinies. Her father was obese as is a brother. Her
mother and gister are thin. She is a "binge seater.”

A. D., #3-93-56, is & 28 year old, single, Negro, fe-
male. She feels it is a compulsion to eat. She has not
besn under 200 pounds since age fourteen. Her mother
was obese, her father was not. She ig an only child.
She eats when she is "engry, nervous, or depressed.”
There was a marked inerease in weight at puberty, dur-
ing pregnencies, and following the death of one of her
children. She failed to return to the elinic after four
visits, and has not attended sny other clinic since that
time.

D. A,, #8-82, is a 28 year old, separated, white, fe-
male, who weighed 175 pounds when married and 354 pounds
in April, 1963, when her husband "left with another wo-
men." At age 12 she was thirty-one pounds overweight.
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‘She gained approximately fifty pounds with each preg-
nency; the oldest child is retarded, the youngest is
losing his eyesight. She failed to return te the clinic
after three visibts and returned only once to any other
¢linde, this visit being mede four months after she was
seen in Obesity Clinic. She states that when "de-
pressed” she could eat " a full meal just safter finish-
ing onel"

17 Ge We, #51-61, is a 29 year old, married, Negro fe-
male. She has eight children, the oldest being twelve,
end the youngest one. She sadmits to increased eating
with "worry and nervousness." Her father was heavy snd
her mother was slightly cbese. Her parents were divorced
before the patient was born, but both are described
as having enough time for the children. Her mother
had remarried, but it appeared to G.W, that she was un-
happy in this second marriege., At the age of ten, the
patient weighed 130 pounds. 1In the last four years she
geined eighty pounds to 265 pounds. She attended the
clinic thirteen times, and then failed to reappear in
sny cliniec.

18, G. G., #3-85-04, is a 17 year old single, white, fe-
mele, She lives at home with her mother and father.
She is an only child. A younger sibling died shortly
after birth. She has been on and off diets since the
age of six. Her peers heve antagonized her because of
her weight since the sixth grade. She has a family
histery of obesity. Her maximum weight was 263 pounds
in July, 1963. When fourteen. years old shw weighed
196 pounds. "

19. L. T., #79-14, is a 15 year old, single Negro, female.
She was obese as & child., She failed to come to the
original appointment for the c¢linie, end has not been
seen in sny clinic since then.

METHODS
This study involves the first nineteen patients to enter

the Obesity Research Clinic at the University of Nebrasks

Hospitel, and a review of their records. The clinics met on




the sscond and fourth Tuesdays each month. Petients who had
to travel from out-state Nebraske usually ceme in once a month.
Those residing in Omahe with little transportation difficulties
were scheduled to attend each time the clinic met,

At the patients'! initial presentation to the cliniec or
in enother clinic, prior to their referral, a brief dietary
history was <€licited, PBI and glucose tolerance tests were
done, and intructions in the diet were given.

The diet used is the Gordon diet, as dotermihed by Edger
Gordon, MJD., of the University of Wisconsin.(9) It comsists
of a daily inteks of 100 Gm. of protein, TOGm., of carbohydrate,

o and 50 Gm. of fat. Therefore, the deily caloric intske is

1230 calories.

The clinic is staffed by two internists, one = femsle (IJH),
who hes had advgnoed treining in endocrinology, and the other, a
nele, (VW), who haé hed advenced training in psychoscmatics.
MJH is a full-time staff member of the Internal Medicine Depart-
ment of the College of Medicine, VW is a part-time member of the
feculty of the Internal lMedicine Department  maintaining a full
time private practice in one of the larger cities of Nebraskse
some distance from Omeha., A third member of the staff of the
clinie is a certified psychiatrist.(RM) There is alsc a dietician
from the University Hospitel staff who is present each time the

clinjc is held. At various times there were senior medical



ianm,

«lb=

students on endocrinoclogy service assisting with the clinfics, 2s
well as the author whose interest was from a different aspect
than the other students.

There was an attempt made for the veriocus members of the
permanent staff to see the patients st alternating appointments;
however, this was not entirely follcwed., The psﬁehiatrist saw
the patients, after they had been seen by one of the internists,
for evaluatery or merely supportive purposes.

At each cliniec, guestions were enswered, perhaps more history
detailed, weight (on the seme scale each time) recorded, amd blood
pressure end pulse were recorded. Starting on December 10, 1863,
the following (See Teble #1) series of questions were administered
with minimel contact by the author at the time of administration.
This was usually done prior to the patient's being seen by either
of the internistz. Blocod pressure and pulse were teken at this
time. The Psychiatrist saw all of the patients after the others
had completed their work-ups.

The patients for the clinic were obtained by referral from
clinics or by the request of the patient. Clearsnce for entrance
wes made through one of the internists.(MJH) The only prerequis-
ite waé that one was unsuccessful on previous diet regimems. ¥No
chronic disease prevented a patient from entering the clinic; in
some cases this is what prompted the referral, for nothing de-

finitive curatively could be done until the excess weight weas
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Table 1.
Form given to each psatient at esch c¢linic visit
BP
Pulse
During the past two weeks have you had: Yes o

1. An increased smount of sweating
2. Pounding of the heart

3. Dry mouth

4, Cold, moist hands

5. "Gas on the stomach"

6+ Swimming in the head or dizziness
7. A decreased amount of sweating
8. Sick in stomach

9. Lump in thresat

10. Faint feelings

1l. Trouble going to sleep

12, Hesdache

13. Diarrhea or loose bowels

14. Waking up at night

15. Nervousness

16. Feeling much better

LT

s

removed.

The purpose of the questionnsire wes an sttempt to as-
certain the anxiety of the verious patients as weight changed.
It was drawn from sn arbticle on the physiologieal sspects of
anxiety by Ebaugh.(6) Of the sixteen questions asked, the finsl
one will not be used in the interpretation of data, because of
its subjective connotation to the patient. Presumebly, those
happy with the diet and the feeling of sbout to lose or in the
process of losing weight should smswer: "yes".

The sum of the "yes" and the sum of the "no" column were
determined. (Each of the fifteen questions were given a value
of either plus ome yes or plus one no.) These were then compiled

to note whether any patients evidenced physiologiocal signs of
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Patient Sum of yes Sum of No Remarks.,

1. 1 14 Initiel visit.
0 15 One-half pound loss.
2e 4 11 8ix pound gain.
5 10 Fifteen pound gain.
3. Has never been to the clinie to have the question-
naire administered.
4. 3 12 Five and one~half pound gain.
4 11 ¥o weight change. \
8 7 One and one-half pound loss.
5a T 8 One pound losse.
3 12 One-hslf pound gaine.
4 11 Six pound loss.
Ee 3 11 One and one~half pound loss.
8 9 One peund gain.
7 4 11 Had not been in for six weeks.
“Two pound loss.
8. 7 8 Three pound gain.
7 8 Five pound gain.
9. 9 8 Initial visit., Failed to return.
10. 8 7 Six pound gain.
11, 12 3 . Three pound loss.
11, 4 11 Seven pound loss.
5 10 Five pound gain.
12. 4 11 Had not been in for six weeks.
8ix pound geain sinee last visit.
13, Never came to clinie
14. Dropped out prior to administration of questionnaire.
15. Dropped out prior to administration of questionnaire.
16. Dropped out proir to administration of questiomnaire.
17. Dropped out prior to administration of questiomnaire.
18. 5 10 Seven pound loss.
8 7 One pound loss.
i9. Never came to clinic.
Table 2.

Patient snxiety level.
snmiety or not. This is cherted in Table # 2. The change of
level of anxiety wes also correlated with the weight change since
the previous visit. Secondly, the sums of all the "yes" and "no"
columns of all questionaires administered were determined (see

table # 3). And third, a table of change in en individuals
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physiological signs of anxiety was recorded with correlation of
&1 increase or decrease of anxiety and an increase or decrease
in weight.

- Limitations of studys: This study wes done on the initisl
nineteen subjects to have scheduled appointments to the obesity
research clinic. This then was a study on a self-selected group
(those desiring, presumebly, a chenge of weight). No attempt was
made to esteblish & contrel group. No follow=-up was attempted
for those patients who failed to come or dropped-out in the
course of therapye.

RESULTS

1, Laboratory studies: The PBI ranged from 3.4 to 6.7.
The mean was B.l micrograms per cent, The glucose tolerance test
(100 grems given orally) was run with varying degrees from a flat
curve to one of & diabstic type. Mesns at varying times were,
fasting 8lmg%; one-half hour 1limg%; one hour 116 mg%; one and one-
half hours 108 mg%; two hours 119 mg#%; three hours 84mg%; and
four hours 72 mg#%. Cholesterol levels were run in ten patients.
The range was from 127 mg% to 261 mg%. The mean of these was
188 mg %. Total lipids were run on five patients. The range wes
from 530 to 980. The mean was 814 mg%.

2+ Weight change: The total weight of 17 patients was
4,573 pounds or a mean of 269 pounds. The range was from 379

to 172 pounds. Three patients gained 36.5 pounds, or & mean of
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12.2 pounds. The range wes from 17 to 4.5 pounds. Fourteen
patients lost a total of 180.5 pounds, or & meen of 12.9 pounds.
The range wes from 0.5 pounds to 41.5 pounds. Of the nineteen
patients initially to be seen two failed to show in any clinie

in the University Cliniec. Of the 17 who at least appesred, there
was & mean loss of 8.8 pounds., Of the thirteen patients who have
not missed more then the last two appointments, there wes a mesn
loss of 7.8 pounds.

3. Drop-out: Two of the nineteen patients failed %o make
their initial visit; a 10.5 per cent fajlure. Four other patients
failed to return after attending the clinic for short times, a
23.5 per cent failure to return.

4. Influence of the interviewers: All patients were seen
by either one or the other of the internists and on very few oc=
cesinns both saw the patient at the same visit. Patients seen by
Ve We, in & total of 46 visits, experienced a net loss of forty-
one pounds, or a loss of 0.8% pounds per visit. Patients seen
by M. Jo He, in a botal of 53 visits, experienced & net loss of
101 pounds, or a loss of 1.90 pounds pér visit,

B, Sex: All of the patients, except one, were femalej or
smong seventeen, there was an incidence of 94 per cent females.

6. Pamily hisbory: 1In a review of the charts, there were
ten patients who were noted to have parents and/br siblings

that were "heavy". Unknown family history at the time of this
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writing were seven in nuhmber, Those who had no family history
of cobesity were two.

7. Personality: Only three patients had a definitive diagnosis
recorded in the chart by @ psychiatrist; two of these were recorded
as passive~dependent personality, the other as a passive-ag-
gressive personality. The rest of the patients had a definite
passive overlay in their personality structure.

8. Type of obesity: (Jjuvenile or adult.) In a review of the
clinic charts nine of the nineteen patients are the juvenile
obess type. Ten of the nineteen are of the adult type.

9., Type of eater: In a review of the charts, six of the
patients are Mnibblers", two are "binge eaters", one is & "night
eater", and ten are unknown, the history not having been elicited.

10. Drop-out: Two of the juvenile obese failed to come to the
clinic., No adult obese failed to come initially, but two of
the adults failed to return. Two of the juvenile obese failed
to return to the clinic.

11. Weight change related to type of obesity: Ome sdult
patient has gained 4.5 pounds. Two juvenile patients have gain-
ed & total of 32 pounds, one 17, and the obther 15 pounds. Eight
adult patients have lost a total of 93.0 pounds er & mean of 11.6
pounds. The range was from 0.5 pound to 41.5 pounds. Five of
the juvenile group have lost a total of 94.5 pounds, or a mean

of 18.9 pounds. The mesn weight change of the adult obese is
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f=) 8.8 pounds, whereas the mean weight chenge of the juvenile
obese (not including those who failed sppointments) is (-)
8.9 pounds.

12. Weight chenge related to the type of eater: (using
seventeen patients as a base). The one“night eater"has lost
41.5 pounds; the "nibblers™ have a mean loss of 2.9 pounds;
and the "binge eaters", a mean loss of 5.5 pounds.

13, Reactions to stress by history: Twelve of the nine=-
teen patients noted weight gein at & period of stress (pregnancy,
family cebastrophe, worry, or anxiety). In the other seven
patients, one was able to asgcertain from the history, a‘posi-
tive relation between weight gain and stress.

14, Weight change in only children: Four of seventeen
patients were only children. One of these failed to return. There
wes a total loss of 53 pounds, a mean of 13,2 pounds. One of
these patients gained fifteen pounds.

15. Patient explanetions of weight gein: a) trouble getting
started on work, b) Christmas, ¢) Son injured in an automobile
accident which produced anxiety, d) husband ill, e} to enter
hospitel for a surgical procedure, f) son did not come to visit,
g) sunt died, h) femily reunion, i) daughter moved in after
leaving husband, j) father died, k) death in the family.

16. Patient explamsation of weight loss: a) following

diet, b) initiation of divorce proéeedings, ¢) close to sister
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Table 3.

Sum of answers to various physiological signs of anxiety
a8 expressed by the patients answers.

SIGN YES  NO

1. An increased amount of sweating 2 22
2. Pounding of the heart 5 19
3. Dry mouth 11 13
4, Cold, moist hends. 1 23
5. "Gas on the stomach.” 14 10
6. Swimming in the head or dizziness 11 13
7. Sigk in stomach ' 7 17.
8. A decreased smount of sweating 2 22
19.Lump in throat 2 22
10, Faint feelings 9 15
1l.Trouble going to sleep 12 1z
12, Headache 17 7
13, Diarrhea or loose bowels 4 20
14, Waking up &t night 18 6
15. Nervousness 10 14
NoWe

17, Three of the four patients who faileﬁ to return show-
ed an increase in weight in their lest visits in spite of an
overall decreese in weight.

18, By table 2, one can see that there are significent physi-

ological signs of snxiety in all of these patients except one.

Patient 2 showed an increase of anxiety and also a weight gain

of fifteen pounds. Petient 4 showed en increase of anxiety far
more marked than number 2. Since administration of the question=~
naire she has had a loss of only one and one-half pounds.

Patient 5 showed an initial decreese in anxiety with a slight
gain in weight; then an increase in snxiety with a six pound loss.

Patient € had an increase of anxiety with a one pound gain
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of weight., Patient 7 had not been into the clinie for quite

a length of time but had a mild anxiety end a two pound weight
gein since her:last visit, Patient 8 had no change in level of
anxiety and had & five pound weight gain. She however failed to
return for her last clinic appointment. Patient 9 had a very
high level of snxiety on her initial visit. She failed to return
for her next clinic appointment. Patient 10 showed a marked in-
crease in snxiety and a five pound weight gain. Patient 11 had
an increase in snxiety and & three vound weight loss. Patient

18 hed a substantial increase of anxiety and hed a one pound loss
of weight.

One sees here that there were changes in snxiety levels in
three groups: a) increased, b) decreased, c¢) nochange. There
were eight questiomnaires which showed an increase of anxiety.
Three of these gained weight (15, 1, end 5 pounds); four lost
weight (1, 5, 6, 3, and 1 pound). One showed no weight change.
Two questionnaires showed decrease in snxiety. One had a weight
gain of one~half pound. The other had a weight loss of one-half
pound. One questionnaire had no change in anxiety. She had a five
pound gain,

19. Table number 3 shows the physiolegical signs of an-
xiety emong the thirteen patients to whom the questioneire was
adninistered. The most common physiclogical signs of anxiety

were 1) dry mouth, 2) "gas on the stomsch," 3) dizziness, 4)
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Table 4.
Changes in physiologiecal signs of anxiety.

SIGN Seme Yes to No No to Yes Anxiety Weight

1. 9 1 Increase 1
1 Increase - 1%
2. 8 3 ol -1%
" -3
Same £ 5
Se 8 1 Increase /15
2 " -8
" -3
4¢ 10 1 " —3
5. 9 1 Decresse /i%
1 Increass -1
6. 6 3 Decrease #1%
Increase Nochange
" -6
" ‘1_324,
" _3
7. 10 1 " A
8e 10 1 " Nochange
9. 10 1 " #-5
10. 7 4 " -1
" -6
" -3
Same #5
11. 6 1 Decrease =
4 Ssme #5
Increase -6
" -1
" {1
12. 7 1 " Nochange
3 " -1%
" 7[6
Same %5
13, 8 1 Increase =6
2 " #1
Sane /%
14. 10 1 Decrease -
15. 7 1 " 5
3 Incresse --%
"
.

trouble going to sleep, 5) headache, 6) waking up at night,

and 7) nervousness.
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20, Teble 4 shows the changes of physiological signs of
enxiety. This includes wither their sppearance or disappearance
snd an associated increase or decresse of anxiely ecoupled with
weight loss or weight gain. The greatest number of changes
appeared in the no to yes group (those snswering no who changed
their answer to yes with administration of the next question-
naire.) Twenty-nine changes from no to yes were made; twenty-
three of those were in patients who showed ean increased amxiety.
Sixtedn cf these patients lost weight (range from one-half to
six pounds). Twelve of them gained weight (range from one to
fifteen pounds). One patients weight remained the same.

Eleven changes appeared in the yes to no group ( those answer-

ing yes who changed their answer to no with the administration

of the next questiomnaire). Six of these patients showed an over-
all increase of anxiety. Five of these patients geined weights
four lost weight and two remained the ssme. The most chenges were
made in these categories of the questionmaire: 1) nervousness,

2) heasdache, 3) trouble going to sleep, 4) faint feelings, and

5) swimming in head or dizziness.

DIBCUSSION

Obesity has been presented from meny different aspects in
the past. Among these have been included metebolic disturbances,
genetic disturbances, success in therapy, types of obese and

the degree of success with each in diet therapy. This report is
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e summary of testing done on the initial nineteen subjects
referred to obesity reseasrch c¢linic at the University of Nebresg-
ka Hospital.

With the presumption that obesity is & defense)a questione
naire was administered to the patients in the obesity e¢limic +to
ascertain physiological signs of enxiety in obese individuals on
diet therapy.

The findings here indicate that there are significant
physiological correlates of anxiety in the obese. These cor-
relates centered around (generally) sleep disturbsnces, head-
aehes; and "nervousness" as expressed by the patients. Further-
more, as an obese individual persisted on the diet therapy (in
spite of a loss or gain of weight) he becomes more anxious then
he wag previously.

In discerning that there was a ten per cent failure to come
to the clinic and a twehty-three per cent drop out of thoses
who did attend the clinic, it would appear that the process of
losing weight, or the thought that weight may be lost wes a
factor in thé feilure or drop out. As detected in the results,
there was san increase in enxiety prior to a failure to return
for a elinic esppcintment or failure to return.

Anxiety changes are aprvarent generally by sn increase in
anxiety rather than by e chenge in sign of snxiety. Also once

e sign develops in an obese patient it persists until there is
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s drop cut or a high weight gain has been achieved.

One alsoc notes that there has sappeared among these patients
a weight plateau (little change of weight), indicating & failure
to persist on the diet as prescribed, With this there is yet seen
sn incresse of anxiety. It would eppear therefore that two
factors play a role in producing an increase of snxiety in obese
petients. One that constant surveillance of an individual's
success on & diet produces a rise in anxiety. The other that loss
of weight in itself increases anxiety.

A defense is that structure or adjustment which assists an
individual in dealing with his strgsées or emotional needs. From
the above discussion one can conclude thet obese individuals are
significently snxious. The physiological signs of anxiety increase
asg weight is lost inferring that obesity does allay snxiety. In
the absence of weight loss there is also noted an increasing
enxiety inferring e resction to constant surveillance %o diet
therapy. This factor could possibly be further evaluated to
include controls who had not scught or wére not under medical
therapy for obesity. (Accurate assessment of this inferrence
presents difficulty.) Even by verbsl report obese individuals
admit to gein of weight at times of stress (death, pregnancy,
surgery, illness). Because pemoval of obesity (or loss of
weight) prodaces an increased level of anxiety, one can then con-

clude thet obesity does allay enxiety, acting therefore as a
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structural defense enabling the individuel to better cope with
his stresses and/or emotional needs.
CONCLUSIONS

L. To the initial nineteen patients of an obestiy research
clinie at the University of Webrasksa clinies a review of records
and administration of a questionnaire ascertaining the physiolegi-
cal signs of anxiety was done.

2+ It was determined thet obese patients mamifest high levels
of suxiety.

3. Obese patients become more enxiocus as diet therapy
progresses, it was inferred. This was due to 1) loss of weight
and 2) constant surveillsnce of weight changes by medicel
personnel.

3. It was concluded that obesity dces act as a defense,
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