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P3YCHCGENIC ASPECTS
OF
OBaES ITY

Introduction = In recent years studies of obesity

have been directed along new lines, and some rather
new ideas have been brought out as a possible cause
of obegity. Once the moderately obese person was
looked on as a healthy, cheerful, strong individual,
who was rather steady and unchangeable in his easy-
going course through life. Now it is generally known
that obesity is an underlying or yprecipitating factor
in the cause of many disease conditions in the body,
and insurance statistics show that it leads to an
egrlier grave, and 18 a rateable condition.

Since the recognition of obesity as a
disease problem, many and various classifications and
causes of the condition have been yroposed. In the
lagst few years the psychogenic and emotional factors
have been proposed as an etiological agent of the
condition.

It is the purpose of this papsr to review
the literature on the psychogenic aspect of obesity

and to introduce a few cases of individusl study in



an attempt to present fhe facts and leave the pos=-
8ibility that emotional and psychogenic factors may
be instrumental in the cause of obesity.

Finally, the last portion of the paper
will be confined to the treatment of obesity by the

methods of yesterday and todaye.
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PSYCHOG TNIC 43F3CTS
OF
OBESITY
I. A Review of Literature

Few conditions known tc the medical profession
are so simply treated and yet so consistently mis~-
treated as is obesity. The reason for this mistrest-
ment is easily explained, for it is merely a matier of
a misconception, in the doctors' mind, about the under-
lying cause of the common condition. 4s an exsmgple of
this mistreatment, I would like to present z recent

case which entered the University Hospital.

Case # 1 - (63)

The patient is a twelve-year-old white school girl
who entered the Univergsity Hospital for the first
time on April 20, 1944, complaining of: Excessive
growth and gain in weight in the past one and one-
half years, having grown four inches in height in
that period. In December 1942 the patient went to
Denver to see s specislist who made the diagnosis
of pituitary undersecretion and administered two
hypodermic injections of "Antuitrines" weekly over
a one year period without any effectiveness. These
injections were discontinued in December 1942,
During the same period, from Janusry to December
1943, the patient's family doctor had the girl on
oral doeses of Thyroid extract, giving @s high as
nine grains per day for several months. This med~-
ication was discontinued in December 1942 because
of the development of gymptoms of thyrotoxicosis;
ie, palpitation, fast heart, excessive nervousness,
and tremor. Upon entering the University Hospital,
the patient showed signs of excessgive thyroid sub-
stance even though this medication had been



discontinued for over four months. Weight gain
was exXpecislly marked since December 1943, during
which period she gained forty-five pounds. Studies
carried out in the hospital showed the patient to
have a Basal Metabolic Rate of plus thirty-two per
cent by the Talbot Height Standards. X-ray studies
of the long bones showed the patient to have a
bone age between twelve and thirteen years, while
x-rays of the skull showed the pituitary body to
be of normal size with no signs of pathology. A4
study of her menstrual history showed an early
puberty with the patient having regular and un-
complicated menstrual periods for the past three
yearsg, and normal development of both pubic and
sxillary hair. Finally, the patient was started
on an 1100 calory diet while in the hospital, bdbut
she lost weight so rapidly (ten pounds in nine
days) that it became necessary to raise her caloric
intake to 1800 calories to stop this too rapid
weight loss and make the patient more comfortable.
The patient, showing a loss of thirteen pounds on
no other therapy than a reduction diet, was dis-
missed after twelve days in the hospital. 3he
was given a diet to follow at home and told not
to take thyroid for fear of irrevergible harm
which might result.

This case presents a very real picture of how
many overweight youngsters are being treated without
results, because the underlying cause of their condition
is not understoode.

It has long Been the desire of the laity and
the medical profession alike to find scme substance
which would simply melt away the unsightly adipose
tissue without any harmful effects on the individusl
and without foreing him to give up his ravenous appetite.

It is s5id that the ancient Greeks c¢lsimed the Cretians



to have had such a drug, but never to have made this
gecret knowne. If such a drug existed, its secret was
lost, and medical science is still searching for ite.
Much has been written about obesity with many
causes and cures suggested and varying reports accompan-
ing each article. OUne of the earliest accurate reports
written on obesity is the work of William Wadd (60) in
his book, "Cursory Remarks on Corpulence®, published
in London in the year 1816. This book was written by Wadd,
the doctor, to a lay friend, who desired some simple
work that would explain the condition of corpulence or
obesity, and suggest the best method of combating it.
In his book, William Wadd reviews sll of the known ideas
on obesity and many of the better treatments known to
that period. Wadd stresses that the chief cause of
obesity is overeating, and that the only satisfactory
method of treating the condition was by simply not eat-
ingso much. He said that corpulence may exist to a
certgin extent without being noticed, but, when it
becomes burdensome, it is a diseasse problem and may lead
to sudden death. It was realized that predisposition
to obesity varied in different persons, but, besides

heredity, one must also tazke into account the habits of



life. Discussing the causes of the cond;tion, Wadd
said, "Free indulgence of the table is the principle
cause." Pointing out that the lower laboring classes
are not bothered with such a disease, he states thst
it is only in those who have means of obtaining the
comforts of 1life without labor that such a condition
exists. He goes further to say, "Spare diet and labor
will keep constitution, where the disposition is the
gstrongest, from being fat." Wadd tells of other
theories of his time for the cause of obesity, but
rasses them off with the stzetement that the founder
of these theories was so fat himself that he resembled
an overstuffed feather bed. The following statement
by Wadd seems to sum up his idea of the cause of
obesity, "In an army of forty-thousand foot soldiers
you will find not one fat man, but give these soldiers
a period of plenty and rest, and twenty of the forty
will become fat." William Wadd's views of the treat-
ment of corpulence will be discussed in connection
with another portion of this paper.

In some communities obesity is looked upon
as a desirable condition, and the obese are the most
populare. As an exsmple; Tusisian young ladies are

fattened for their marriage, and in Gordii obesity was



so admired that the fattest rerson in the kingdom was
made ruler-. The emperor of Mogul is publicly weighted
each year on his birthday, and if he has gained weight
since the previous weighing, there is a public rejoic~
ings These strange beliefs can be best explained by
understaending that obesity was most often associsted
with an environment of wealth and plenty; therefore,
the most obese person was the most wealthy and the
most desirable. With the progress of civilization

and education, this idea was replaced by the idea that
a moderate, normal build is more to be desired than
the unsightly bulk of an obese person. VWhen dome was
at her height, the mothers used to starve their daughters
until they were quite thin, and thus make them more
desirable wives. 4and so is the trend of present day
civilization, the obese person being a subject of
ridecule and torment and not as desirasble as the in-
dividual of normal features.

It has been believed‘for many years that the
fat person was always jovisl and free from care, seeing
the pleasant side of life, and not suffering from the
rains of emotional stress or‘discomfort. This, however,

is now known to be superstition, and fat individuals



‘actually have very violent tempers and suffer far
more from emotional unrest, because of their'con-
dition, than do normal individuals. These findings
are especially true in children.

1t is now time to give a definition of
obesity, that we might have the same understanding
of the terme. Obesity is a nutritional state in which
the gtorage of fat exceeds the amount that is commonly
congsidered adequates As s means of differentiating
between the heavy and the obese individual, a 20%
weight excess over the normal is arbitrarily taken to
be the dividing line. That is to say, that a person
twenty per cent overweight in considered obese.

Von YNoorden (45) was one of the earliest
investigators to come out with a classifiication of
obesity, dividing the condition into exogenous and
endogenous obesity, and differentiating between them.
In exogenous obesity the food intake, or energy ex-
penditure, or both, are supposed to be markedly dif=-
ferent than tne normsl person. While in endogenous
obesity the actual economy of metazbolic processes are
supposedly disturbed. Because of its simplicity this
classification was used for a whole generation, and

is still used by many physicians in sgite of the



increasing and well founded evidence against its
correctness.

Investigators have laid far more stress on
faults in 2nergy expenditure and upon abnormal metabolic
processes than on errors in food intake. kany authors
put the problem of food intake secondary to endocrine
disturbances or dysfunctions. This assumgtion, that
pbesity is usually an endocrine disorder, has led to
many misconceived idess as to treatment and indiscrim-
inate and harmful use of endocrine products. Some
authors even went so far as to report that goor eaters
grew stout and remained so on inadequate and exceedingly
low diets, leaving the impression that the "Law of
Conservation of #nergy" did not hold true. Which is
to say that energy requirements and the oxidative pro-
cesses of the obese person are different from those of
thie normsl person.

Newburgn and Johnson (39, 40, 42, 42, & 44)
have demonstrated numerous times that the energy ex-
change in zan obese yerson is absolutely normal, and
that undernourishment in an obese person results in
loss of weighte. Their investigsetions have led them to

believe that there is no such thing as an endogenous



type of adiposity and that all obesity is "simple
obesity", with excessive inflow of energy to the body
being the immediste cauée of every case. ZLauter (31)
even goes fur ther to'éay that the caloriec output of

the obese patient is equal to, or even surpasses, that
of a normal person, showing that the positive metabolic
balance with an accumulation of fat must be the result
of an intake of food in excess of the nofmal reguirement.
He glso states that patients with so=-called "Endocrine
obesity" consume amazing quantities of food exactly as
do obese persons without endocrine dysfunctione.

In a thorough and compglete study of forty-
six cases picked from a series of two hundred cases of
obesity, diagnos=2d as endocrine disorders, not one single
case was found to have any endocrine abnormality by
Bronst=2in and his associates (5 & 7). Various gland-
ular extracts and other drugs were used, and, after
studies lasting over two years, the best results were
found to be obtained by diet restrictions alone. =Ex-
cessive appetite was found to be the underlying path-
ology in nearly all instances. 1he authors staté that
oral administration of large doses of thyroid extract
did not cause any loss of weight whatsoever. Bronstein

(5) went on to say that his studies have led him to



believe that obesity, in mentally adequate children,
will correct themselves sponﬁaneously at or zbout
the time of puberty. The r=2ason provably not being
the development of puberty, but rather the fact that
the child becomes conscious of his handicap and is
then willing to cooperate with an adequate dietary
regime. 4s a rule most investigators refuse to con-
sider overeating a cause of obesgity, and those who
do recognize it, ususlly imply that it plays a sec-
ondary role in the production of the condition.

Bruch, (12, 13, & 14) in reviewing a series
of one hundred and forty-two cases with obesity s
conspicuous clinical symptom, although not aslways
the chief complasint, found that in relating food
histories, there was a definite tendency of both
children and psrents to minimize the amount of their
food intake. lost cases showed a great over intake
of food after detailed questioning or after sz visit
to the family surroundings. In tiuese studies a gain
of more than ten pounds a year was considered abnormal,
in spite of the difficulty in evaluating the weight
curve of a cnild becsuse of his rapid growth.

ldost obese adults, after resching a certain

weight which is characteristic for them, keep their



weight as constant as normsl persons. Since £he basal
enérgy requirements of obese adults usre higher than
normal, their food intake will be high, although not
consypicuously sos When the condition is developing,
the body accunulates yrogressive amounts of fat, and
the energy inflow must be definitely above normal.
This developmental phase of an obese condition is, as
a rule, during cihildhood.

The quantity of Hod taken was described zs
large in over three-fourths of the cases studied, but.
commonly the patient's parents were unable to correctly
describé the guantity of food and did not know the
normal reguirements of a growing childe. The composition
of the diet proved in a greal many cases to be almost
the same. WNearly all of the cinildren overate of starchy
foods, while 1little or no milk and vegetables were
eaten. Yhis dislike for milk was, in many cases, the
reason for:the increased intake of food, such as ice
¢ream or cake to furnish the child milk in more at-
tractive forms. Not one child‘in the entire group ate
a mixed, well-balanced diet. Vegetables and salads were
the most uniformly disliked, and meats and eggs brought
little response from the children.

It is necessary, here, to undertake a short

physiological discussion of appetite and hunger as
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they are related to the development of obesity. First,
hunger may be defined as the expression of physiological
needs of the body for materials necessary to carry on
its activities. <Yhe drive of hunger is a condition
seldom experienced by man. Appetite is the conscious
desire for food, which may be stimulated by the hunger
mechanism, the result of habit, a means of entertsin-
ment, or, finally, as an cutlet for nervous energy.
indulgence in food, like that in alcohol,
may be the result of emotional stress. Illany obese in=-
dividuals claim tney do not eat much, and their meals
do not se=m to be lasrge. However, when their habits
are closely checked, it is found that they eat as
much ag the nervous man smokes. Thase persons admit
hey do not est becsuse they are hungry, but for some
other resson. However, this is the tyre of person who
is zlmost zlways compelled to do something, either to
tap his foot, to play with his key chain, or, if food
is near st hand, to eat. Women, while playing cards,
will remark they ﬁustn't cat any more candy, because
it wight meke them sick, and while absorbed in a hand
of eards will unconscionsly r2sch for snother piece.
The release of nervous energy through food

intslre soon develo.2s the habit of overeating unless



contfolled oy judgment, and an outlset for this energy
provided in some other way. It has been clearly proven
that obesity is due to excessive intake of calories and
emaciation due to an insufiicient intake of calories,
but both conditions depend upon appetite. 4 normal
individual may meintain a standard weight over a period
of years if his living conditions remain constant and
his nervous system stables 4 decrease in activity or
an increase in emotiongl stress may cause a gain or
loss of weignt.

A fat person is popularly considered to be
the happy, easy—-going, phlegmatic type of individual,
but clinical observation shows that he may be of &
very emotional nature. any worry or mentsl upset might
produce the common and often repeated comment, %I get
so nervous that I just have to eat”. Ffood seems to be
an outlet for some of this nervous energy, and a 4if-
ferent channel must be openad to divert his interest
from food, hefore weight reduction may be accomplished.

The idea of emotional stress playing a part
in the prodw tion of obesity, which has just been
mentioned, is rather sz recent theory advanced by such
investigators as Bruch (18), Bronstien (5), and others

(44 % 47), who have carriesd out a great man+
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investigations on obese children. They found conditions
of excessiveemotional stress in a very large majority
of the cases of obesity which nad previously been
diagnosed endoerine unbalance.

IFrobably the first mention of the emotional
aspects of obesity does not exist in the writing of
the present day investigators, but goes back to the
work of the dnglish playwright, William 3hakespeare,
in his play "King Henry IV" and his jovial rogue,
“Falstaff". BShakespeare (50 & 51) not only describes
the good nature of a fat man but also shows some of
the emotional unrast which is now realized to accompany
excessive obesity. Throughout his entire characterization
it is possible to discern the underlying presence of
inadequacy and inferiority which Falstaff feels. His
whole idea of obesity is well summed up when Falstaff
says, "aAs I grow great, I grow less", (50) which can
probably be interpreted to mean that, with his increase
in size from overeating, he grows less as g man whom
other men look to with respect and tecomes a butt of
jokes and torments Shakesﬁeare (51) also szid in a
later part of his play, "I would my means were greater,

and my waist slenderer". PFalstaff expresses his wish
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that he had not wasted as much of his time eating
but spent more time developing his body and mind.
Ubesity seems 80 obviously to be a somatic
condition, that it may appear quité far fetched to
approsch the problem from a psychiastric angle. ‘/hen
one does think psychologically, he thinks first of the
extreme difficulties associsted with the ability of
the obese child to make the necessary adjustment to face
society because he is fat. Ubese children suffer much
and are the butt of a great deal of ridicule and humor. .
This rebuke by society makes the obese child so ashamed
that he will refuse to tske part in any activities which
allow others to view his shapeless body. Thus, they
shun healthy play and exercise and become inactive and
sedentary. OUbesity tends to set a cﬁild apart and in-
terfere with his socizl life, not allowing this impor-
tant feature of maturing to develop and tends to leave
. the child with an insecure feeling about his ability
to face society.
Obese children are fundamentally unhappy and
maladjusted, characteristically timid and retiring,
clumsy and slow. Lthese children have a shy, unaggressive,

withdrawal behsavior and are oversensative to possible
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insult and injury, lacking self-confidence and self-
reliance. The lack of self-reliance and self-confidence
can be explained as a response on the part of the

chiild to repeated rebuffs which grest him day by day.
Thus, obesity plays a determinant role in the develop=-
ment of personality.

Actually, however, this difficulty of per-
sonality development plays only a minor role in the
p8ychologic aspects of obesity, being secondary to a
more basic and involved environmental maladjustment
which existed at sometime long before difficulties of
adjustment were consgicuous, or before the children
were handicacped by an ungainly bﬁlk- This suggests
that psychological and environmental factors play an
important role in the production and development of
obesity, as well as in the adjustment difficulties
accompaning ite

lany investigators and clinicians have fail=-
ed to recognize this psychological disturbance, or they
refuse to connect it with the existing obesity, blam-
ing the obese condition upon some other disorder,
popularly & dysfunction of one of the endocrine glandsz.

darly work on this endoerine theory in the

production of obesity dates back to the investigations



of Babinski (1) and ¥rohlich (10), in which they describe
a condition of hypophysial tumor that presented a syn-
drome charasctarizsd by an onset with headache, and
vomiting, followed by some disturbance of vision with
expansion of the tumor to involve the optic chiasme.
Accompaning these complaints, there was noticed zdi-
posity and a feminine, infantile appearance of the
patient. These last two conditions were merely second-
ary symptoms which were observed by these men, but had
been overlooked by earlier men who had reported the
gsame condition in older literature. This is the Frohlich
syndrome as described by rrohlich and is of clinical
merit in that he recognized for the first time the di-
agnostic significance of adiposity and other trophic
changes, such as genital underdevelopment, for the
localization of pathologic cerebral processes. ZXFrom
these disturbances it was possible to point to the
hypophysis, or the area around it, as the origin of
the neoplasm.

The region of the hypophysis seemed more
nearly correct ss the location of the tumor. <This was
pointed out by 3rdheim (£4) who agreasd that adiposity

was a frequently occurring symptom with a tumor of the
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pituitary, but that it was doubtful that the hypophysis,
in its role as sn endocrine gland, was responsible for
the condition. ZHErdheim based his arguments on autopsies
which showed that only tumors which had grown beyond

the hypophysis and the sella turcica were associated
with obesity. However, he did admit that disturbances
of growth and sexual development were related directly
to lesions of the anterior lobe of the pituitary.

Other investigstors as Bailey.(2), Breuer (2),
and Kulton (25) were of the belief that lesions of the
hypothalamus resulped in the develogment of the obesity,
and lesions of the pituitary resulted in genital dystrophy.
Later_Smith {52) proved without a doubt that é lesion
of the hypophysis alone did not result in the develop-
ment of obesity but did present a sexual underdevelop-
ment, while a tumor or lesion of tae hypothalamus zlone
did result in very exsggerated adiposity and did not
show any evidence of sexual failurs.

Of recent years the symptom complex of
Frohlich's syndrome seems to have taken on & new mean-
ing, no longer being assocliated with s tumor in the
region of the hypophysis, but now applying soleiy to a

condition of obesity with & dystrophy of the genital
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organs, using only the minor symgtoms of Frohlich's
syndrome snd disregarding the chief complaints of
headache, vomiting, and eye chsnges which were once
so chsracteristic for this condition, as Freohlich first
described it. Often tines the disgnocsis of Frohlich's
syndrome or aAdipgosogenital Dystrophy is made on cbesity
and underdavelored genitels before the child has had
an opportunity to pass through the age of puberty and
his genitals a chance to develop normzslly.

The growth patterns of obese children and
of normal children who msture egrly present fundasment-
ally the same picture, thus suggestiing that the laws
regulating the growth of ob2s= caildren and those of
normsl children are wasically the sames Bruch (8 & 15)
says thet the gross size at a given age should be regarded
ags the momentary stztus in the growth pattern of numerous
single elements which make up the organism as a whole,
and which, becsuse they have certain degress of inde~
pendence, may produce widely different types of body
builde Studies have been made evaluating the growth
trends of a group of homogeneous cnildren from age to
age from which one is able to gredict the growth trends

of an individusl, such &s an obese child, whose aspect
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differs markedly from a normal child, and yet whose
growth process may be governed by the laws thet apply
to the average child at a comparable stage of devel-
opmentes

Only a few factors seem to be of great
imgortance in determining the growth of obese children.
First it must be reslized that there is an intrinsic
quality present in each organism that governs the
powers of growth and differentiation. Once it is
realized that this growth follows a hereditary pattern
which ineludes this siecific intrinsic quality prev-
iously mentioned, it should be understcod that these
hereditary patterns may vary widely for different
structurss at different times and that the duration of
the individual periods of growth vary accordingly. The
second primary factor to consider is that growth is
conditioned by internal and external influences. The
endocrine system is an example of an internal influ-
ence and is recognized as a factor in the cause of
obesity, but one must not make the mistake of over-
rating its influence. Nutrition is an example of an
external influence and has been rather widely studi-=d

and obviously found to be of material significance
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in the growth proovlem, expecizlly as pertaining to
obese children.

It is doubtful whether a dietary supple-
ment can raise tne intensity of growth above the
rate bf the inherited growth patterns, and similarly
the hereditary growth patterns are determined by the
gpecific intrinsic guality.

From the preceeding materisl it therefore
may be concluded tinat the growth of an obese child
is governed oy the same laws as is the growth of a
normal child and that, while the body types differ
widely between the obese and normal child, there is
no marked difference in growth patterns.

Many investigators (23 & 49) consider obesity
& condition of lowered metabolic rate, but in deter-
mining this, these investigators use the surface area
standard which is used for adults and which doss not
hold fur obese children. from a series of investiga-
tions carried out by & group of investigators (54 & 61),
we are led to the conclusion that the basal metabolism,
as ordinarily messured snd reported, is a very untrust-
worthy guide to thes possivbility of any underlyine en-

docrine disorder. furthermore no relationshipg
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can be proven in the pathogenesis of obesity. Talbot (58)
explains that, to clerify the meaning of basal metabolic
rates in children of zbnormal body build, one must de=
termine the rate of heat production of the active pro-
toplasmic mass, pointing out that from the view cof
energy metabolism the body may be divided intc two types
of tissue, namely, the tissue that produces heat, or

the active protoglasm, and the tissu2 which does not
produce heat, or the passive protoplasme. Muscle tissue
constitutes the major gportion of the active proto-
plasmic mass of the body, while bone, fat, and water

are examples of the inactive type. It is therefore
important to determine tihe rate at which the active

or heat producing tissue is metsbolizing, before it is
possible to determine the basal metabolic rate of an
obese child. The sctive tissue is used for this de-
termination because it is believed that this is the
tissue which serves as the chief source of body heat.
The active protoplasm can be measured by a determina=-
tion of the creatinine output in the urine for twenty-
four hourss The creatinine coefficient is then
determined by dividing the outgut of crestinine in

milligrams into tine body weight in kilograms. In obese



children it has been found that this coefficient is
forty jper cent lower than in nonobese children, thus
implying that the obese child has forty per cent less
active or heat producing tissue for every kilogram of
body weight than the non-obese child. Nevertheless,

the obese child has about the normal émount of mus-
cular tigssue for his height as evidenced by a creatinine-
height standard. dt, therefore, seems thst the chief
difference betwzen the obese and the normsl child is
that the obese child has an accumulation of an ab-
normal amount of inactive adipose tissue, which should
be considered in e#éry study of energy metabolism on

the obese child. The regular basal metabolic rate’
sufface area standard does not take into account this
excess of inactive tissue, and therefore gives a read-
ing which is inaccurate for the true basal metabolism

of the obeée child. lisny clinicians are misled because
of their failure to understand tinis fact, and thus csases
of obesity are thyroid or pituitary disturocance on the
basis of a lowered basal metabolic rate, when actually
the basal metabolic rate is increased when corrected

to the proper standard for an obzse child. This standard

is one in which the calculations are done in terms of
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height rather than weight, the height standard being
more nearly accurate than the weight standard because
of the amount of inactive tissue which confuses the
weight standard. By this same mistake much thyroid and
otner endocrine theraply is used in the treatment of
these obesities and prove to be failur=s in corr=cting
the condition aﬁd are often quite harmful to the child
with an already markedly increased metabolisme.

It way be concluded thst the bassl metabolic
rate of a protoplasmic mass is moderately elevated in
adipose children. This finding, supplemented by mea=
surements of stature and skeletal maturation, signifies
that fat boys and girls are of a constitutionzl type
and not necessarily suffering from a deficiency of
anterior ypituitsry or thyroid hormones.

It is stated above that stature and skelestal
maturation of obese children is normal or above normale
This is evidenced by a series of hundreds of cases by
such investigators as Bruch (8), Bronstein (4), Talbot (54),
and others in which roentgenograms were taken of the
skull and long bones io determine the bone age. In sgll
of these cases it was found that the bone age wss normal
or above normals.

finally, there is a popularly misconceived

ides that obese children have an sbnorwally slow or



even absent sexual maturation. This idea relates back
to the whole misconception of Frohlich's syndrome which
originaliy was taken to show an absence of sexual mat-
uration. 4ctually, in the syndrome described by
Frohlich (10) in 1910, sexusl immaturity was a sec-
ondary symptom. Usually ob2se children without & pi-
£uitary tumor develop normal sexually. Iuberty repre-
sents that phase in maturation during which sex functions
and charactaristics make their appearance. Therefore,
diagnosis of failure of sexual function can not be made
befbre the age at which it is expected to occur. The
time of occurrence of puberty is in relation to growth
and development of the child throughout childhood. 1In
more than two hundred cases reported by Bruch (15) in
which obesity had developed before puberty, including
both bo¥s and girls in the cases, it was found that
sexual development occurred in sll cases, and in well
over eighty per cent of these cases puberty occurred

at the same age or at an earlier age than in the non-
obese child. It is proger to believe that of the few
cases who do0 not mature until late, the same number of
gimilarly late maturity can be found in the nen-obese

children. after this study, Bruch was of the impression



that puberty takes place more rapidly in these patients
if they lose their excessive fat. Yet obese boys and
girls undergo sypontaneous puberty even if they remain
obese or continue to gain more weight. ‘hether or not
puberty has a decisive influence on the weignt of chil-
dren can not be answered at present. .at least it is
known that an obese child will not develop into a slender
child with the occurrence of puberty. However, it is
a frequent occurrence that the child loses weight with
the onset of puberty. This is usually because the child
becomes more conscious.of his handicap and is willing
to cooperate with an adequate reducing di=t, rather
than the fact that puberty causes the child to lose
weight.

in view/of the preceeding findings of in-
creased growth, early pubérty, and high basszl meta-
bolic rate, it is obvious that the abnormsl size and
peculisr behavior of the obese child can not have re-
saulted from any hormonal deficiencys. There is azlso a
high degree of intellectual advancement in most obese
children, having more than the average intelligence of
a non-obese child of the same age, as proven by Stanford-

Binet intelligence test. Actually, with the exception
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of the abnormal body size, you will see only a marked
retardation of social and emotional msturation which
express themselves as an overdependence even at advanced
ages, showing a lack of independence in every detail of
life and life functions.

With some endocrine disturbance ruled out
as a cauge of excessive weight, it leaves the cause
of obesity as an excessive intake of food and a decrease
in energy expended. Now, we must go back to the cause
of this increase in the intake of food. It was men-~
tioned earlier in this paper that aemotional factors
play an important part in the development of obese
childreh. Now, we must consider how emotional factors
may act to increase the food intake and thus cause the
laying down of excessive adipose tissue, and increase
weight.

Increased appetite 1is considered an allied
symptom of nervous tension and anxiety, but few authors
probe into its origin. Cbesity can be interpreted as
a simple behavior problem related to emotional conflicts.
Problems of maladjusted and anti=social children can
be traced back to infantile fixations, sexual repres-

sionsg, maternal rejections, insecure home life, and
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sibling rivalry. The behavior of a human being is an
expression of the resultant of the interaction between
an individual and his environment; or, as Lurie (35)
says, "Life is the adjustment of inner and outer re-
lations". Therefore, to propsarly interpret an individual's
behavior, the psychologist must know all about the
individual and his environment.

Personality is often severely altered by
physical defects. OUrganic effects may be classified
as direct and indirect, the direct effect being the
actual effect on the body, the indirect being on the
child’'s attitude and behavior giving rise to infer-
iorities and so forth. The fat child's social adaption
to life is one of easy complianée and submissivenesse.
How this child reacts to the constant teasing and taunt-
ing wnich he must undergo depends upon his environment.
The child may withdraw, becoming submissive and retir-
ing, to some amusements which he is as able to enjoy as
eating, or he may resort to bribery to get into the good
graces of the gang and stop this teasing. Or finally,
the child may‘develop a feeling of hostility and act-
ually become anti=-social avoiding all contact with

individuals of his own age. The child resorts to eating
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as a soother to his wounded pride or handicap in not
being able to compete with his fellows.

To say that environmental factors conduce to
the development of obesity is not to say that a certain
environment in itself can produce obesity, but rather
that certain preliminary requirements, both in the
environment and the individual himself, have to be
fulfilled before obesity becomes manifest. It seems
that severe degrees of obesity were less common among
the well-to-do economic¢ group than in the marginal
groups. +‘he condition seem=d to be more prominent in
immigrsnt families than in those with an American back-
ground, with some preponderance in the jewish children,
but this is not as great as it was once believed to be.
As a matter of fsct, the most severe csses were found
in the Irigsh and Italian children.

Althouéh the parents were of the poorer
classes, they lived in moderately nice homes. However,
in most of these there was no space provided for the
children to play or to express themselves. This one
fact alone may in part explain tae great lack of self-
expression among the obsse children. ZExpression was

not only curtailed by the lack of space, but in many
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instances it was lost because of the presenee of
relatives in the home which made free expression
impossible. The presence of relatives also led to s
large degree of tension and friction crested by nagging,
hushing, or spanking, resulting from controversies as
to the rearing of the childe. Often times it was found
that space was sacrificed to allow the family to live
in a better neighborhood and allow the child to go to
a bett=r school and meet the so-cslled better class of
people. Far too often the home was given over to the
protection and preservation of the furnishings and
fixings of the home.,

The marginél economic level of +these families
seemed to be a contributing factor in the over~feeding.
The abundance of food represented the one contribution
to luxury. many of the parents had exyerienced poverty
and cruel hunger in their childhood and were determined
to keep their children from the same sufferings. “When
economic security was missing or lost, a larger food
intéke gserved the purpose of combating anxiety. In a
number of cases the onset of obesity in the child
could be dated vack to a financial reversal of the

parents. dn most of the familiss the amount spent for



food was disproportionately large as compared to the
money available for the other needs of the family.
There were no complaints about the costs of food, but
there were many complaints about the costs of over-
sized clothing, and complaints about the costs of food
for a diet. 4ll in all, food played a prominent part
in the family life, and it would be difficult, if not
impossible, to bresak dowh the idess and emotional
significance which the family has put upon food and
food intake.

\In thig s=sries of hundreds of cases reported
by Hilde Bruch (11) in which she went at the emotional
aspects of obesity from the background and beliefs of
the parents, she found that social contacts and cultural
interests of these families did not reach beyond the
narrowest of family limits, and that the greatest number
of parents were foreign-born and without education or
social advantages. lMany of the fathers felt defeated
because of their past 1life and life situations. XNone
actively entered into the struggle for success, all
exhibiting a fundamentally passive attitude. Life had
not granted them what they had hoped for, and because
of this they would do nothing to gratify these hopes.

The outstanding impression of the personality of the
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mothers was an overt display of self-pity yet dom-
ination. Yhey spoke of themselves as'sick, unhappy,
and misunderstood wbmen, seeking an expression of
sympathy for themselves and their misfortune. There
was an inability to perceive life situations in a
realistic views

Host of the women had undergone a life of
hardship, cruel poverty, and bitter disaprointment.
Many were foreign-born, soue of them coming to this
country alone to get away from the hardships of their
homeland. They arrived expecting advantages for an
education and freedom of personal development, but
many suffered from homesickness and, due to lack of
funds, drifted into sweat shops receiving little reward
and even lesgs oppor@unity. The excessive demands made
upon these mothers énd the need to contribute to their
own and others' support had been forcedon them at an
early age before they had reached sufficient strength,
inner security, and self-relisnce. 4ll of the women
reacted to thesé demands with resentment and the feeling
of having been exploited without reward and having been
thwarted in their education and personal development.

All were immature in their socizl contacts zand limited



themselves to the narrowest circle of their family.
The mothers' dissatisfaction and hostility manifested
themselves in endles:s complaints, exzcting impatience,
and aggressive irritability.

Irolonged attachment to their parents appeared
to be linked with the complaints of not having had a
real childhood like they wanted, and they seemed still
to be searching for some fantastic normal and carefree
childhood. Because of this econtinued search, they are
not capable of going forward toward emotional maturity
and of accepting adult responsibilities without self-
pity and complaintse. d4n their impeded emotional de-
velopment, their frugtrated longing for a happier child-
hood for their children. (actually for themselves) may
be thought to serve as one source of their attitude and
reaction toward their children.

The parental relationship in many of the
families in which obese children are found is on a
very insecure basis, with many of the cases coming from
broken homes where the father has deserted the family
or has died and the mother has had to be the bread
winner as well gs the love element of the family. A4s

a rule the mother is found to be the dominating parent



in most of these families, with a predominating lack
of understanding and absence of common interest plainly
visible even though no open friction could be detected.
dany of the fathers sough interests outside of the home
in which the wife did not participate, many of these
leading to a vary insecure feeling which was easily
detect=ad. Far too many of the familiess were dominated
by the mothers whd were so preoccupied with their per-
sonal problems and unhappinesses that they could not
give themselves fully to their famili=s and could not
provide a sécure and harmonious family atmosphere.

The feeling of the parents toward the child
is undoubtedly an important factor in the emotional
development of the child. In many cases the child was
not planned and was an unwanted member of the family;
in a surprisingly large number of these cases the mother
had considered a criminal abortion to rid herself of
the unwanted child, but, because of religious or medical
reasons, the act was hot performed. In several cases
the sex of the child wss not what the mother had wanted,
and she expresses resentment at having a boy when she
wanted a girl, this resentment leading to a feeling of

emotional insecurity in the child's life. As a genersl
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rule, however, the mothers of girls did not show this
sexual diszppointment as frequently as did the mothers
of boys. In a few instances the obesity of the cnild
was in some way connected with the death of a brother
or sister. OUften the child was planned by the parents,
but, vecause of some financizl set-back, the child
becane a burden upon the family. In all of these
cases there is a subconcious feeling of resentment, and
most of thése mothers failed to make a proper adjust-
ment to the unwanted child, giving rise to a feeling
of displeasure and animosity and causing a delay in
the emotional maturity of the child due to lack of
maternal adjustuent. It is tfue that many non~obese
children were also unwanted children, but, in a series
of control cases studied, it was found thst an early
maternal adjustment was made to the child and none of
this feeling of animosity wss detectable.

Tue attitude of the parents toward the obese
child was quite inconsistent, but usually an overt display
of overprotection, esyecially on the part of the mother,
was present in nearly all cases reported. The parents
playsd at devotion and affection to cover up an under-

lying but evident insecurity in relation to their child.



In some instances flagrant rejgctions and hostilities
expressed themselves in cruel beatings and inhumane
threads which were used to discipline the children.
4 constant apprehension of injury or death to the child
seemed to haunt many mothers, and this seemed to be
relieved only when the child was in their presence.
These fears also included physical dangers, the ordinary
risks of childhood, and morsl hazards to which the c¢hild
might be exposed. This apprehension on the mothers'
part led to major overprotective devices, such as
limiting the children's play, accompanying them to
school,land chocging their fellow companions, thus re=-
tarding the child's individual personality and social
developnent and suppressing the emotionsl maturity.
Frequent punishments were inflict=d by the
mother as a relief for her own irritability and coften
bore no relations to the acts of the child. In a few
instances beatings and threats were used to provoké
marked emotional response on the part of the child.
For example, threats of desertion by the mother and
separation were frequently used to throw the dependent
child into panic and cause him to hysterically cling

to his mother and b=z her ncet to lzsves Such an act



as this was interpreted to be an expression of genuine
affection for the mother by the child.

in none of the cases studied was the mothers'
means of expressing or receiving affection what cne could
call mature. Never did it manifest itself ss a free
flowing warmth and tenderness of genuine love, but was
more an affection by demand, returning the gffection
with gifts such as food rather than love and care. Most
of the parents tried to get the affection from their
child thst they had missed in their own early life and
which was not found, ss they had hoped, in their marital
relationshipe Farents too often tried to give their
children the things thst they hed migsed in their own
childhood and this led to an environment cf primitive
luxury, which in =z good number of cases wes centered
around food e

Common to all cases was the high emotional
velue with vhich the offering and receiving of food
was endowed. Children were condemned and punished for
their shortcomings by the removsl of food, such as not
letting the child have supper because he did something
wrong during the daye. Or the child was prais=d4 and

rewarded by the giving of food, as buying him an ice



cream cone because he was such a good child today. This
practice cheats the child out of real love and affection
and substitutes the receiving of gifts, so, when the
child is under emotionsl stress, he does not turn to
the love and affection which most children have, but
rather he turns to the only love which he has known,
namely, the intake of foods The fundamental need of
esch child of being loved and accepted as an individual
in his own right and of growing up and developing at
his own rate was not allowed, and this called for special
devices on the part of the child; therefore, he eats.
Development of obesity is one form of the
' child's response to his environment. This connection
can be clearly pointed out in those children who gain
weight rapidly after some upsetting event in their
family circle. Jhy the child eats as a result of the
loss of someone dear to him»who was a source of con-
fidence can not be discussed, but forces influencing
the development of this obesity can be esasily recog-
nized in his environment. Without any question of
doubt, overeating and unactivity hawve a definite enmo-
tional meaning in the obese child's 1life and in that

of his parentse. It seems that food intake has an
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alleviating effect on anxiety while aciivity, on the
other hand, has the effect of increasing anxiety.
Greediness and selfishness are expressions of dis-
satisfaction by the obese child, driven by inner

tention and anxiety, while he uses excessive eating

and withdrawal from threatening to alleviate his feel-
ing of insecurity and insignificance. The whole prbblem
might be explained in this way; in an attempt to realize
his innermost striving for personal growth and independ-~
ence, the exaggerated physical size gains great emotional
significance. The increased body largeness gives the
child a sense of power and strength which actual human
relationship has denied him, thus, giving a creative
striving in a rather distorted form.

The patient may come to accept his deficienéy
of drive with his total personality and make his whole
adaption under its influence. ‘When impeded and ridiculed
becaus2 of his obesity and inability, the child's self-
estzem will be shatiered, and he will react with a feel~
ing of inadeguacy and give up all attempts to be other
children's equal, becoming overdependent, shy, and anxious.
He may even play with girls in greference to boys, thus

obtaining new shelter snd substitutive gratifications.
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Other patients, after an initial period of overdependence,
respond to the above factors with hostility and aggression.
This ov=sraggressive behavior is, however, limited to
certain situations or persons, while many features of
overdepend ence are maintained. The attack is usually
toward those who actually injure the patient's self=-
egteem, or, in some'instances, the patient may project
this injury on persons in his environment and in that

way blame them for his own somatic deficiency. This

is a renewed attempt at mastering difficulties and offers
substitutive gratification through pleasure in cruelty

t0 gibling or playmates.

The patients react to motility and lack of
drive in wvarious ways. There seems to be discrepancies
between their aims and their gbilities to execute them,
leading to an oversubmissive behavior. Predominance
of oversubmissive or overaggressive reaction type in
a given patient is correlated partly with the age at
which the symptoms become a problem and partly with the
child's relstion to his parents and siblings. Notility
digturbances or obesity before the age of five years
tends to maske the ¢hild overdependent; whereas, later

appearance of obesity is prone to make the individual
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overaggressive. It is guite hard to tell at what age
the child becomes aware of his inadequacies. This time
may be seen when the child shows symptoms of not urin-
ating in front of the other boys, and not comparing his
genitals; feeling inadeqguate, depressed, and hostile.
This would tend to make the child overdependent espec—
lally if noticed earlye.

Often the effects of an excessive oral drive
may be complex, arouse the opposition of parents, and
lead to fears of punishment and loss of love. 3till
the patient can not suppress his desires. 4s a maéter
of fact, tinese fears csuse still further emotional in-
security and further nsed for some substituting grat-
ification derived from excessive food intake.

In summarizing what has been said, we fing
that obesity, especially in children, has been wrongly
taken to be an endocrine problem, however, it is not
possible that this condition could be endocrine in
origin because complete studies show that obese children
are actually overdeveloped in all features, sexusl ms-
turity, bone age, and‘intellectual progress, excepting
emotional maturity. With these facts present, there
can not be any existant glandular dysfunction. asAccumu-

lation of fat tissue is based on the law of preservation
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of erergy, and that increase in body substance occurs
when food intske exceeds the energy output. Overeating
and inactivity have & definite emotional meaning in the
ovbese child's life. Yhere are no accidentsl exogenous
factors which make the child a passive victim of mech=
anically determined fat storage, but there are factors
intricately interwoven with the family interrelationship,
the child's personality development, and life experiences.
Studies of innerpersonsl family relations show that the
environment offers little emotional security for the
obese child, denying him the basic right of being loved
and accepted for himself. Instead, food is used as a
sign of love for the cnild, but there is an underlying
distaste for the fazt child. These conflicts may go

back to prenatal emotions of not wanting the child and
even possibly the attempt at destroying it. iany of

the mothersAtry to cr2ate a life of abundance snd idle-
ness which the parent (mother) fesels that she missed

as a child. Too often the family relations are wrong,

fiiz

undesirable, and inadeqyuate. ne overindulgence and
possessive attitude of the mother creates a feeling of
overdependence. +the environment does not allow a feel-
ing of self=-expression and prevents a grpwth of self-~

reliance and independence. The child falls back on
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only love he knows, that of the intake of food, when
he is affronted with an emotional stress or strain;
thus excessive intake of foods. Overeating, inactivity,

and exaggerated body size are outstanding symptoms of

obesity.
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II. Case Histories of Cbese

Children

In this section of the paper will be presented
a serieg of interesting cases which sre but s few of
‘many that show ugp definiﬁe psychogenic, emotional, and
environmental factors in the life of obese children and
which can be directly related to the onset of obesity.
These cases are drswn from a& few personsl observations,
from the cases which entered the Fediatrics Dspartment
of the University Hospitsl in Umaha, Nebraska, and a
gselection of the more interesting cases of the studies
of Bruch (18) and of Bronstein (7).
Case # 1 (63) = L.R. This is the case described on
pages one and two of this paper.

This patient is a twelve-year-old girl who was
very markedly obese, with a continued increase

in weight especizlly great in the four months
before entering the University Hospital. The
child did not show signs of improvement on en-
docrine therapy which she received vefore entering
the hospitszl. In the hospital the child underwent
a geries of lsboratory tests all of which proved
to be normsl or sbove normal, including 2 baszl
metabolic rate which by Telbot Height Standards
was a plus thirty-two per cent. The patient was
put on a reducing diet of eleven hundred calories
on which she lost ten pounds in nine days. This
diet was raisad to eighteen hundred celories, so
that she didn't lose weight too rapidly. ZEven

on this increase she continued to lose weight.



The patient was dismissed from the hosgital
with the diagnosis of obesity from overeating,
and was sent home on a reduction diet.

This case is quite interesting from two
gtandpoints. rirst, as was said, this csse shows how
many obese children are misdiagnosed and mistreated
as endocrine diseaées, and this misconception leads
to faulty and even daengerous methcds of treating these
cases. Jecond, this casze shows a definite emotional
connection with the development of obesity. <+he patient
came from a broken home where the mother and father were
divorced some three years‘before the patient entered
the hospital. The patient's obesity had developed
over a three year period, during that time of the pa=-
tient's life when she was the most unstable emotionally
and the most insecure in her family life. It was during
this period of greatest insecurity that the patient
resorted to the intake of food as z substitute security
for that which she had lost. This excessive intske of
food had become a habit which is difficult for her to
break, she now felt uncomfortable on a decreased food
intake and eleven hundred calories was not sufficient
to make her comfortable even though she did lose weight

on it. This case shows a definite emotional relstionship
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to the cause of her obesity. It was not possible,
however, to dig deeply enough into the patient's
background, so emotionzl reletionship can not be
positively proved.

Case # 2 ~ D.G. (64)

The patient is a twelve-year=o0ld white school
girl who entered the University Hospital for

the first time January 5, 1944, complaining of:
Tiredness and rapid incresse in weight. The
patient weighed only three and one-half pounds

at birth, and wss normal at five years of age,
weighing forty-nine pounds. a4t five years of

age the patient had & tonsillectomy, following
which, she seemed to gain weight rapidly until
she weighed one hundred pounds at eight years.
From this time she continued to gain at the rate
of two to three pounds a month. OUn loocking into
the patient's history, it was found that the girl
tired easily and couldn't keep up with the rest
of the children her zge when at playe. Therefors,
the child received little exercise znd was guite
inactive in her hsbitse The family history show-
ed that the mother and fsther were married four
years after the child was born and divorced two
years later. JThis child was the only pregnancy
of the mother. Un physical examination it was
found that the patient was an extremely tall

and heavy girl that appeared older than her stated
age. At twelve the patient was sixty-five inches
tall and weighed two hundred and eleven pounds.
T.aboratory examinations showed the gatient to
have a bone age of sevente=n yesrs and her basal
metabolic rate by the Talbot Height Standard was
a plus twenty-one per cent. The petient showed
an early sexual development with mevwsrche sppear-
ing at ten years of age and occurring regularly
every thirty days lasting four to seven days.

in the hospital the girl was plsced on a twenty
hundred calorie diet and 2ame down from two hun-
dred and eleven pounds to one hundred and ninty-nine



pounds during a three week stiay on the calorie

diet with no other medication than decresse in

food intakes

This case presents several interesting fea-

tures. Firgt, there is the obesity that often is
wrongly called endocrine or endogenous, but the girl
shows no backwardness in progress, being advanced in
all phases of growth and development. This fact rules
out any possivility of endocrine dysfunction. <This
girl is very definitely not a picture of thyroid or
pituitary hygofunction. trom the family history of
this patient there is found a very marked emotional
factor which could be the underlying cause for tne
obese condition. The mother had the child out of
wedlock and the child was, without a doubt, a burden
to the mother and not wanted by her. Four years after
her birth the child's parents were msrriad, but there
was apparently a very insecure and unhappy family life
for all, because the parents were divorced two years
later. The patient did not show excessive weight gain
until five years of age. ﬁpbarently the mother cared
for the child, showing & great amount of love and
affection until the mother married. <The fathar wss
evidently dissatisfied with the marriage and blamad

it gll on the child, leaving the youngster with a very
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insecure feeling toward her family life. The child
resorted to eating in an attempt to overcome or at
least to relieve this insecure feeling within her
tiny mind. after the divorce the mother probably
blamed the whole trouvle upon the child and made no
attempt to hide these feelings of resentment toward
the childs This fact, as well as the underlying
insecurity, caused the continued eating and continued
weight gain. MHinally, it is of interest to note that
the child snd the child's parents relate the onset of
the patiznt's obesity to a tonsillsctomy at the age
of five years. Frequently there is an attempt to
connect the onset of obesity with some operation or
injury. However, it is seen that the operation or
injury is merely a coincidence and the underlying,
precipgitating cause is the occurrence of some emotional
shock at about the same time. The operation is merely
the pstient's attempt to explain her ungainly bulk
upon some tangible or orgasnic basis, thus relieving
her from sny resgonsibility and ruling out, in the
patient's mind, the possipility of zid from dietary
measures. This is a freguent finding and a very in-

teresting side light to the guestion.

- 47 -



Case # 2 = (18)

This is the case of an eleven-year-old Irish-
American boy who entered the clinic with great
distress about his appearance, especially the
accunulztion of fat in the mammary region, which
actually simulated a female breazst. The boy and
the parents were both afraid that the abnormal
breasts were an index to the future sexual de-
velopment. 'Lhe patient was ashamed and bashful
when subjected to the investigation of the clinice
He was sulky and unresgonsive and always stub-
born, bashful, and oversensitive with occasional
outbursts of temper. On study of the boy's

social 1life, it was found thst he had no friends
and did not enter into any athletic events, spend-
ing most of his tize indoors listening to the
radio and reading. He quarreled with his sister
constantly. The boy's mother stated that he was
always large but wasn't fat until nine years of
age following an appendectomy. <The boy went from
ninety pounds to one hundred and twenty pgounds in

a few months. Again at eleven years of age a

rapid gain of weight occurred when the patient
went from one hundred and twenty pounds to one
hundred and fifty pounds in a short psriod of
summer vacation. 4 study of the family relation-
ship revealed an ovarpowering aggressive mother
who wss convinced that there was no hope for her
cry-baby son. The boy was always frightened of
operations by his mother who said that, if he .
didn't quit eating wood, he would get sick and die,
and they would find wood in his stomach. ‘Vhen it
was necessary for the child to undergo an operation
for an acute condition, the child was so fright-
ened that he ate and gained weight, thus accounting
for the first periof of weight gain in the child.
The mother further frightened the child by saying
that if he didn't quit eating wood, they would have
to operste again and he might die this time. This
80 frightsned the patient that he quit sating wood,
but to satisfy this desire to chew he ate other
things, incressing his food intake enormously. At
about this same period of time, the boy's father
lost his job and had several financial setbacks,
and the operation threw further financial burden
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on the family. Shortly after this time, the

mother had an attack of asthma, giving rise to a
very definite insecurity in the family life. These
factors precipitated the first repid gain in weight,
and after the patient became adjusted to these
situatiocns his weight settled down to a level
figure for a period of two years. a4t the age of
eleven he showed another very marked weight gain
which is probably related to his being teased and
tormented by older boys about his unusually lsrge
breast development and "so-called" retarded sexual
developments It is interesting to note that the
patient lost weight and eventually regained his
normal weight once he was reassured sbout his
sexual development being normal.

This case demonstrates very definitely that
excegsive eating and withdrawal behavior may be pre-
cipitated and determined by emotional factors. Thie
csse is taken from the study carried out by Bruch (18)
and is reported by her as an example of conditions
which she found in a large per cent of her cases. This
is very interesting from the point of view that the
patient alsc related the onget of the obesity with an
operation which actually was only incidentzsl with the
onset of obesity. This case shows that when the emo=-
tional factors are r=moved and a more secure state is
set up, the patient masy stop gaining weight and run
along on & stesdy keel or even lose weight, but should
the environment again become insecure the child will
go back to his 0ld relief mechanism and again gain

rapidly. iiost children undergo these experiences



without any noticeable consequences or undue dis-
turbances, while the obese child responds by over-—
eating. I{robably the inner stability of the obese
child is lowered before the immediate event occurs,
and previous experiences and socisl sctivities have
endowed eating with some sgecial emotional signifi-
cance, thus causing the child to resort to this act
when times of emotional stress occur. This case also
shows a condition of fear of the absence of normsl
sexual development even bafore the age in the child's
life that sexual devalojment should take place.

Case # 4 (5)

This is the case of a ten-year, ten-month old

boy who entered the clinic because of excessive
weight and a lack of strength. In going into the
boy's past history it wes found that he was act-
wually thin until four y<ears of sge when heée had a
tongillectomy. JFrom this date he began to gain
weight and nsaver was able to keep on his dist

for fegr of losing strength along with the lose

of weight. JFrom the family history it was leasrned
that this child was the youngest of four children,
the next oldest being eight years older than this
child and of the opposite sex. On examination

the mother showed extrems anxiety over the patient
and listened at the door the entire time that the
patient was being examined and the tests were being
given. The patient was very markedly overgro-
tected and zliways had to keep his mother informed
as to his whereabouts and his doings. The mother
was convinced that her boy had gland trouble, and
she could not be told otherwise. On interviewing
her, it was found that the child has above average
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intelligence and sverage masculinity. He had an
emotionally stable personality with signs of
introvertive tendences and submissiveness. The
patient spent much of his time reading, listening
to the radio, and going to the movies. The patient
was quite inactive and seemed to enjoy watching
games of energy expenditure rather than partici-
pating in theme. The reporter stated that the child
bshaved well and seemed to get along well with his
three sisters, but he seemed to be very sensative
about his weight and responded to teasing by going
home. The patient had a definite tendency to be
a crowd follower, most of his friends being older
than himself.
This case is one of the cases reviawed by
Bronstein (5) and is reported in a somewhat different
manner than those presented by Bruche. Here, the in-
vestigators worked more toward the personality devel-
opment in contrastto the familial background which
Bruech (11) seemed to stress. Bronstein (5) studied the
personality development, also the degree of intelligence
and sexual maturity. This patient shows the repeated
finding of a history of obesity developing, following
some operation. s new feature is found here, namely,
that of the child being the youngest of a number of
children with a great many years difference between
the age of the obese child and the next oldest child
in the family. Here also one sees the very marked
overprotection exhibited by the mother and the sub-

conscious rejection of an dietary regime that might
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take this submissive child away from her control.
These findings are rather consistent with this type
of obssity and are too often overlooked as a possible

cause of the conditione

Case # 5 (5)

The patient is a thirteen-year, nine-months old
girl who 1s very markedly obese. she left ner
mother's side only after much persuasion. The
girl was quite sensitive about her weight and
resented any comnent about it. She did not mingle
with other children, but spent her time, reading,
listening to the radio, and going to movies. The
patient had always been large for her age, but it
was only in the last five years that she had
become so0 noticeably obeses The girl was shy with
strangers but once she was acquainted, she became
talkative and overflippant. 3he was affectionate,
obedient, and strong-minded. Her mother said that
she was afraid of nothing, nevertheless, she was
not allowed to go anywhere alone in fact she didn't
even know how to use the street cars gt thirteen
years of age. In taking the family history, it
was found that the girl was the youngsst of two
girls and she seemed to fight with her older
sister continually. 3he angered easily but calmed
down rather rapidly. The father disd some twelve
years ago, shortly after the gatient was born,

and the mother has worked since his death. Juring
the last few years, she had been working nights.
The tests on the child showed her to be of average
or slightly above average intelligence. 3he had
normal sexual development with a slight tendency
toward masculinity. Her personslity studies showed
her to be emotionslly unstzble with extreme in-
trovertive tendencies.

Here is another of the cases studied and
regorted by Bronstein (5) and his associates. The

patient under consideration has several environmental



conditions which might lead to emotional strainse.
First, the child is the youngest of two children in
the family which has caused a& great deal of rivalry
between her and her sister. This rivalry hss been
wvregsent since shortly after the birth of the child

and serves as a source of insecurity for the patient.
4ven more important in the condition of s broken home
where the father has been dead twelve years of the
thirteen years of the child's life and the mother nas
had to werke <The mother undoubtedly feelsthat the
cnild was an extra burden to the family and probably
regents her presence, but covers up this feeling with
a display of extreme overprotection, not allowing the
child to do enytiaing by herself. This resentment on
the part of the mother led the child to a definite
insecure feelinge. There is no way to know st what

age this feeling developed in the child, but it is
guite likely that the resentument of tne mother for the
child was realized at a very young age and may give an
explanation of why the child had such an enormous
appetite and always looked guite neavy even at an early
age. There is no appsrsnt reason for the child to
becocme obese at the age of five other than the real-

ization of this fact and the quarreling with her sister.
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Case # 6

This is the case of an eighteen-year o0ld girl
who becsme guite obese at the age of ten years
and continued to gain until the age of eighteen.
The girl was tine youngsst of two children, the
older veing a boy, witn five years difference

in their ages. From the child's birth she was
underweight obut within normsl limits. \‘When she
was ten years of age, her mother was tsken to

a mental hos;ital as a hopeless case of schizo-
phrinic¢c psychosis and has remained there ever
since. aAfter the mother went to the hosgpital,
the patient became very markedly obese and con-
tinuted to gain weight gradually, until at
eighteen years of age she was gbout sixty per
cent overweight. <Yhe father felt it a burden to
rais=s the two children and subconciously had a
feeling of resentaent toward them. Thesre was a
definite display of overprotection on his part,
not allowing the child to do anything on her

owne. J1he patient was above average intelligence,
and underwent sexual maturity at a normal age.
3he is quite shy and introvertive in her ten--
denciese. 3he angers easily, but gets over it
readily. For years the patient had an underlying
fear that she would suffer the same conseguences
her mother had suffered, even though there were
no evidences to substantiate such a fezr. all of
thegse features led to a very insecure homelife,
and the child resorted to the only pleasure which
she knew, that of eating. ‘ihen placed on a re-
duction diet and her c¢ooperation obtained, she
lost twenty pounds in one month without any med=-
ication otiner than the dietary restriction.

Tnis case is one of the more interesting
cases of the writer's own psrsonal observation and
shows tine typical conditions of most obese patients.
That of a shy, introvertive individual which had some

very shocking emotional situations in her sarly life



which ieft ner with a very insecure feeling about her
family stability. There hss been & constant under-
lying fear on the part of the patient that she too
might develop some psychosis and end with the same
fate of her beloved mother . This has caused the
patient very much anxiety. During her family life
from the time that her mother went to the hospital,
there was very little genuine love or affection, but
more a display of love by granting of the girl's every
desire, but most of them begin for food. ‘When the
child felt the need of love and affection, she turned
to the only love wihich she knew that of food. She thus
developed a very enormous appetite which became a habit
with here and a habit which was quite difficult to
break.

These cases have been presented to besr out
the ideas which were presented in the first portion
of the paper, first, that obesity is due to overeat-
ing or excessive intske of food and a decrease in the
’energy expenditures There is no endocrine problem
present in the usual cese of obesity. It is conc=ivable
that souwe rare endocrine dysfunction due to tumor

formation or such zs thst could cause an excagsive

}
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laying down of adigose tissue, but even in these rare
cases the individual could not become fat unless an
excess of food was taken by him. The cases &sll show
thst too much food Qas taken, and that there WEs 1o
existing endocrine disturbance, as evidenced by the
fact that the development of the child was normal in
every aspect —-- grouth, sexusl development, and mental
developmente

Second, with endocrine function ruled out
as a cause of obesity and food excesses and insctivity
placed in the sypotlight, there must be some reason for
this excessive food intake. In studying the series of
csses, 1t was found that there was a good deal of
emotional insecurity in almost every case studied. <There
was a lack of love and affection which was substitutad
for by the giving of food. “hen emotional problems
became so great that the child could no longer handle
them himself, he turned not to the love of a mother or
father as a well adjusted child would do, but rather to
the only love he had known, that of food. There was an
excessive inteke of food which became a habit and made
it impossible to satisfy the child with less food,
therefore, a continued food excegs and a gradually

increasing obssity occurred.
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All of the cases satisfy both of these
situations: first, an absence of any demonstrable
endocrine disordsr, but an increased food intake and,
second, the existence of some emotional condition in
the ¢child's environment which could cause an insecure

feeling on the part of the child.
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III. Treatment of Hmotional Obesity

Little has been ssid about the treatment
of obesity in order that the final portion of this
paprer might concern itself with only the treatments
kuch has been written zbout the treatment of obesity
ever since early times. 1t has ever been the desire
of both the physician and kis patient to find some
mggic drug tiat would simply teske the unsightly fat
away without causing any harm to the patient or
without forcing the patient to give up his enormous
gp;jetite, but to date there has been no such drug dis-
coveresd. Jadd (60) sume up the ideas of this desire
by a liitle poem,
"How can a magic box of pills,
Syrup, or vegetable juice,
dradicate et once those ills
Which years of luxury has produceg."
William Wedd ssy that the treatment of obesity
ig divided into two pesrts. First, by taking of food
thet has little nutrition, and, second, by observing
certain rules of exercise. In the dietary restriction
he lists bread which has been made from bran, vegetables

of g1l kinds, and fat-free animsl food in smell guantities.

A8 to exercise he says thst one should never sleep sfter
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meals, but should exercise a great desl, mostly ex~—
ercise consisting of such sctivities as horseback
rides and brisk walks. Kirkland (60 from Wedd)

said gbout the trestment of cobesity, "lore derendence
ig to be had upon diet than medicine, and that the
whole constitution may be changed by proper choice of
aliment." ZIvery cure was accompanied by dietary
enforcement. Yven in ancient times the more pgrominent
investigators believed the only cure for obesity to

be a decreasse in food intake.

Theoretically, tr=satment should ve eassy,
simply by restriction of focod intake and by the increzse
of muscular activity, thus resulting in a proportional
loss of weighte. The difficulty results in the unwill-
ingness and inability of the patient and the parents
of the pstient to cooperate with such tresiment. Bruch
found thst the best cooperation could be obtained in
the adolescent age winen the cnild could be weaned away
from the close dependence of his home, but this gener-
ally caused slarm and bewilderment of the parents.

Ubesity in childhood very rarely arouses the
interest of the family, and few complasints were diTectly

referable to the abundance of the child's weight.
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Rather, the. sppearance of the child and his personality
difficulties gained théir importance only in the
sociéty outgide of the home, as in the school, and the
church. Jexual developm2nt wes not a provlea in obes:
sirls, but it caused very much conéern in the obese
boys and caused many misconceptions among the family
and the physiciang alike. 4ctually not one child in
all of Bruch's (15) cases showed signs of sexual mal=-
adjustmente.

Parents readily accepted the diagnosis of
endocrine distrubance and expected a few pills to
correct the obese conditicn, tut they refused to be-
lieve the ppssibility of some sbnormal psychological
emotional factor as s cause for the obesity. Coop-
eration is therefore very difficult to obtain from
the parents. Restriction of food signifies the with-
holding of affection, and to gain cooperation it is
necessary to show the mother an entirely new method
of giving affection and emotional security. 4Yhe best
regsults were obtsined when a psychotherapeutic approach
was used in combination with a strict medical diet,
giving a helpful and successful way of treatment.

The case of each individual should be taken

separately and considered as an individual casse. In
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order that willingness and cooperation be realized

and the necessity of changing the habits of eating

and exercise be recognized. There should be an attempt
to understand tne underlying emotional problem and an
attempt to correct it by associating the child with

gsome organized play group, such ss the Boy Scouts or

the YeMeCede This may cause the child to develop enough
concern over his ungainly bulk to cooperate with an
adequate diet and thus lose weighte.

Therapeutic measures should avoid everything
which may lead to further stimulation of an already
active process of growth and msturation. This means
tbat endocrine therapy may be harmful to the slready
overactive body metabolisme. A careful therapist must
direct his attention toward contrbl_of the diet; this
constitutes at prz2sent the most accessible external
fzctor which has the property of promoting growth in
welght and which is clearly recognized.

Since the exceszive weight of the obese
patient hag resulted from excescsive intake of food,
restriction of the caloric intake below the energy
requirements will result in a reduction of weight.

4l1ll reports demonstrate convincingly that undernutrition
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resulte regularly in a predictable loss of weighte
The success of the redueing regime depends largely
on the cooperation of the pastient, which may or may
not be obtained due to reasons which have alr=ady
been discussed. Unwillingness to bresk a hsbit and
expectation that some drug will make the sccumulation
of fat disappear zre the most frequent reasons. It
should be emphagsized that the relation between the
patient and pnysician, and an understanding of the
patient's problems are important in the successful~
management of weight reduction. The patient of a private
practitioner will ususlly coopzsrate because he goes to
the physician with the idea of losing weighte However,
in the cases which come to a free clinic, cooperation
is hard to obtain. <The patient who sttended the clinic
regularly‘and showed an interest in losing weight did
lose weight, while the pstient that had to be forced
to come to the ¢linic and to stay on a diet did not
lose weight.

From this we conclude that there must be a
desire on the part of the patient before his cooper-
ation can be enlisted and he will lose weight. Lany

times in obese children there will be a great reduc tion
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of weight when they become interested in something

or someone other than themselves. This new interest
takes the patient's mind off of himself and sllows him
to establish new habits and thus lose weight. For example
in the case of the girl (Case 6) it was impossible to
gain the patient's cooperation, and she could not lose
weight. #inally, when she was eighteen years of age,
she got a chance to take a trip to California if she
were to lose weight. The patient went on a diet of
her own free will and stuck to this diet until she
lost some thirty pounds and lster come down to her
normal weight when removed from the influence of her
overprotective hone life.

Newburgh (43 & 44) has done much work on re-
duction diets, and in his studies he has found that
reduction diets of guite low caloric intake work toward
rapid weignt reduction and are effective in maintzining
the health of the individual. Newburgh and his associates
found that & diet of four to six hundred calories was
the most effective diet. He said that there should be
no endocrine therapy given, and he advocstes that all
sorts of exercise should be given, both active and

passive. He says that obesity is a preventable disease
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and people should be taught to avoid it. Zvery mother
should be taught the dietary needs ¢f the ¢hild so that
from birth she will be able to regulste the child's
intake and see that his meals are adequate, without
being excessivee.

There have beén numerous different medications
rrescribed for the treatment of obesity, many of them
harmful and without the effect desired. 1n olden days
soap was used because of its diuretic effect and often
prescribed with a reduction diet to bring about weight
loss, but any effect that was gained was gained by
the diet rather than the soap which was taken. Thyroid
extract has been given for many years and is hard to
give up, even though it has been proved to be inef-
fective. These calorigenic drugs were recommended
because of @ misconception that obesity is accompanied
by a lowered metabolic rate which is now known to be
false.

A number of authors have made studies for
some drug which would decrease the appetite and in-
cresse musculsr activity. OSome authbors have reported
favorable effects of benzedrine sulfate, which is

supposed to nave this pharmacological action. Bruch (16)



reports a series of cases in which the drug was used.

To control its use, she divided the treatment into

four week periods and required each patient to return

to tne clinic each week to receive the next week's
supply of the drug. 7To be sure that the drug was
effective and not just the idea that a pill is doing

the work, she gave benzedrine sulfate for one four week
period, and for the following period the patient would
receive &g placebo which looked and tasted nearly like
benzedrine sulfate but had no pharmocological actione
Cne group of the cases was started on benzedrine sulfate
while another group was started on the placebo. In genersl
it was found that the patients receiving the benzedrine
sulfate lost more weight during the four week period
when it was given than they did during the second four
week period when the placebo was administered. YLhe

best loss of weight, in those cases receiving medica-
tion, was observed during the first four weeks that the
drug was taken. This can not be explained by the action
of the benzedrine, but probably as an nonspecific effect,
depending on the patient's enthusiasm for a new type

of therapy. However, the greatest loss of weight was

seen in the control cases which showed good clinical
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attendance without receiving sny medication. in
evaluating tiie effects of any medicatioh on the
appetite and weight of the obese pztient, the influence
of other factors, such as suggestions and better co-
operation, has to be differentiated from the true
pnarmacological effect. Bruch stated tiial her study

did not siow any significant influence of ten milligrams
of benzedrine sulfate upon weight loss. However, ﬁhe
finding encourgge fur ther observation of the effects

of larger doses of the drug.

The best treatment of the obegse patient at
prasent is a reduction diet of low caloric value with
adequate supplements of vitamin and protien materizls.
However, cooperstion is essential between the patients,
parents, snd therapistse. IiIsychotherapy consists of
giving patients and parents a satisfactory explanation
and understanding of possiblé special difficulties and
should Ce carried out in the treatment of every obese
pstient. Yhe emotional value of foods must be removed
from the patient's and parents'! ideas of affection
and love, by substituting a satisfactory supplement.
There is a possibility that some future méy be seen

in the use of drugs, such as benzedrine sulfate, to aid



in the loss of weight, but there must always be a
reduction in the intgke of food and an increase in the
output of energy which will accompany the use of any
drug. <The whole problem of obesity can be summed up
in the words of Walter de la ilare (30) in his works
entitled, "Pescock Fie";

"It's a very odd thing-

As odd as can be-

That what ever lirs. T eats

Turns into wrse T."
de La iare might have gone further to say that, as

odd as it is true, before iirs. Te. will be able to lose

weight, she will have to give up much of what she eats.
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1V. Summary and Conclusions.

This paper has reviewed some of the sncient
beliefs on the subject of obesity, and an attempt has
been made to shoﬁ many of the misconceptions which have
been built up concerning the cause and the treatment of
obesity. 1t was shown that endocrine dysfunction is
but rarely a cause of obesity. A4lso it was pointed
out that the classic picture of obesity had none of the
characteristic symptoms of endocrine disturbance, namely,
deficiency of growth and development, decreased or
lowered basal metabolic rate, delayed sexual maturity,
and frequent deficient mental advancement.

Next it was shown that the immediate cause
of most obesity wes either the excessive intske of
food, of the deficiency of energy expenditure, or,
as is usually the case, bothe. With the facts estsblished
that endocrine disorders did not cause obesity and that
the process depended on the energy balance within the .
body, emotional disturbances were advanced as a possible
cause of the eicessive intake of food and as the under-
lying condition behind most obesitye.

It was shown by case histories and reports of

many investigators how a very large per cent of obese



persons presented environmental backgrounds and family
problems which gave rise 1o an emotional insecurity.
Children, in families where on of the parents was
missing or in homes where there was a fesling of resent-
ment towsrd the child, resorted to food exceszes to
satisfy a craving for security which could not be
realized in the child's environment.

It was found in nearly all cases that the
child was shy and introvertive in his tendencies and
wos extremely overderendent. Yhe parents always placed
a very high emotional value on the taking of food and
often expressed their love and affection in relation
‘to food. This fact alone often causes the child to
eat exceszively wher true love and affection were
missing from his surroundings.

It would be wrong to get the impression that
all children Dbecome obese when confrontsd with thrsats of
insecurity with which they are unable to cope, for this
igs not the cas=. ilany children are able to make zdequate
adjustments to these conditions and thus, do not become
obzses Still others are simply not of the proper body
type which predisposes 1o obesity. So it might be said

that the development of obesity depends upon two conditions,



one, the hereditary background or predisposition,
and, two, the environmental surrounding of tae persone.

A series of case histories were presented
which substantiated the findings of the investigastors
and showed rather conclusive evidence that emotional
difficulties were generally precipitating factors of
obesity. DNone of the cases presented any evidence of
endocrine disorder and all showed normal development,
but inadequate emotional maturity and thus inadequate
adjustment caused the emotiongl difficulty in his or
her environment. idany of the cases showed marked loss
of weight when the emotional difficulty was corrected, the
ccooperation of the patient obtained, and an adequate
reduction diet instituted.

Trestment should be & fairly easy matter in
this type of obesity, but actually it proves to be
guite difficults ‘Ireatment would consist of a decrease
in the food intaske and an increas= in the energy ex-
nenditure, but before this can be accomplished, absolute
cooperstion of the patient must be obtained. OUnce the
cooveration is obtained the underlying cause of the
obesity must be treated as well as the immediate cause.

The psychological factors in the person's 1life must be



uncovered and corrected bhefore it will be possible to
decrease the food intake or increase tue energy ex-=
- penditure. Once the emotional factors are corrected,
the patient will be able to divert his food excess
to some otiner form of nervous release.

In closing we may conclude the following:
First, that a very large percentage of all obesity
is due to excessive intake of food and is usually not
associated with any endocrine disorder. 3econd, it is
quite common for emotional factors in the individual's
life to be the stimuli of excessive intake of food.
Third, this obesity can only be corrected by deter-
mining and rectifying the undsrlying emotional dis-
turbance and decreasing the food intake. dZmotional
obesity develops only in those persons who are pre-
disposed to obesity and fail to make the proper ad-
justmert to some upsetting environmental conditione.
These conditions are more commonly found in childhood
when tne greatest number of difficult adjustments arise,
but this does hot mean that this tyge of obesity can

not occur at any time in an individual's life.
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