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December 30, 1961 

Robert E. Shank, M. D. 
Dept, of Preventive Medicine and Public Health 
School of Medicine 
Washington University 
Euclid Avenue and Kingshighway 
Saint Louis, Missouri 

Dear Bob, 

The paper you reviewed for us on "Oral Manifestations of Human Nutri¬ 
tional Anemias" has finally reached my desk after its several reviews and I am 
very much indebted to you for your thoughtful criticism. 

I didn't see you at the A.T.P.M. meetings in Detroit, but perhaps you 
have heard that at that meeting the Archives of Environmental Health was adopted 
as the official journal of the Association. Nutrition is certainly a major field 
of preventive medicine and I hope that you will direct some scholarly manuscripts 
in this field to the Archives. I am in complete agreement with you that we cannot 
publish mediocre material. 

With kind regards and best wishes for the New Year, 

Cordially, 

Katharine R. Boucot, M. D. 

KRB:crt 





A List of Films Prepared by the - 

American Medical Association 
Communications Division 
Department of Medical Motion Pictures and Television 
535 North Dearborn Street 
Chicago 10, Illinois 

On the Subject of 

NUTRITION 

This list consists of motion pictures from our Source File. 
Undoubtedly there are others available on this subject and, 
as they come to our attention, a revised list will be prepared. 

The American Medical Association expresses no opinion as to 
the merits of these films other than those reviewed in THE 
JOURNAL of the AMA. 

All films are 16 mm. Rental charges, booking information and 
other information regarding these motion pictures will be 
supplied directly from the film sources indicated with each 
film listed. 

PLEASE ORDER FILMS FROM THE CORRECT SOURCE LISTED WITH EACH TITLE 
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AND THEN ICE CREAM 
Sound, 10 minutes 1951 
Produced by: Department of Child Study at Vassar College 
Procurable from: New York University Film Library 

26 Washington Place 
New York 3, New York 

ABSTRACT: This film deals with the familiar issue of children’s 
meals. Should grownups take the responsibility for seeing that 
each meal is a balanced one or should the child's appetite 
determine his intake? Should dessert be part of the meal or a re¬ 
ward for eating the !,must" foods. Two episodes are shown and 
captions then invite the audience to consider what attitudes towards 
foods are seen, and to speculate regarding future attitudes toward 
food and toward grownups which might be induced by consistent use 
of these respective techniques. The film may be shown, one episode 
at a time, as a class exercise in the observation and recording 
of behavior. 

BALANCE YOUR DIET FOR HEALTH AND APPEARANCE 
Color or black and white, 11 minutes 
Prepared by: Ross L, Allen, Dr. P. H., Director of Education, 

Division of Health, Physical Education and 
Recreation, State University Teachers College, 
Cortland, New York - Collaborator 

Procurable from: Coronet Films 
65 East South Water Street 
Chicago 1, Illinois 

ABSTRACT: Jane, Bill and Fred analyze their own eating habits. 
Bill is a breakfast misser; Jane's weakness is greasy foods; and 
Fred eats more than his share of carbohydrates. As they learn more 
about diet, they recognize the importance of a balanced diet to 
weight, skin condition, and personality. The seven basic food 
groups are presented and illustrated. 

BEHIND THE MENU 
Black and white, sound 10 minutes 1950 
Produced by: National Film Board of Canada for the Department 

of Health and Welfare 
Procurable from: National Film Board of Canada 

680 5th Avenue 
New York 19, New York 

ABSTRACT: Depicts a warning against unsanitary conditions in 
restaurants and demonstrates precautions that should be taken against 
dirt and harmful bacteria in the handling of food. Suggestions are 
made for increasing efficiency through better food storage, dish¬ 
washing methods and staff facilities. A few measures taken by public 
health authorities to maintain standards of restaurant sanitation are 
also portrayed. Reviewed in J.A.M.A., December 9, 1950, page 1284. 



-2 

A BETTER START IN LIFE 
Black and white, sound, 22 minutes 1953 
Produced by: John Sutherland Productions, New York for Swift 

and Company 
Procurable from: Ideal Pictures, Inc. 

58 East South Water Street 
Chicago, Illinois 

ABSTRACT: Tells the story of strained meats for babies, showing 
how and why they were developed and what their use means for 
health, convenience, and economy. Reviewed in J.A.M.A. February 
26. 1955. page 755. 

EAT FOR HEALTH 
Color, sound, 10:33 minutes 1954 
Prepared by: In collaboration with James R. Wilson, M.D., Chicago 
Procurable from: Encyclopaedia Britannica Films, Inc. 

1150 Wilmette Avenue 
Wilmette, Illinois 

ABSTRACT: Introduces a new approach in teaching children to 
eat a well balanced diet. Using the five fingers of the hand as 
an always available check off device, the film identifies a food 
group with each finger; bread and butter or margarine; milk and 
cheese; meat and eggs; vegetables; and fruits. Reviewed in J.A.M.A. 
November 12, 1955, page 1151. 

FOOD FOR FREDDY 
Black and white or color, sound,17 minutes 1953 
Produced by: Crawley Films, Ottawa for the National Film 

Board of Canada 
Procurable from: International Film Bureau 

57 East Jackson Blvd. 
Chicago 4, Illinois 

ABSTRACT: The kinds of food essential to the good health of school 
age children are described in this film about Freddy Mason and the 
example he sets for his classmates. Freddy is a typically robust 
youngster, but some of his friends do not present the same picture 
of health and good spirits. To show the relationship between food 
and health, Freddy's teacher introduces an experiment in which 
white rats are fed the same food as the children bring for their 
lunches. The film visualizes the basic requirements of a balanced 
diet as outlined in Canada's food rules. At home, Freddy discovers 
that his nutrition-wise mother has already put her family on the 
safe side of good eating. Reviewed in J.A.M.A, February 18. 1956, 
page 590. 
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FOOD THAT BUILDS GOOD HEALTH 
Color, sound, 11 minutes 1951 
Prepared by: Clifford J. Barborka, M.D., Associate Professor 

of Medicine, Northwestern University - Collaborator 
Procurable from: Coronet Instructional Films 

65 East South Water Street 
Chicago 1, Illinois 

ABSTRACT: Relationship of good health to the foods we eat, and 
what foods our bodies need is stressed. Students will see 
irritability, lack of energy and physical weakness as just one 
result of a poor, unbalanced diet based on eating "what they want" 
rather than what they need. How eating the right foods in the right 
amounts regularly contributes to building strong, healthy bodies is 
shown effectively. Reviewed in J.A.M.A., April 7, 1951, page 1089. 

FUNDAMENTALS OF DIET 
Black and white, sound, 10 minutes 1944 
Prepared by: C. R. Cowgill, Ph.D,, Yale University 
Procurable from: Encyclopaedia Britannica Films Inc. 

1150 Wilmette Avenue 
Wilmette, Illinois 

ABSTRACT: Delineates the functional classification of foods; 
shows that nature has provided most of these for the young of 
animals and plants; gives examples of many foods in each class¬ 
ification; shows by animal experimentation what happens when the 
diet is deficient. 

HEALTH - YOUR FOOD 
Black and white, sound 18 minutes 1953 
Prepared by: Dr. Dorothy B, Nyswander, University of California 

School of Public Health, Technical Supervisor 
Procurable from: Me Graw Hill Book Company 

330 West 42nd Street 
New York, New York 

ABSTRACT: A combination of live action and animated puppets with 
the narration and voice effects written in an elementary form of 
rhyming verse is used in the film to explain that food provides for 
energy and growth and to point out the nature and function of the 
basic food elements. Reviewed in J.A.M.A,, January 1, 1955, page 
80. 
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IT'S ALL IN KNOWING HOW 
Color, sound, 13 minutes 1954 
Procurable from: Association Films, Inc. 

561 Hillgrove 
La Grange, Illinois 

ABSTRACTS: Presents an interpretation of the relationship of 
good health habits including nutrition, to the enjoyment of life, 
to success in work and play, and to personality and appearance. 
Combining a story and animated chart technique the film stresses 
the importance of good food, sleep and exercise to body development. 
Family meals and family relationships in recreation activities are 
shown as an important part of everyday living. Reviewed in J.A.M.A., 
April 23, 1955, page 1580. 

THE KING WHO CAME TO BREAKFAST 
Color, sound, 17 minutes 
Procurable from: Association Films, Inc, 

561 Hillgrove 
La Grange, Illinois 

ABSTRACT: Bill Baird's marionettes tell the story of wheat from 
15,000 years ago to the present, showing how wheat developed in 
the deltas of Africa, spread North and West with various civiliza¬ 
tions, and has come to play a key role in our way of life. A cast of 
marionettes represents Protein, Carbohydrate, Vitamin B-l, Calcium- 
Phosphorous, and Wheat, the King of Grain. 

LOSING TO WIN 
Color, sound, 10 minutes 1951 
Prepared by: Metropolitan Life Insurance Company with the 

cooperation of the American Medical Association 
and the Public Health Service, Federal Security 
Agency 

Procurable from: Association Films, Inc. 
561 Hillgrove 
La Grange, Illinois 

ABSTRACT: The principal character of the film - Chubby - has 
definitely had that second helping of cake too many times. The 
picture portrays his progress through the pitfalls and visissitudes 
of a reducing program, his setbacks, and his ultimate triumph. What 
to avoid, the importance of staying with the diet and the opportuni¬ 
ties for improved health through normal weight are featured. 
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MARCH OF MEDICINE - OVERWEIGHT 
Black and white, sound, 30 minutes (kinescope) 
Procurable from: SKF Film Center 

1530 Spring Garden Street 
Philadelphia 1, Pennsylvania 

ABSTRACT: A report on the dangers of overweight, including the 
physiological and psychological reasons for overeating. Outstanding 
men in the fields of physiology and nutrition discuss: the risks 
of overeating; the action of the hypothalamus -- a nerve center 
of the brain which controls the human appetite; the relationship 
between moods and foods. It includes a report on diets and the use 
of group therapy for keeping weight under control. 

THE MEDICINE MAN 
Color, sound, 27 minutes, cleared for TV 1958 
Procurable from: Sterling Movies U.S.A, 

100 West Monroe Street 
Chicago 3, Illinois 

ABSTRACT: Pinpoints the fight against quackery in the food and 
nutrition field. Singles out problems which stem from health 
lecturers who travel from town to town giving misinformation on 
nutrition as a tie in to plugging their products of questionable 
merit and from door to door salesmen who misrepresent the value 
of nutritional products. Also shows how the medical profession 
cooperates with the Food and Drug Administration and voluntary 
agencies such as the National Better Business Bureau in the crack¬ 
down on these food quacks. 

MODEST MIRACLE 
Black and white, sound, 30 min. 
Procurable from: Standard Brands, Inc. 

595 Madison Avenue 
New York 22, New York 

ABSTRACT: Tells a biographical story of Dr. Robert R. Williams' 
isolation and synthesis of Vitamin B1 (thiamin). Story is told 
of a school principal to a young boy and his father with flashbacks 
to clarify the important relationship between early clinical obser¬ 
vations and recent chemical discoveries. The use of thiamin, with 
other nutrients, in the enrichment of white bread and flour is 
described. Reviewed in J.A.M.A,, July 28, 1951, page 1255. 
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OBESITY-PROGRESS OF FAT FORMATIONS AND OVERWEIGHT 
Color, sound, 12 min, 1952 
Procurable from: Encyclopaedia Britannica Films 

1150 Wilmette Avenue 
Wilmette, Illinois 

ABSTRACT: Illustrates the physiology of fat formation in the 
human body and analyzes physiological and psychological causes of 
overweight. Reveals ways in which body weight can be controlled 
and explains the danger of uncontrolled fat accumulation. 

THE ORDEAL OF THOMAS MOON 
Black and white, sound, 14 minutes 1957 
Procurable from: Smith, Kline & French Laboratories 

1530 Spring Garden Street 
Philadelphia, Pennsylvania 

ABSTRACT: A study of a few minutes in the life of a man who is 
perhaps not quite fat certainly not obese, but "pleasantly plump." 
He is a fairly happy fellow. Today he is exhausted, having just 
arrived at the railroad station after an overnight business trip. 
The cameras capture all the annoying little discomforts he suffers 
- and finally Tom reaches the all-important decision to see a doctor 
about losing weight. 
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UNDERSTANDING VITAMINS 
Color, sound, 14 minutes 1952 
Prepared by: John B. Youmans, M.D. , Vanderbilt University - 

Collaborator 
Procurable from: Encyclopaedia Britannica Films, Inc. 

1150 Wilmette Avenue 
Wilmette, Illinois 

ABSTRACT: Explains what vitamins are, how they work, and why they 
are necessary for good health. Points out natural sources of impor¬ 
tant vitamins, and reveals the effects on body tissues of a diet 
lacking in certain vitamins. Recreates major events in the 
discovery of vitamins and calls attention to present-day research. 

WEIGHT REDUCTION THROUGH DIET 
Color, sound, 15 minutes 1951 
Sponsored by: National Dairy Council in cooperation with 

Michigan State College 
Procurable from: National Dairy Council 

111 North Canal Street 
Chicago 6, Illinois 

ABSTRACT: Portrays those who took part in a weight reduction 
study at Michigan State College. Emphasizes the importance of 
dieting only under the supervision of a physician, and illustrates 
the point that a person can have attractive, appetizing meals 
even though he is on a reducing diet. Reviewed in J.A.M.A., 
December 22, 1961, page 1712. 

YOUR DAILY BREAD 
Color, sound, 12:31 minutes 1957 
Procurable from: American Bakers Association 

20 North Wacker Drive 
Chicago, Illinois 

ABSTRACT: Tells the story of breadmaking and bread's nutrition. 
Relates how the enrichment of bread has contributed to better 
health. Nutritional factors in bread are portrayed graphically 
by a jig saw puzzle device and the picture moves in to the step 
by step process of breadmaking in a wholesale bakery. 

Revised June 1961 



November 15 1961 

Dr. Katharine R. Boucot 
American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

Dear Dr. Boucot: 

I apologize for my delay in providing you with an opinion 
on the article entitled "Oral Manifestations of Human 
Nutritional Anemias", however, I have been out of town 
during most of the intervening time. 

In my opinion, this is a very poor paper. It is written 
in a style which might be included in a text book of medicine 
or human nutrition, however, I feel that it is hardly ac¬ 
ceptable even for that purpose. The author states an opin¬ 
ion which he does not vindicate or substantiate either from 
his own observations or by bibliographic reference. Some 
of the statements included, concerning the mechanism of 
action of certain of the vitamins, are incomplete or are 
only partially to be supported from evidence in the litera¬ 
ture. There is nothing new in the illustrations provided 
in the paper and the photographs are of poor quality. There 
is no bibliography or list of references included. Unfor¬ 
tunately, I feel that if you are to maintain a level of 
excellence for the Journal I do not hhink that you can 
accept papers of this kind. 

Having stated this opinion, I would like to indicate to you 
that the general area covered by the paper and the emphasis 
given to oral manifestations of human nutritional anemias 
are worthy of additional study and observation, unfortunately, 
this author has not provided this kind of material. 

With kind personal regards 

Sincerely yours 

Robert E. Shank, M.D 
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October l4, 1961 

Robert E. Shank, M. D. 

Washington University School of Medicine 

Euclid Avenue and Kingshighway 

St. Louis 10, Missouri 

Dear Doctor Shank: 

The enclosed manuscript, "Oral Manifestations of Human Nutritional 

Anemias," has been submitted for publication in the Archives of Environmental 

Health. Will you be good enough to review it for us? I will be deeply grateful. 

Cordially, 

KRB:crt 

Enclosure 

Dictated but not read; signed in Doctor Boucot's absence to expedite 
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Council on Foods and Nutrition 

Over the years, foods—what to eat and what not to eat—have enjoyed an almost 
revered position in the therapy of gastrointestinal disorders. Lack of agreement 
on certain common recommendations led to the establishment of a study com¬ 
mittee of the council for consideration of diet in this respect. The committee was 
composed of members of the American Dietetic Association and of the American 
Medical Association. The following report is submitted by the committee in sup¬ 
port of the need for a broad investigation to ascertain what foods do within the 
human digestive system. Philip L. White, Sc.D., Secretary. 

Diet as Related to 
Gastrointestinal Function 

Louis Weinstein, M.D., Boston, Robert E. Olson, M.D., Ph.D., Pittsburgh, Theodore B. Van Itallie, M.D., 
New York City, Elizabeth Caso, Boston, Doris Johnson, Ph.D., New Haven, Conn., 

and Franz J. Ingelfinger, M.D., Boston 

FOODS ARE OFTEN blamed when persons, 
otherwise healthy, complain of heartburn, eruc¬ 

tation, low thoracic or abdominal burning, “hyper¬ 
acidity,” abdominal fullness, bloating, pressure, 
aching, pain, “gas,” borborygmi, excessive “activ¬ 
ity,” flatulence, constipation, and diarrhea. When 
gastrointestinal disorders underlie such symptoms, 
their degree is believed to be enhanced by some 
foods and diminished by others. To evaluate the 
validity of such correlations between food and gas¬ 
trointestinal symptomatology, the committee has 
surveyed current dietary practices and has criti¬ 
cally examined the rationale and much of the 
evidence underlying such practices. The interpre¬ 
tations and evaluations presented here must be 
recognized for what they are, namely, a synthesis 
of tentative opinions held by committee members 
on the basis of their knowledge of the literature, 
their experience, and their discussions. Knowledge 
in this field is far too meager to permit authoritative 
or final conclusions. 

Professor of Medicine, Tufts University School of Medicine (Dr. 
Weinstein); Professor and Head, Department of Biochemistry and 
Nutrition, Graduate School of Public Health, University of Pittsburgh 
(Dr. Olson); Director of Medicine, St. Luke’s Hospital (Dr. Van 
Itallie); Instructor in Nutrition and Chronic Disease, Department of 
Public Health Practice, Harvard University School of Public Health 
(Mrs. Caso); Assistant Professor, Department of Public Health, Yale 
University School of Medicine, (Dr. Johnson); and Professor of Medi¬ 
cine, Boston University School of Medicine (Dr. Ingelfinger). 

The report does not apply to the dietotherapy of 
infants and young children, nor to idiopathic 
steatorrhea (sprue or celiac disease). Idiopathic 
steatorrhea is probably the only condition of the 
digestive tract in which a clear-cut specific food 
intolerance has been established. In addition, the 
report relates only to the gastrointestinal effects 
attributed to specific foods. Emphasis is not placed 
on the nutritive value of food, total daily amount 
taken, relative amounts of carbohydrates, protein, 
and fat ingested, temperature of food, or the in¬ 
fluence of frequency and regularity of eating and 
drinking. 

Current Practice 

As described in 18 diet manuals prepared in 18 
different states, diets used for the therapy of gastro¬ 
intestinal symptoms appear to be known by (1) their 
consistency or composition, such as bland, (2) the 
gastrointestinal disease for which each is pre¬ 
sumably intended, or (3) the name of the physician 
who sponsored the specific dietary regimen, such 
as Sippy or Meulengracht. Some manuals contain 
recommended diets which have been streamlined 
so one diet may meet a group of therapeutic ob¬ 
jectives. In others, a number of diets are listed for 
the treatment of gastrointestinal disorders. As many 
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as 8 diets per manual have been found to be similar 
when analyzed with respect to the foods allowed or 
restricted. 

In general, foods that tend to be restricted in 
most diets advocated for gastrointestinal conditions 
are strongly flavored cheeses, pork, ham, spiced 
meats, legumes, turnips, cabbage, raw fruits, hot 
breads, coffee, tea, alcoholic beverages, spices, and 
relishes. However, there are some interesting 
regional differences. For example, shrimp and game 
meats are allowed in the Texas diet manual. Bean 
sprouts, zucchini, squash, eggplant, and mushrooms 
are included in the Hawaiian diet manual under the 
bland diet. Avocados and strained corn are included 
in diets in areas where these foods are common 
and are excluded or not mentioned in other diet 
manuals. 

Extent of Knowledge 

In evaluating what is known concerning the effect 
of foods on gastrointestinal structure and function, 
a sharp distinction must be drawn between (1) the 
chemical and physical composition of a food before 
its ingestion, (2) the effect of that food in altering 
the gastrointestinal contents, (3) the effect of the 
food or its products on the digestive tube itself, and 
(4) the clinical significance of such an effect; that is, 
the harm or symptoms produced. For example, food 
with a high roughage content is often regarded as 
being “rough” on the gut while bland food is be¬ 
lieved to “soothe” it like a salve. Such naive corre¬ 
lations between the nature of a food and its gastro¬ 
intestinal effects are entirely unwarranted in most 
instances. 

Considerable information is available concerning 
chemical and physical characteristics of foods be¬ 
fore their ingestion because analysis of such ma¬ 
terial presents few difficulties. To determine the 
effect of a food on the gastrointestinal contents, it is 
necessary to know not only what happens to the 
food in the gut, but also how it changes gastro¬ 
intestinal chyme and flora. Data of this type are only 
spottily available. Finally, if a food is to produce 
or allay gastrointestinal symptoms, it presumably 
must do so by changing the structure, secretions, 
vascularity, or, above all, the motility of the diges¬ 
tive tube and its ancillary organs. A number of 
studies have been carried out concerning the effect 
of foods on gastric secretion, but otherwise nearly 
total ignorance concerning these points prevails. 

Stomach.—Foods must be evaluated on the basis 
of both their immediate direct and delayed indirect 
effects on the gastric contents. The pH of foods 
ranges from about 2 (lime juice) to 8 (egg whites 
and graham crackers), but most foods have a pH 
of between 5 and 7.1 The pH of orange or grape¬ 
fruit juice is about 3.2 to 3.6, considerably less acid 
than the normal gastric secretion. From a clinical 
viewpoint, the practice of diluting fruit juices with 
water affects pH negligibly. Thus, on tbe basis of 

their immediate acidity, acid fruit juices should 
theoretically be harmful only to oral, esophageal, 
and perhaps gastric lesions, especially if the 
stomach is achlorohydric. Otherwise the pH of a 
food before its ingestion has little dietotherapeutic 
significance. 

The immediate direct effect of proteins is to 
buffer gastric acidity. Milk, the most popular 
buffer of this type, may very briefly elevate the pH, 
but the buffering effect is insufficient to achieve the 
level of 3.5 which is usually defined as desirable 
for peptic-ulcer-healing over a prolonged period of 
time.2 

With respect to the delayed, indirect effect of 
foods on gastric acidity, it must be recognized that 
almost anything put into the stomach, including 
water, tends to stimulate gastric secretion. Some 
substances, however, stimulate more than others. 
Proteins, particularly fish and meat, are among the 
most potent dietary stimulants of gastric secretion, 
whereas carbohydrates and fats have a lesser effect. 
The secretory response evoked by fruit juices is 
controversial,3 but in some studies it has been found 
to be slight.4 Therefore, some inverse correlation 
exists between the immediate and delayed effect of 
many food items. Statements concerning the in¬ 
fluence of foods on gastric secretion must be quali¬ 
fied because, by and large, the effect of pure food 
substances has been studied. Only a few observa¬ 
tions exist to indicate how a specific food, when 
added to or removed from an ordinary meal, affects 
gastric secretion. In humans, citrus fruit juices had 
little effect when added to a full breakfast.5 When 
given to dogs, 1 ml. of olive oil per kilogram of 
body weight reduced the volume and acidity of the 
secretion following ordinary meals by 20% to 35%.6 

Fats have been advocated to “inhibit” gastric 
secretion. This inhibitory effect of fat is relative, 
however, and is more effective in counteracting 
psychic than chemical gastric secretory stimuli. Fats, 
especially if sizable amounts are ingested, may 
themselves be followed by a late period of aug¬ 
mented acid output.0 Furthermore, no experimental 
observations exist to indicate that dairy fats, tra¬ 
ditionally recommended to the ulcer patient, are 
more effective in depressing the gastric secretory 
response than are animal fats or fried foods, tra¬ 
ditionally interdicted with vigor. 

Spices do not clearly affect gastric acid secretion 
in any major or consistent way.7 Conversely, 
caffeine and alcohol, when consumed by themselves, 
may enhance acid output by the stomach. 

Other aspects of gastric structure and function 
that foods might affect are the secretions of pepsin 
and mucus, vascularity, motility, and rate of tissue¬ 
healing. The secretion of pepsin in response to the 
intake of different foods tends to parallel that of 
acid. Very little is known about the production of 
mucus in response to dietary items, although appli¬ 
cation of pharmacologic rather than culinary doses 
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of mustard extracts to gastric mucosa does stimulate 
formation of mucoid material. In general, gastric 
mucosal vascularity is increased concomitantly with 
enhanced secretory or motor activity. Specific and 
localized hyperemia due to “irritation” by a food has 
not been documented with the exception of black 
pepper.7 Most spices are apparently quite innocu¬ 
ous in this regard. 

Gastric evacuation as affected by food is retarded 
by (1) ingestion of fats which in turn depresses 
gastric motility, and (2) swallowing or forming, in 
the stomach, large chunks that do not readily pass 
the pylorus. It is in this field of gastric evacuation 
that perhaps the greatest confusion exists concern¬ 
ing alleged deleterious or beneficial effects of food 
on the digestive system, chiefly because “digesti¬ 
bility” has for years been measured in terms of rate 
of gastric evacuation. Hence, the current concept is 
that fat or a large curd is “indigestible.” In a literal 
sense, this correlation between rate of gastric 
emptying and digestibility is, of course, totally 
erroneous. Raw egg white, which is hardly detained 
in the stomach at all, rushes through the small 
bowel with minimal digestion.8 Conversely, dogs 
seem to digest large chunks of meat, which presum¬ 
ably stay in the stomach for some time, better than 
ground preparations of the same substance.9 Even 
if “digestibility” is used in its vernacular sense of 
“belly comfort,” indigestibility and retention of 
food in the stomach are not necessarily subject to 
correlation. For example, much has been made of 
the soft, easily fragmented curd produced when 
homogenized milk is taken as opposed to the tough 
big curd which forms when ordinary milk is con¬ 
sumed. Formation of a tough curd with prolonged 
exposure to gastric digestive processes may, how¬ 
ever, prevent some of the bowel disturbances which 
might ensue should milk be introduced too rapidly 
into the small intestine. Milk given rapidly via an 
enterostomy is certainly not well tolerated. 

Ulcerations produced in the stomach of rabbits by 
surgical trauma healed more rapidly when the 
rabbits thereafter ate pureed carrots rather than 
their “usual rough diet.” 2 On the other hand, con¬ 
trolled studies in man show that the so-called 
blandness of the diet does not affect the rate of 
duodenal ulcer healing.10 

Excepting the knowledge that exists concerning 
the effect of food on gastric acid production, infor¬ 
mation about the influence of foods on other func¬ 
tions and structure of the stomach is obviously 
fragmentary and insufficient either to support or 
contravene most of the dietary injunctions imposed 
on the patient with upper digestive tract complaints. 
It seems adequately established that a food must be 
extraordinarily irritating and taken in fairly large 
amounts before objective changes in the gastric 
mucosa can be demonstrated. 

The varying ability of foods to stimulate secretion 
of gastric hydrochloric acid seems to be an entirely 

innocuous phenomenon in normal subjects. In those 
with inflammatory or ulcerative disease of the upper 
digestive tract, a case can be made for the use of 
proteins that have an immediate buffering (but a 
late acid-stimulating) effect, and for moderate 
amounts of fat to lessen the secretory and motor 
response to meals. It remains to be demonstrated, 
however, whether a diet can be formulated that re¬ 
duces the daily total gastric acid output; hour-to- 
hour control of gastric acidity, and frequency and 
regularity of dietotherapy are probably more im¬ 
portant than type of food ingested. 

Intestines.—The process of digestion is normally 
quite efficient, the major foodstuffs that compose the 
bulk of the food supply, that is fat, protein, carbo¬ 
hydrates, and minerals are well digested and ab¬ 
sorbed. Residue which is discharged from the 
gastrointestinal tract in the form of stool is primari¬ 
ly indigestible material, microorganisms and their 
products, and secretions and shed cells from the 
alimentary tract. 

Indigestible material consists of 3 families of 
compounds, namely, cellulose, hemicellulose, and 
lignin. Cellulose is the linear /3-D glucoside of 
glucose. Hemicelluloses include everything of a 
carbohydrate nature except cellulose, starch, and 
soluble sugars. Some are true carbohydrates such 
as pentosans, hexosans, galactosans, and others are 
uronic acids. The lignins are non carbohydrate 
portions of woody tissue easily oxidized by nitric 
acid and composed of substituted phenylpropane 
units. Other names at times applied to indigestible 
material are “unavailable carbohydrate,” “fiber con¬ 
tent,” “bulk,” and “roughage.” 

The indigestible residue content of various foods 
before they are eaten cannot be stated with con¬ 
fidence. Tliis is partly because the residue of an 

Food Residue. 

Quantity Wet Weight Dry Weight 
Taken (Gm.) (Gm. 

Diet per 24 Hr. per 24 Hr. per 24 Hr. Reference 
Mixed . ... 100-150 20-30 14 
Meat . 1,435 gm. G4.0 17.2 14 
White bread . 1,237 gm. 109.0 28.9 14 
Dark Bread . 1,360 gm. 815.0 115.8 14 
Potato . 3,078 gm. 635.0 93.8 14 
Peas . 960 gm. 927.1 124.0 14 
Milk . 3,075 gm. 174.0 40.6 14 
Milk . 3 qt. 114.5 25.3 15 
Milk . 1,680 gm. ... 21.5 16 
Cabbage (raw) .. 210 gm. 700 (approx.) ... 12 

item such as a vegetable varies with the locality and 
season of its growth, age when picked, and method 
of preparation. Also, methods of defining and ana¬ 
lyzing residue vary greatly. According to the most 
extensive study of food residues ever published,11 
unavailable carbohydrate is zero in orange juice, 1% 
in cantaloupe, 2.2% in boiled spring cabbage, 5.2% 
in boiled fresh peas, 6% in shredded wheat, and 16% 
in fresh passion fruit. Figures such as those given for 
cabbage led McCance11 to state, “Even the green 
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leaves, which are confidently advised as a certain 
cure for constipation by physicians writing in the 
popular press, contain only 1.6 to 4.5% (roughage).” 
On the other hand, Williams and Olmsted 12 found 
by a different method that the indigestible residue 
in uncooked cabbage was approximately 50%. The 
total indigestible residue of 14 different foods con¬ 
tained 24% to 75% cellulose, 18% to 60% hemicellu- 
lose, and 7% to 60% lignin, the latter substance 
being particularly high in bananas.13 

These changes in food composition are reflected 
at least in part in the stool. As shown in the table, 
a diet containing a large amount of indigestible resi¬ 
due increases both the wet and dry weight of the 
feces.14'16 Supplements of such foods as apples or 
oranges (36 oz. or 1,021 gm. each), celery, cabbage, 
tomatoes, lettuce (21 oz. or 595 gm. each) and 3 to 6 
oz. (85 to 170 mg.) of wheat bran increase the wet 
weight of the stool by roughly 500 gm. (17.6 oz.) 
per day. 

The size of swallowed particles affects food resi¬ 
due but moderately. In extensive studies, Seppa 18 
found that the dry fecal residues after eating princi¬ 
pally potatoes, rye zwieback, wheat zwieback, beef, 
beans, or bananas were unaffacted by thorough, 
average, or poor chewing. Only cold smoked fat 
appeared to be better absorbed after careful chew¬ 
ing. On the other hand, unchewed chunks or 
samples of various meats, potatoes, peas, and car¬ 
rots, if served in mesh bags passed through the 
digestive tract from 16% (new boiled potatoes) to 
83% (garden peas) undigested; whereas various 
samples of cooked fats, hard-cooked eggs, rice, 
bread, and cod, similarly prepared and swallowed 
were completely digested.19 Practical experience 
indicates that completely unchewed materials, par¬ 
ticularly vegetable matter, may appear in the stools, 
and that the degree of this phenomenon is en¬ 
hanced in diarrheal states. 

Although the human gastrointestinal tract secretes 
no enzymes that can break down cellulose, hemi- 
cellulose, and lignin, various bacterial enzymes are 
capable of this digestion. Intestinal bacteria, to a 
variable extent, thus alter and decrease indigestible 
residues. The type of food presented to the lower 
gut in turn influences the character of the local 
bacterial flora. 

At birth, the gastrointestinal tract is essentially 
sterile, but implantation of microorganisms occurs 
rapidly. In the breast-fed infant, Lactobacillus 
bifidus predominates. When the diet contains cow’s 
milk, Lactobacillus acidophilus is found, and this 
organism persists as the major component of the 
flora until a more solid diet is begun. Escherichia 
coli then gradually becomes predominant. Other 
members of the coli-aerogenes group, micrococci, 
anaerobes, Proteus organisms, Bacillus subtilis, 
yeasts, and molds comprise the variable secondary 
flora. If special media and careful anaerobic tech¬ 
nics are used, the primary intestinal flora appears to 

be anaerobic, with the bacteroides group predomi¬ 
nating.20 Lactobacilli are also present in the stools 
of most persons on an ordinary diet.21 

The feeding of lactose, fruits, and carbohydrates 
in general leads to an increase in gram-positive 
organisms such as lactobacilli, enterococci, and 
streptococci with the pH of the feces approaching 5. 
The feeding of acidophilus milk, especially when 
supplemented with lactose, may lead to a simplified 
flora consisting largely of L. acidophilus. Converse¬ 
ly, a high protein intake promotes the growth of a 
gram-negative, so-called putrefactive flora, includ¬ 
ing coliform organisms, Proteus organisms, and 
anaerobes. The fecal pH is then nearly neutral.22 
Although dietary manipulation does alter the fecal 
flora, the response varies markedly in degree from 
time to time and from person to person. Thus, the 
bowel flora initially present may influence the re¬ 
sults obtained, and some individuals, especially 
those in the older age groups, appear to be quite 
resistant to the establishment of any new intestinal 
flora. 

It is generally assumed that indigestible residue 
in the bowel adsorbs water, and that the moist 
mass of bulk stimulates intestinal motility, thus 
further lessening water absorption by the colon. 
Few studies are available, however, to document 
these concepts. The most exhaustive studies on the 
mechanism of more copious stool production by a 
high-residue diet were carried out by Olmsted and 
his associates.12 They concluded that the range of 
titratable acidity of feces was 1 to 67 mEq. per 
100 gm. of fresh, wet material. This acidity was to 
a large extent caused by volatile fatty acids (acetic, 
butyric). The greatest elimination of fatty acids and 
the largest stool volume occurred on a high carbo¬ 
hydrate diet. Their studies revealed a parallelism 
between the hemicellulose (not cellulose or lignin) 
content of the diet, the amount of volatile fatty 
acids in the feces, and the weight of the stool. Olm¬ 
sted and others thus reached the conclusion that 
bulk led to increased fecal elimination by the bac¬ 
terial degradation of hemicelluloses to volatile fatty 
acids which, in turn, were assumed to irritate the 
bowel. That these acids do stimulate bowel motility, 
either pharmacologically or by distension, has not 
been clearly documented. 

Bacteria also digest and ferment carbohydrates 
that are susceptible to human enzymatic digestion 
but which may reach the colon because the amount 
of carbohydrate ingested is excessive in relation to 
the digestive capacity of the gut. Thus, if a pure 
wheat starch diet is taken, a sour, loose, and gassy 
stool may ensue, presumably because an acidophilic- 
bacterial flora thrives on any unabsorbed carbo¬ 
hydrate residue, digestible or not, to form heavy 
hydrogen, carbon dioxide, and volatile fatty acids. 
Diarrhea with increased amounts of fecal volatile 
fatty acids and lactic acid may also be associated 
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with a normal carbohydrate intake when the activity 
of intestinal sugar-splitting enzymes is deficient.23 

Probably one of the most established of all popu¬ 
lar convictions is that certain foods are “gas pro¬ 
ducers.” Investigations on this matter have, never¬ 
theless, been singularly unsuccessful in substantiat¬ 
ing these popular beliefs. In one study, the amount 
of rectal gas was less when the subject was placed 
on a high vegetable diet.24 In another, cabbage, 
which appears to enjoy an even greater reputation 
as a gas-former than baked beans, produced no 
more rectal flatus by actual measurement than did 
many other foods; only the combination of a high 
fat intake and vegetables seems to enhance gas 
output to some extent.25 In the third study, a diet of 
soybeans and fat increased the daily volume of 
rectal flatus from 0.6 to 2.9 liters per day in one 
subject, but the results were inconsistent; and the 
authors commented, “Although not markedly re¬ 
flected in the daily egestion of gas the soybean diet 
caused subjectively at least a great deal more 
flatulence.”26 

As this comment suggests, the measurement of 
rectal gas expelled does not necessarily correspond 
to intestinal gas formation, since unknown amounts 
of gas may be absorbed. In addition, accurate col¬ 
lection of rectal gas is technically difficult. Finally, 
if the quality and quantity of rectal gas appears 
changed following the ingestion of a certain food, 
the responsible mechanism may not be merely 
fermentative. The food may have influenced the 
amount of air swallowed or amount of gases 
diffusing between blood and bowel, two factors 
generally believed of major importance in account¬ 
ing for intestinal gas. Because of our gross lack of 
knowledge, and because so many factors may in¬ 
fluence intestinal gas, classification of foods on the 
basis of their gas-forming properties has very little 
basis. 

It may be argued that fecal material, represent¬ 
ing the end results of diet, gastrointestinal functions, 
and bacterial activity, is less important from the 
viewpoint of colonic dietotherapy than the nature 
of ileal effluent. Partly for this reason, Hosoi, 
Alvarez, and Mann9 performed their well-known 
studies in dogs with the lower ileum attached to 
the rectum. They came to the conclusion that gela¬ 
tin, hard-cooked eggs, and meats had low residues; 
whereas raw egg whites, bananas, potatoes, milk, 
lard, butter, apples, and prunes were high-residue 
foods. The applicability of these results to human 
dietetics is, however, not quite clear. Pure food 
substances were given once daily, sometimes in 
large quantities (for example 10 gm. of .35 oz. of 
butter per kilogram of body weight), and force- 
feeding had to be employed. Besults under such 
conditions are not necessarily the same as when 
ordinary amounts of food are added to a mixed 
natural diet which is consumed with a certain 
amount of pleasure. In addition, human and canine 

digestive and absorptive functions are probably no 
more identical than the usual dietary habits of these 
respective species. For these reasons, the generali¬ 
zation that milk is a high-residue food should be 
accepted with some reservation. 

In human subjects with ileostomies, 600 cc. of 
milk per day, taken in place of 600 cc. of water and 
added to an otherwise palatable and balanced diet, 
does not increase the volume of the ileal effluent,27 
a finding consistent with earlier observations made 
on patients.28,29 In spite of statements to the con¬ 
trary,9 milk also does not emerge as a high-residue 
food on the basis of fecal studies reported in the 
literature.14'16 (See table.) Milk, it may be conclud¬ 
ed, should be classified as a medium-residue and 
not a high-residue food for adult man. 

Most foods tend to exhibit the same quantitative 
residue characteristics whether fecal or ileal dis¬ 
charges are studied. Qualitatively, especially with 
respect to acidity and fermentative products, fecal 
material will be altered from that present in the 
ileum, depending upon the degree and type of bac¬ 
terial activity. In general, foods may be listed, in 
order of increasing residue production, as follows: 
proteins, fats, milk, digestible carbohydrates, and 
carbohydrates with indigestible material. 

Some foods, such as certain fruits and their juices, 
appear to stimulate intestinal motility by pharma¬ 
cologic means. The laxative principle said to be 
active in prune juice, for instance, has been identi¬ 
fied as di-hydroxyphenyl isatin.30 In general, how¬ 
ever, data on pharmacologically laxative principles 
in foods are very sparse; it is not known what foods 
do or can have such properties, on what part of the 
intestines they act, how they work, or what propor¬ 
tion of the population is susceptible to their action. 
Prune juice, however, appears to have some effect 
on the small bowel, for 200 ml. per day, added to an 
otherwise normal diet, increased the 24-hour wet 
weight of ileal discharges by about 250 gm. in each 
of 5 subjects.27 

Clinical Applications 

Rational dietotherapy of gastrointestinal disorders 
should depend on (1) reasonably well-accepted 
knowledge of how a dietary regimen changes gas¬ 
trointestinal contents and function, and (2) how 
such changes, in turn, affect the mechanisms under¬ 
lying the disorder. If dietary recommendations re¬ 
lated to the use of specific food items are evaluated 
on the basis of such criteria, the following practices 
appear to qualify as rational: (1) elimination of 
foods with a pH of 4 or less in inflammatory or 
ulcerative conditions of the esophagus and stomach; 
(2) use of proteins for their immediate buffering 
effect, and use of moderate amounts of fat to 
counteract the late stimulating effect of proteins on 
gastric secretion in “peptic” disorders related to 
gastric activity; (3) reduction of fatty foods because 
they retard gastric evacuation mechanism; (4) elim- 
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ination of chunky material and of foods having or 
producing a high residue in any gastrointestinal 
condition associated with stenosis of the lumen; (5) 
moderate reduction of residue-containing foods in 
conditions associated with neurogenic intestinal 
stasis (“paralytic ileus”), such as postoperative states; 
(6) dietary manipulations required by specific 
diseases: elimination of gluten in nontropical sprue; 
reduction of sugars, starches, and others with actual 
or potential osmotic activity in patients with post¬ 
gastrectomy dumping; restriction of carbohydrates 
in an attempt to alter intestinal flora in “fermenta¬ 
tive diarrhea,” if good evidence is available that 
such a condition is present. 

Otherwise, all the elaborate food lists used today 
for treating gastrointestinal disorders must be re¬ 
garded as based on unverified impressions and tradi¬ 
tional lore. Such bases, like much folklore, must 
contain veins of truth, but to find them in a moun¬ 
tain of rubble is a task for tomorrow. Many regula¬ 
tions as to what to eat and what not to eat suffer 
from 3 serious deficiencies. 

1. Harmful or beneficial qualities attributed to a 
food, such as labeling it “bland,” “irritating,” “gas¬ 
sy,” or “indigestible,” are conceptually vague and 
unproven by test. The common responsible local 
mechanism for gastrointestinal distress, be it the 
ache of spasm, the intermittent crescendoes of pain 
that mark hyperperistalsis, or the bloat and pressure 
of “indigestion,” is dependent on changes of tension 
within the walls of the gut. Thus, if a food were in¬ 
deed “irritating,” or by some other means caused 
gastrointestinal distress, it should do so by derang¬ 
ing gastrointestinal motor function. No studies exist 
to show that any specific foods in themselves either 
bring about or allay such motility derangements. 

2. Specific objectives of therapy, in terms of 
counteracting the mechanism of gastrointestinal dis¬ 
orders, are insufficiently appreciated to permit 
rational use of such food effects as are known. 
Some foods, for example, are known to have low, 
others high residues, but are these qualities “good” 
or “bad”? What is the benefit to a normal person of 
a bigger and more watery stool, possibly passed 
twice rather than once a day? What is the benefit 
of changing or depressing the intestinal flora? Few 
would argue that the diarrhea which may attend 
suppression of this flora by antibiotics constitutes 
“improved” bowel function, and animals raised in 
the germ-free state enjoy the “benefit” of consider¬ 
able enlargement of the cecum.31 

In a constipated person, will high residue increase 
the ease of bowel movements? Constipation is usual¬ 
ly ascribable to some sort of colonic motor disorder, 
and merely giving the colon more feces to work on 
does not necessarily relieve symptoms. Furthermore, 
as is believed to be true of the spastic colon, a great¬ 
er amount of residue, or a greater production of 
volatile fatty acids, may merely enhance the al¬ 

ready excessive nonpropulsive motility—the spasm— 
that characterizes the disorder, without helping to 
reestablish the normally integrated function that 
would give the patient relief. Conversely, in the 
patient with diarrhea, does a high residue really 
have deleterious effects? Certainly, plain indigesti¬ 
ble (literally meant) material, such as kaolin or 
barium sulfate, sometimes appears to help diarrhea. 
Hemicelluloses are said to absorb fluids and might 
be used with as much rationale as synthetic methyl- 
celluloses and other hydrophilic colloids. Since the 
etiology of most chronic diarrhea states is unknown, 
promotion of a normal bowel flora by offering it a 
more normal distribution of food substances might 
be more beneficial than eliminating residues as much 
as possible. The contrary argument, that low-residue 
foods “rest” the diseased bowel, is a simple assump¬ 
tion which certainly may be valid, but for or against 
which no evidence exists. 

3. Statistically valid evidence is obtained by in¬ 
vestigations that adhere to objectivity, include con¬ 
trols, eliminate prejudice and psychic influence, and 
make due allowance for chance variations. As 
judged by such criteria, very few studies are avail¬ 
able to show whether foods do what they are com¬ 
monly believed to do. The few valid studies that 
exist fail to substantiate various popular beliefs con¬ 
cerning the irritating effects of some ingested ma¬ 
terials on the gastrointestinal tract. Everybody 
“knows,” for example, that iron preparations cause 
bowel complaints, but when subjects took placebo 
tablets believed to contain iron, the incidence of 
abdominal discomfort and bowel irregularities was 
the same as when the actual iron-containing tablets 
were taken.32 A careful, long-term study 15 did not 
confirm the many claims made for the laxative effect 
of bran. In a study currently under way, Koch and 
Donaldson 33 find that on the average the same foods 
are incriminated by all patients with digestive com¬ 
plaints, whether caused by functional disorders, 
peptic ulcer, hepatobiliary disease, or ulcerative 
and inflammatory disease of the small and large 
intestines. The limited evidence available suggests 
that the incrimination of certain foods as causing or 
enhancing abdominal symptoms, on the basis of the 
patient’s say-so or the physician’s preestablished 
concepts, cannot be accepted as valid. 

It may be pointed out that any food, even the 
blandest (if tbis can be defined), apparently may 
cause distress if given in an unnatural manner. 
Hypertonic solutions in the small bowel cause 
forceful and crampy peristalsis. Enterostomy feed¬ 
ings, even if creamily smooth, lead to diarrhea. In 
addition, symptoms may ensue when single food 
items are eaten in excess. Thus raw egg white causes 
mucoid diarrhea in man and dog when taken in 
large amounts.8 Rubner’s subject became gassy and 
distressed after subsisting for 3 days on white bread 
as his sole source of solid nourishment.34 
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Since a large proportion of dietary practices ap¬ 
plied in the treatment of gastrointestinal disorders 
appears unsubstantiated or even irrational, should 
all dietary recommendations for the patient with 
digestive complaints be scrapped, except for the 6 
purposes listed previously? In view of the limited 
amount of real information available, such a radical 
recommendation is not warranted. On the other 
hand, the sparse and at times negative nature of the 
evidence that is available suggests that much popu¬ 
lar gastrointestinal dietotherapy should be recog¬ 
nized as traditional, that apparent “success” of a 
dietary maneuver may be the result of a chance 
variation or a placebo effect, that adherence to the 
dicta of dietotherapy should not be insisted on too 
vigorously, and that such dietotherapy should be 
readily abandoned if indications exist that it may be 
psychologically or physically harmful. 

This report cannot conclude without an emphatic 
restatement of the basic difficulty with dietotherapy 
as related to gastrointestinal structure and function: 
ignorance as to what happens to an individual food 
item in the gut, as to its effect on the alimentary 
tube, and as to the real explanation of symptoms 
that might follow its ingestion. Such sparse informa¬ 
tion as is available concerning these points is not 
collected in any organized and integrated form. It 
is unlikely that gastrointestinal dietotherapy will 
change or improve greatly until a broad investiga¬ 
tive attack, probably tedious but nonetheless essen¬ 
tial, is undertaken to find out exactly what foods do 
within the human digestive system. 
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NUTRITION 

Council on Foods and Nutrition, 
American Medical Association 
ITS RELATION TO PHYSICIANS 

PHILIP L. WHITE,* OGDEN C. JOHNSONf 
AND MARY JANE KIBLERf 

American Medical Association, Chicago 

The Council on Foods 
and Nutrition of the 
American Medical As¬ 
sociation has been ac¬ 
tive for more than 30 
years. It is a standing 
committee of the Board 
of Trustees and serves 
as an advisory group 
to the Board in the de¬ 
velopment of A.M.A. PHILIP L. WHITE 

policies. There are 11 
Council members, selected to represent a cross 
section of nutrition authorities from the medi¬ 
cal and allied sciences. The Secretariat of the 
Council is located at A.M.A. headquarters in 
the Department of Foods and Nutrition. It 
consists of a secretary and five professional 
staff associates. Certain programs of the De¬ 
partment are conducted in the name of the 
A.M.A., whereas others are carried out in the 
name of the Council. 

^Secretary; fAssistant Secretary, American Medical Association, Chi¬ 
cago, Illinois. 

History 

The Council’s predecessor was the Special 
Committee on Nonmedicinal Foods, one of 
two committees on foods formed by the Coun¬ 
cil on Pharmacy and Chemistry in 1929. One 
committee was devoted to medical food prod¬ 
ucts that were intended for listing in “New 
and Nonofficial Remedies”; the other dealt 
with nonmedicinal food products promoted to 
the laity. 

The principal activity of the committee was 
concerned with the A.M.A.’s “Seal of Ac¬ 
ceptance” program. The committee partici¬ 
pated in this program by evaluating nutri¬ 
tional claims and food products. Stringent 
requirements for the manufacture, distribu¬ 
tion and promotion of certain foods were set 
as criteria for product acceptance. When the 
sponsor of a specific food product satisfied 
the Council that all the requirements were 
met, the seal was awarded. The seal could 
be reproduced on the label and in the col¬ 
lateral advertising for the product. 
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By 1932, the activities of the Special Com¬ 
mittee on Nonmedicinal Foods had so ex¬ 
panded that the Board of Trustees recom¬ 
mended establishing a separate Committee 
on Foods. The many programs of the Special 
Committee on Nonmedicinal Foods and of the 
Committee on Medicinal Foods were assumed 
by the Committee on Foods. The Committee 
on Foods was elevated to Council status in 
1936; the name was changed to the Council 
on Foods and Nutrition in 1943. 

Outstanding achievements of the Council 
on Foods and Nutrition in the years prior to 
World War II were made in the area of public 
health nutrition. The Council assumed active 
leadership in encouraging the enrichment of 
certain staple foods with vitamins and min¬ 
erals to improve their nutritive quality. In 
1936, the Council stated its requirements for 
endorsement of such practices: 

If in exceptional cases a general need for 
vitamin (or inorganic salt) intake above that 
afforded by the usual mixed diet of common 
foods is indicated, the Council shall require 
(a) acceptable and convincing evidence that 
there is a need for enhanced amounts of vita¬ 
mins (or inorganic salts) in the general food 
supply, and (b) that the food vehicles pro¬ 
posed for the distribution of such vitamins (or 
inorganic salts) are suitable and appropriate.1 

The Council was instrumental in establish¬ 
ing the Food Protection Committee of the 
National Research Council’s Food and Nutri¬ 
tion Board because of its concern for adequate 
pretesting of food additives. In 1941, the 
Council and the Food and Nutrition Board 
of the National Research Council adopted a 
policy concerning the proper addition of spe¬ 
cific nutrients to foods. This policy was re¬ 
viewed and reaffirmed in 19542 and is cur¬ 
rently being reappraised. The statement is 
expected to continue to be of fundamental 
importance in public health nutrition. 

In those early days, the Council published 
many pamphlets, articles and books. Some of 
the most significant publications were “The 
Handbook of Nutrition,” “The Vitamins,” 
“Protein Nutrition in Health and Disease,” 
and “Accepted Foods.” 

In 1955, the A.M.A. discontinued the ac¬ 

ceptance program because the need for the 
program “. . . has become much less as laws 
have been enacted and as manufacturers have 
assumed more and more their share of respon¬ 
sibility in marketing worthwhile products,” 
and in order “. . . to meet the demand caused 
by the tremendously and broadly expanding 
horizon in diagnostic, curative, and preven¬ 
tive medicine.”3 

Nutrition in Medicine 

The science of nutrition can no longer be 
considered only in terms of the diagnosis and 
treatment of nutritional deficiency diseases 
and the issuance of standard dietary regimens 
for the management of a few metabolic dis¬ 
eases. Many of the diseases prevalent in the 
United States today, such as cirrhosis, coro¬ 
nary artery disease and obesity, are directly 
or indirectly associated with dietary habits 
and nutritional status. Nutrition must be 
recognized for its role in preventive and thera¬ 
peutic medicine. The surgeon, obstetrician, 
pediatrician, internist, cardiologist—all the 
specialists—can profit from a sound knowl¬ 
edge of the science of nutrition. Frequently, 
the general practitioner is confronted by prob¬ 
lems related to nutrition. Too often, however, 
these problems are attacked with a high- 
potency multivitamin preparation or a for¬ 
mula diet, when prescription of a sound 
dietary regimen would be a more rational 
approach. 

How well prepared is the physician to pro¬ 
vide information and guidance on nutrition? 
If permitted to judge by questions received 
from physicians in practice, we would con¬ 
clude that he is ill-prepared. Surveys con¬ 
ducted by the Council on Foods and Nutrition 
have shown that the graduating medical stu¬ 
dent is seldom equipped to cope with the 
nutritional problems encountered in practice. 
By default, nutrition has become primarily a 
science to be studied in postgraduate medical 
education rather than during the formal years 
in medical school. 

In addition to the responsibility to the pa¬ 
tient, the medical profession has an obligation 
to provide sound nutrition information for the 
general public. The consumer, because of his 
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limited knowledge of the science of nutrition, 
often cannot distinguish between fact and 
salesmanship. The layman needs a source of 
authoritative information in order to evaluate 
promotional claims and other information that 
may affect his well-being or that of his family. 
The family physician is in an ideal position 
to provide facts on nutrition and to dissemi¬ 
nate information to his patients. 

Current Council Program 

The major objectives of the Council pro¬ 
gram are: (1) medical education, to inform 
the student and the physician of current con¬ 
cepts and practices in clinical nutrition, and 
(2) public education, to encourage the prac¬ 
tice of good nutrition. 

Medical education—Symposia—Once or 
twice each year, the Council sponsors a sym¬ 
posium on some aspect of nutrition that is of 
interest to general practitioners and certain 
specialists. It is conducted in cooperation with 
a host medical school and the local medical 
societies. Leading scientists are invited to re¬ 
port and to interpret current research and 
practices in nutrition for the physician. Pa¬ 
pers presented at these symposia are usually 
published in one of the A.M.A. journals and 
reprinted in monograph form. The mono¬ 
graphs are distributed to medical libraries, to 
schools of medicine, and to physicians and 
members of allied professions. 

Ten symposia have been held in the past 
six years. Various subjects have been covered, 
such as inorganic elements; proteins, fats and 
atherosclerosis; nutrition in bone formation 
and disease; nutritional problems in internal 
medicine; nutrition in pregnancy; infant nutri¬ 
tion; nutrition in tooth formation and dental 
caries; and clinical signs of nutrient deficien¬ 
cies. A symposium on adolescent nutrition and 
obesity was held October 21, 1961, in cooper¬ 
ation with the Stanford University School of 
Medicine, Palo Alto, California. 

Special articles—Another type of sympo¬ 
sium was published by the Council in The 
Journal of the American Medical Association4 
in 1959. Differing opinions of five recognized 
authorities were combined in one presenta¬ 
tion on the significance of lowered cholesterol 

levels. Currently, a symposium is being pre¬ 
pared on the subject of human calcium re¬ 
quirements. By presenting differing opinions 
on controversial topics, the Council is offer¬ 
ing the physician a basis for sound judgment. 

The special articles sponsored by the Coun¬ 
cil for publication in The Journal of the Ameri¬ 
can Medical Association are one of the ways 
of keeping the physician informed on current 
concepts in nutrition. Authorities in various 
areas of nutrition are invited to write articles 
on specific topics. Some articles are reviews; 
others are research progress reports and in¬ 
terpretations. All these articles are reviewed 
by the members of the Council before they 
are submitted for publication. 

Periodically, the Council publishes state¬ 
ments and editorials in The Journal of the 
American Medical Association, such as “Vita¬ 
min preparations as dietary supplements and 
as therapeutic agents” (January 1959); “For¬ 
mula diets and weight control” (May 1961); 
“Diet as related to gastrointestinal function” 
(June 1961); “The regulation of dietary fat” 
(to be published); and “Safety of food addi¬ 
tives” (to be published). 

The articles and monographs sponsored by 
the Council have been well received by the 
profession. However, more of these publica¬ 
tions are used for teaching nutrition in schools 
of public health and allied fields than in 
schools of medicine. More than 85 articles 
sponsored by the Council have been published 
since January 1956, and nearly 500,000 re¬ 
prints have been distributed. 

Council statements—Although the Council 
no longer evaluates individual food products, 
it still maintains an active interest in the 
proper promotion, labeling and production of 
these items. 

This is an important area of nutrition edu¬ 
cation. Factual, informative advertising en¬ 
courages consumer education in the selection 
of wholesome foods and thus contributes ma¬ 
terially to good health. Each year, approxi¬ 
mately 100 educational advertisements are 
reviewed for medical and scientific accuracy. 
These advertisements and other educational 
pamphlets and booklets are submitted volun¬ 
tarily by nonprofit trade or professional or- 
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ganizations. When the advertisements are 
found suitable, permission is given for use of 
the following statement: 

“The nutritional statements made in this 
advertisement have been reviewed by the 
Council on Foods and Nutrition of the Ameri¬ 
can Medical Association and found consistent 
with current authoritative medical opinion.” 

The Council’s experience in this field is 
summarized in the booklet “Statements and 
Decisions of the Council on Foods and Nutri¬ 
tion. This booklet includes suggestions for 
promoting and labeling foods; statements on 
special purpose foods; and decisions pertain- 
ing to public health regarding such practices 
and products as fortification of foods, vitamin 
content of prepared fruit juices, iodized salt, 
and other food items. 

Conferences and meetings—The scientific 
programs of the semiannual A.M.A. meetings 
can be considered as a synthesis of courses 
in postgraduate medical education. The Coun¬ 
cil on Foods and Nutrition has made a num¬ 
ber of contributions to these meetings. The 
presentation of the Joseph Goldberger Award 
in Clinical Nutrition and the accompanying 
lecture, a diet conference, and symposia on 
nutrition have become a regular part of the 
scientific program. 

Conferences concerned with the preventive 
and therapeutic aspects of nutrition have been 
conducted by the Council for the past four 
years. These conferences are held as a scien¬ 
tific exhibit. Each half day of the conference 
is devoted to the presentation of four or five 
papers on one topic. The purpose of the papers 
is to review briefly the current status of a 
problem and to stimulate questions and dis¬ 
cussion from the attending physicians. The 
conferences are supported by a grant from 
The Nutrition Foundation, Inc. 

Two additional projects designed to stimu¬ 
late interest in clinical nutrition are co-spon- 
sored by the Council and The Nutrition 
Foundation, Inc. The Joseph Goldberger 
Award in Clinical Nutrition is presented an¬ 
nually for outstanding achievement in the 
field of clinical nutrition. In 1961, the award 
—a commemorative plaque and $1000—was 
presented to Dr. Fredrick J. Stare, professor 

and head of the department of nutrition, Har¬ 
vard University School of Public Health. 

Ten fellowships for research in clinical nu¬ 
trition are awarded each year in honor of 
the Goldberger award recipient. These fellow¬ 
ships are given to medical students to support 
research in some phase of clinical nutrition 
during the nonacademic portion of the school 
year. Each grant consists of $600. More than 
40 applications are reviewed each year. The 
current fellowships are in honor of the 1960 
Goldberger award recipient Dr. Carl V. Moore, 
dean of the Washington University School of 
Medicine, St. Louis. 

Future projects—The Council has estab¬ 
lished a committee to study ways and means 
of improving the teaching of nutrition in 
medical schools. A preliminary survey of 
medical schools indicated that the present 
status of nutrition in the medical curriculum 
needs improvement. The dean of each medical 
school supplied the name of a faculty member 
who could describe the teaching of nutrition 
in his institution. This individual was asked 
how and where nutrition was included in the 
curriculum. In many cases, the individual also 
evaluated the adequacy of the program. 

Of the 86 accredited medical schools sur¬ 
veyed, 69 replied. The departments of internal 
medicine and biochemistry were named as 
being principally responsible for teaching nu¬ 
trition in 70 per cent of the replies. The re¬ 
maining 30 per cent listed the departments of 
pediatrics, dietetics, obstetrics, gynecology 
and others. Seven of the schools reporting 
have specific departments or divisions special¬ 
izing in nutrition. 

In the preclinical nutrition courses, much 
of the emphasis is on the deficiency diseases. 
Little or no attention is given to the contribu¬ 
tion of foods to nutrition, the effect of specific 
diseases on the nutritional status of the indi¬ 
vidual, or the biochemical changes at the 
cellular level in nutritional diseases. Diet ther¬ 
apy is stressed in the clinical courses. The 
clinical teaching of nutrition involves the ob¬ 
servation of patients, but the practice ranges 
from good to poor. Practical application, 
through conferences during dietetics and 
ward rounds, forms a large part of the clinical 
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training in nutrition. Basic information pre¬ 
sented in the preclinical courses must be used 
as a basis for the therapeutic decisions made 
in the clinic. 

After the preliminary survey, a panel of 
nine experts currently active in medical edu¬ 
cation and interested in nutrition met with 
the Council. The participants specialized in 
dietetics, obstetrics, internal medicine, pedi¬ 
atrics, preventive medicine, pathology, sur¬ 
gery and biochemistry. The group discussed 
the needs for teaching nutrition within each 
area of medicine. After evaluating the infor¬ 
mation obtained in the survey and formulating 
a tentative program, they outlined the respon¬ 
sibilities of medical schools in the teaching 
of nutrition. The following points were 

stressed: 
1. Medical students should be able to adapt 

current nutritional research to practical appli¬ 
cations in the management of disease. The 
nutritional status of the individual affects and 
is affected by the course of many diseases. 

2. Technics of teaching nutrition in medi¬ 
cal schools should be improved. Even though 
a few schools have strong departments or 
divisions of nutrition, emphasis in nutrition 
is not focused on the present-day nutritional 

problems. 
3. Physicians should be equipped and mo¬ 

tivated to participate in patient education to 
curb unwarranted and distorted health claims 
about food and nutrition. The public requires 
help to evaluate and understand these claims. 

4. American medical schools should serve 
as centers of nutrition education for physi¬ 
cians throughout the world. There is a serious 
shortage of well-trained personnel to conduct 
nutrition projects in the developing areas of 

the world. 
A more detailed survey of the teaching of 

nutrition is planned for the future. Informa¬ 
tion will be sought on the specific subject 
matter taught in classes and conferences. The 
relation of the basic sciences to clinical teach¬ 

ing will be evaluated. 
The Council hopes to gain the support and 

cooperation of the Association of American 
Medical Colleges in this project. 

The Committee has recommended that a 

teaching conference be held for 7 to 10 days 
during the summer of 1962. A delegate from 
each medical school would be invited who 
could serve as a coordinator for better in¬ 
tegration of the basic science courses and 
clinical teaching of nutrition in his school. 
Problems of nutrition encountered within the 
specific areas of medicine would be discussed, 
stressing good teaching technics. The impor¬ 
tance of relating basic information to prac¬ 
tical nutrition in the treatment of the patient 
would also be emphasized. 

Public education—During recent years, the 
Council Secretariat and the A.M.A. Communi¬ 
cations Division have directed an extensive 
program to combat misinformation on nutri¬ 
tion and food faddism. A kit containing pro¬ 
gram ideas, a sample speech, literature and a 
bibliography on food faddism and false claims 
has been distributed to state and county medi¬ 
cal societies, dietitians, home economists, and 
radio and television broadcasters. Council 
members and staff members frequently speak 
on this problem to organized groups through¬ 
out the country. 

A 27 minute film, “The Medicine Man,” is 
an expose of the technics used by a health 
lecturer to sell his special vitamin supple¬ 
ments. It has been shown to audiences in com¬ 
munity organizations, church groups and high 
schools and on television. Over a million 
copies of the pamphlet “The Merchants of 
Menace” have been distributed. This pam¬ 
phlet summarizes food and nutrition facts and 
cautions against fraudulent claims made by 
hucksters of health food items. 

Exhibits—Since visual interpretation is an 
invaluable educational aid, the A.M.A. exhibit 
program has been expanded. Plans are being 
made to broaden the scope of subject matter 
and to make the exhibits accessible to a greater 
number of people. During the past three years, 
seven nutritional exhibits have been devel¬ 
oped on weight control, food faddism, the use 
of vitamins, and teen-age nutrition. These ex¬ 
hibits are in almost constant circulation. They 
are shown by the Council staff at health fairs, 
state fairs and professional meetings, includ¬ 
ing the two annual A.M.A. meetings. This 
provides an opportunity to meet and discuss 
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the A.M.A. program with thousands of persons. 
Special pamphlets and booklets are prepared 

for use in conjunction with the exhibits. Often 
the distribution of these materials exceeds 
hundreds of thousands of copies. One ex¬ 
ample that can be cited is a pamphlet, “The 
Healthy Way to Weigh Less,” developed for 
use with the exhibit “You Can Reduce.” In 
the first year, 950,000 copies of this pamphlet 
were distributed; the majority of requests 
have come from physicians who use it for 
patient education. 

There is a need for improved teaching aids 
to be used by the practicing physician in pa¬ 
tient education. Industry provides many edu¬ 
cational aids such as posters, pamphlets and 
booklets on various nutritional subjects. Some 

are of good quality; others lack authority. The 
Council is preparing a finite program to make 
available authoritative information presented 
in a simplified manner. 

Reprint lists of the Council’s publications 
and nutrition articles presented in Today’s 
Health may be obtained from the Council of¬ 
fice, 535 North Dearborn Street, Chicago 10. 
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Council on Foods and Nutrition 

The Celiac Syndrome (Malabsorption) 
in Pediatrics 

Classification, Differential Diagnosis, Principles of Dietary Management 

Paul A. di Sant’Agnese, M.D., and W illiam O. Jones, M.D., Bethesda, Md. 

IN 1889, Gee in London described a chronic dis¬ 
ease of children and adults characterized by 

malnutrition, abnormal stools, and a distended ab¬ 
domen. He named it celiac disease from the Greek 
word for abdomen, “koiX'iu.” In the subsequent 70 
years it was gradually realized that the term “celiac 
disease” in the pediatric age group included not 
one but a group of different disorders entirely dis¬ 
tinct in etiology, course of the illness, and ultimate 
outlook for the patient. However, these diseases 
presented a common symptom complex resulting in 
intestinal malabsorption and, therefore, resembled 
each other clinically. 

The common defect in this entire group of path¬ 
ological conditions is impaired intestinal fat ab¬ 
sorption, and the manifestations found in all of 
these disorders to a variable degree are: (1) malnu¬ 
trition, (2) foul, bulky, greasy stools, (3) a distended 
abdomen due to accumulation of improperly di¬ 
gested and inadequately absorbed material and to 
flatulence, and (4) secondary vitamin deficiencies. 

The recognition that not one but many diverse 
disease conditions may give rise to this common 
symptomatology is recent as medical lore goes and 
is not yet sufficiently appreciated. Principal land¬ 
marks in this advance of our knowledge of mal¬ 
absorption in the pediatric age group have been: 
(1) The recognition of cystic fibrosis of the pancreas 
as a separate disease entity frequently leading to 
malabsorption, following the investigations of 
Fanconi, Andersen, and Blackfan and May in the 
late 1930’s.1 (2) The series of brilliant investigations 
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by Dicke, Weijers, and van de Kamer, cited by 
Weijers and van de Kamer,2 in Holland in the early 
1950’s which have led to the appreciation that 
glutin-induced enteropathy is one of the leading 
causes of celiac disease in children. (3) The elabora¬ 
tion of the technique of peroral biopsy of the in¬ 
testinal mucosa by Shiner3 and Rubin4 and others, 
in an attempt to elucidate the nature of the disturb¬ 
ance and to classify more precisely by histologic 
and electron-microscopic studies the disorders in¬ 
volved in its genesis. (4) The recent description by 
Gordon 5 of exudative enteropathy as representing 
a group of conditions leading, at times, to intestinal 
insufficiency. 

Classification and nomenclature of the many 
nosologic entities leading in children to intestinal 
malabsorption is therefore a dynamic chapter, and 
it is only recently that some light has been shed 
on this very confusing field. There are, perhaps, 
not many other subjects in pediatrics which have 
led to so much controversy and skepticism because 
of the widespread and often indiscriminate appli¬ 
cation of the term “celiac disease” to any child 
with the manifestations of intestinal malabsorption. 
This ranged all the way from those who speculated 
as to the very existence of this condition6 to those 
who claimed to have seen it in thousands of pa¬ 
tients.7 A good deal of the pall overlying this sub¬ 
ject will be lifted if it is realized that we are dealing 
in reality with not one but many different disease 
entities presenting similar clinical manifestations. 

Pathologic Conditions Included in the Celiac 
Syndrome in Children 

A list of the diseases which give rise to the celiac 
syndrome in pediatrics includes the following 
(Table 1A): 

In gluten-induced enteropathy an unknown basic 
defect in enzymatic activity or in metabolism is 
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Table 1.—Disorders Which Give Rise to the Celiac 
Syndrome (Malabsorption) in Children 

A. Principal Disorders Associated with Malabsorption 
Gluten-Induced Enteropathy 
Idiopathic Celiac Disease 
Cystic Fibrosis of Pancreas 
Exudative Enteropathy 

Ii. Conditions Frequently Causing Malabsorption 
Chronic incomplete obstruction or other anatomical abnormalities 

of intestinal tract (malrotation, stenosis, blind-loop syndrome, 
fistula, extensive resection of small intestine, etc.) 

Chronic parenteral infections (especially genitourinary tract) 
Chronic enteric infections or infestations 
Oral antibiotics (especially neomycin) 
Lactase, invertase, maltase deficiency 
Gastro-intestinal allergy 
Acanthocytosis 

C. Diseases Occasionally Giving Malabsorption 
Tuberculosis of mesenteric glands, hypoparathyroidism, Gaucher's 

disease, Niemann-Pick’s disease, ganglioneuroma, Riley-Day syn¬ 
drome, biliary atresia, hepatic cirrhosis, ulcerative colitis, re¬ 
gional ileitis 

accentuated or brought to light by ingestion of 
wheat gluten and leads to impaired intestinal fat 
absorption and the symptom-complex of the celiac 
syndrome. 

Idiopathic celiac disease or idiopathic steatorrhea 
occurs when wheat gluten is not a factor in the 
genesis of symptoms but when intestinal fat ab¬ 
sorption is abnormal with all of its attendant conse¬ 
quences. Here again the basic metabolic defect is 
unknown. 

Cystic fibrosis of the pancreas is a generalized 
disease of exocrine gland function in which pan¬ 
creatic achylia and perhaps other factors lead to 
malabsorption. 

Exudative enteropathy is presumably not one but 
a group of pathological conditions leading to exces¬ 
sive loss of serum protein through the gastro¬ 
intestinal tract and to steatorrhea and malabsorp¬ 
tion in the many cases in which the defect consists 
of abnormalities of intestinal lymphatics. 

Other conditions which may give rise to the same 
symptom-complex include (Table IB and 1C): 
chronic incomplete obstruction or other anatomical 
abnormalities of the intestinal tract (malrotation, 
stenosis, fistula, blind-loop syndrome) that may on 
occasion lead to the clinical manifestations of mal¬ 
absorption relieved by surgery; the celiac syndrome 
resulting from the indiscriminate use of antibiotics, 
particularly neomycin8; chronic parenteral infec¬ 
tions (especially of the genitourinary tract); gastro¬ 
intestinal allergy; chronic intestinal infection or 
parasitic infestation; tuberculosis of mesenteric 
glands, extensive surgical resection of small bowel 
leading to decreased absorption surface, hypopara¬ 
thyroidism, Gaucher’s and Niemann-Pick’s disease, 
the Riley-Day syndrome, ganglioneuroma,9 biliary 
atresia, cirrhosis, ulcerative colitis, and regional 
ileitis; lactase10 and other intestinal enzyme de¬ 
ficiencies,11 and acanthocytosis.12,13 

Before commenting on some of these conditions 
in greater detail a word should be said about in¬ 
testinal fat absorption in the pediatric age group. 
It is well known that the younger the patient, the 

less the ability to cope efficiently with dietary fat. 
Thus, an otherwise normal premature infant will 
have steatorrhea on what would be a normal fat 
intake for an older child. Infants, especially during 
the first 6 months after birth, will have no overt 
signs of fat intolerance under normal circumstances, 
but their intestinal tract is a locus minoris re- 
sistentiae. Any serious illness in this age group may 
and usually does lead to steatorrhea and to the 
manifestations of malabsorption if the basic dis¬ 
turbance lasts long enough. This was commonly 
seen in the case of chronic parenteral infections in 
the preantibiotic era, and anomalies of the genito¬ 
urinary tract leading to persistent infection com¬ 
monly spark the celiac syndrome even at the pres¬ 
ent time. As the child grows older, these causes of 
disturbed intestinal physiology outside the gastro¬ 
intestinal tract grow less important, and while a 
definite age limit at which these factors are no 
longer operative cannot be stated, we may take one 
year of age as the usual limit before which these 
influences make themselves felt. 

Gluten-Induced Enteropathy and Idiopathic 
Celiac Disease 

These 2 conditions have an identical clinical 
picture and will be discussed together. The great 
majority of pediatric patients presenting this symp¬ 
tomatology are infants between the ages of 6 and 
18 months. In the older textbooks it is usually 
stated that celiac disease does not start until the 
end of the first year or later. However, it was shown 
by our group some years ago 14 that in this country 
and at this time the onset of some of the symptoms 
frequently occurs in the very first few weeks or 
months after birth but that it is only after the age 
of 6 months that malnutrition, a distended abdo¬ 
men, and abnormal stools occurring in combination 
make the diagnosis clear. It is our feeling, based on 
statistical analysis, that breast feeding has a definite 
effect in delaying and at times preventing the ap¬ 
pearance of manifest symptoms and that the earlier 
onset of celiac disease is to be ascribed to the much 
greater use of artificial feeding in recent years. 

The clinical and laboratory manifestations of 
classic celiac disease are well known and adequate¬ 
ly described in all textbooks; therefore, they will 
not be listed at the present time. In Figure 1 a child 
is represented with gluten-induced enteropathy and 
the typical habitus of the celiac patient on ad¬ 
mission, as well as the nutritional improvement of 
this patient after 35 days on a gluten-free diet. The 
improvement can also be noted from a study of the 
weight curve in Figure 2. 

The natural history of celiac disease, however, 
will be briefly considered as it leads to some inter¬ 
esting etiologic observations. Not infrequently a 
patient is first admitted to a hospital during an 
episode of acute dehydration and electrolyte de¬ 
pletion, the so-called “celiac crisis.” This represents 
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Fig. 1.—Child, age 2J yrs., with gluten-induced enter¬ 
opathy upon admission to the hospital and after 35 days 
on gluten-free diet. 

7 14 21 28 35 
DAYS 

Fig. 2.—Weight gained by child pictured above. 

an acute medical emergency and should be treated 
accordingly. After recovery, patients put on rigid 
diets 15 excluding all forms of starch have an ex¬ 
cellent clinical response' in the great majority of 
cases. After initiating dietary therapy and after a 
lag of several weeks, there follows a period of rapid 
improvement lasting 6 to 18 months during which 
the patients put on weight rapidly and improve 
markedly as far as the character of the stools is 
concerned. As the gain in weight is apt to be much 
more rapid than the gain in height, the little patients 
frequently become slightly obese at this stage. 

Patients then continue to improve, but when they 
are examined several years after the original admis¬ 
sion, they still are found to have many abnormal 
laboratory tests,15 especially the ones related to fat 
absorption even though clinically they look quite 
well. At this time they are, therefore, in a latent 
stage in which despite the normal appearance and 
clinical well being their chemical processes are 
still abnormal. 

It has also been observed in the past by us 16 and 
by others 17 that adults with so-called adult celiac 
disease or nontropical sprue not only have an al¬ 
most identical clinical and laboratory picture to 

children with this condition but that many have a 
history of celiac disease in childhood or a family 
history of this disorder. It was concluded, therefore, 
that in many instances celiac disease in children 
and sprue in adults are the same condition and are 
an expression of a basic metabolic defect brought 
to light by varying trigger mechanisms (dietary de¬ 
ficiency, intestinal infection, psychologic trauma, 
and so forth) expressing itself somewhat differ¬ 
ently in diverse age groups.16 

With the demonstration by Dicke, Weijers, and 
van de Kamer in Holland 2 of the role played by 
wheat and rye gluten in the genesis of clinical 
symptoms in the great majority of such patients, 
these surmises were placed on a more scientific 
footing. Gluten feeding has an adverse effect on 
patients with celiac disease, both as to the general 
symptomatology and more specifically on the de¬ 
gree of steatorrhea; the fat content of the stools 
increases markedly and consistently when gluten is 
administered. 

It is possible to draw some conclusions from 
these findings which are quite in agreement with 
our conception that there is in celiac disease an 
unexplained error in metabolism which is present 
whether the symptoms are manifest or not. Dicke, 
Weijers, and van de Kamer were led to their classic 
investigations by the observation that during World 
War II the occupying German forces introduced 
wheat as the main staple of food in Holland, after 
which there was a marked increase in the incidence 
of celiac disease. This can be taken as evidence that 
the basic metabolic defect was present in many 
Dutch children but that it was dormant until 
brought to light by the introduction of gluten. 

Attention of investigators in the past had always 
been polarized on intestinal fat absorption as ex¬ 
emplified by the name “idiopathic steatorrhea” 
used interchangeably in former times with celiac 
disease or sprue. However, from the Dutch in¬ 
vestigations which were soon confirmed by workers 
in many other countries, it became obvious that fat 
absorption was in reality a secondary manifestation 
induced at will by the introduction of gluten in the 
diet and thus merely a clinical expression of the 
basic metabolic defect. As further evidence on this 
point, let us remember that in our own experience 
many children, who later present celiac disease, 
have symptoms shortly after birth and before they 
are given cereals or other potentially harmful foods 
containing wheat gluten. What other explanation 
is forthcoming but that there is an error in metabol¬ 
ism which in such cases is inherently severe enough 
so that it gives rise to symptoms although no 
gluten is administered? 

What then is this basic defect? This question 
must remain unanswered as yet since investigations 
have failed to lead to definite conclusions. Van de 
Kamer, Weijers, and Dicke18 have shown that al¬ 
though the gliadin fraction of wheat gluten, which 
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is mainly responsible for symptoms, contains large 
amounts of glutamine, a pure form of this amino 
acid administered orally to celiac patients fails to 
produce any adverse effects. They conclude, there¬ 
fore, that glutamine, per se, is not harmful to celiac 
patients unless bound as a polypeptide. So far, how¬ 
ever, the actual compound has evaded definition. 

Further light has been shed on this obscure but 
fascinating subject by the recent histologic investi¬ 
gations of the intestinal mucosa which was made 
possible by the peroral biopsy method first intro¬ 
duced by Shiner3 and taken up with great en¬ 
thusiasm by other investigators.4' 19 Histologic 
changes in celiac disease or sprue were never con¬ 
sistently found at necropsy, presumably because of 
the autolytic changes which occur rapidly after 
death in the intestinal tract. Clubbing and fusion 
of the villi and round cell infiltration in the small 
intestine are present in peroral biopsies in these 
disorders. Although evidence as yet is meager, it 
has been suggested that the changes in gluten- 
induced enteropathy may persist throughout life 
even though the patients appear well clinically 
These findings have led some investigators to 
speculate that the basic defect in gluten-induced 
enteropathy may consist in a congenital and heredi¬ 
tary deficiency in the enzymatic processes responsi¬ 
ble for digestion and absorption at the intestinal 
mucosal level. 

However, it is important to keep in mind that 
present evidence shows that morphologic changes 
in the intestinal mucosa, with the possible excep¬ 
tion of their persistence in gluten-induced enter¬ 
opathy, may be nonspecific and merely indicative 
of malabsorption regardless of cause, with the 
exception of typical changes in many cases of 
exudative enteropathy.21 Such etiologically diverse 
conditions as gluten-induced enteropathy, non- 
tropical sprue, tropical sprue, and even neomycin- 
induced chronic diarrhea8 may give microscopic 
pictures which at times may be difficult to distin¬ 
guish. If this is coupled with the fact that there 
have been few such studies done in infancy and 
early childhood, it is evident that in the pediatric- 
age group an etiologic diagnosis on the basis of 
peroral biopsy cannot be made at this time. 

What about the so-called idiopathic celiac dis¬ 
ease? Gluten-induced enteropathy accounts for the 
great majority of patients with this clinical picture, 
but there are some patients left to whom this ex¬ 
planation does not pertain. This small number must 
still be grouped under the term of idiopathic celiac 
disease or idiopathic steatorrhea. 

It is also fair to say that both severe gluten-in¬ 
duced enteropathy .and severe idiopathic celiac 
disease have become increasingly rare in this coun¬ 
try and in western Europe in the last few years. 
Presumably, this is because of our better knowledge 
of nutritional requirements and because of the 
advent of effective antibiotic agents which prevent 

the chronic infections that so often used to act as 
trigger mechanisms in initiating the clinical mani¬ 
festations. If our conception is correct, at least as 
far as gluten-induced enteropathy is concerned, the 
basic metabolic defect lies dormant in many chil¬ 
dren and adults and awaits the proper conditions 
in order to manifest itself. 

Cystic Fibrosis of the Pancreas 

In contrast to gluten-induced enteropathy, pa¬ 
tients with cystic fibrosis of the pancreas are ob¬ 
served with increasing frequency not only in the 
pediatric age group but among adolescents and 
young adults.1 This is due to the introduction of ef¬ 
fective antibacterial drugs and better dietary con¬ 
trol which has increased greatly the life span of 
these patients. 

In about 80% of patients with this generalized 
disease the pancreas is involved, and pancreatic 
achylia leads to poor digestion and absorption of 
foodstuffs. Absence of pancreatic trypsin, lipase, 
and amylase is reflected in steatorrhea and azo- 
torrhea. As a consequence of fecal loss of a large 
part of the ingested food, the appetite of patients 
is characteristically ravenous, and in untreated 
children malnutrition can be marked despite an ap¬ 
parently adequate nutritional intake. The stools are 
bulky, greasy, and extremely foul smelling. 

As a consequence of the steatorrhea many of the 
liposoluble vitamins are lost. Vitamin A deficiency 
was a problem in the past; vitamin K deficiency is 
encountered on occasion, and recently Gordon and 
associates20 have shown that vitamin E is con¬ 
sistently deficient in such patients. In a series of 
interesting studies these authors have shown that 
in patients with cystic fibrosis deficiency of vitamin 
E leads to a creatinuria which ceases upon ad¬ 
ministration of the vitamin. The clinical implica¬ 
tions of these findings, however, are not clear as yet. 

In recent studies by our group employing the 
technique of neutral fats and fatty acids labeled 
with I181, presumptive evidence has been gathered 
that pancreatic achylia may not be the only factor- 
responsible for the malabsorption in patients with 
cystic fibrosis. If true, this would confirm the 
clinical observation that some of the patients in 
whom pancreatic function is normal may still have 
some symptoms referable to impaired intestinal fat 
absorption. 

Exudative Enteropathy 

Low serum albumen is a frequent finding in 
gluten-induced enteropathy and idiopathic celiac 
disease during the most severe stage. In these con¬ 
ditions serum proteins rise to normal levels after 
improvement. In a small group of cases, called in 
the past “idiopathic hypoproteinemia,” serum al¬ 
bumen and gamma globulin are reduced. In many 
of these patients it has been shown by degradation 
studies of albumen tagged with I131 and more re- 
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cently by the use of I131 polyvinylpyrrolidone (PVP), 
the test devised by Gordon,5 that serum protein 
is lost through the intestinal tract. Gordon sug¬ 
gested the term “exudative enteropathy” for this 
type of hypoproteinemia. This loss of albumen 
due to abnormal permeability of the gastrointestinal 
tract is presumably the consequence of different 
basic disorders, of which a large number in chil¬ 
dren are due to lymphatic abnormalities of the 
intestine. Particularly in the latter group, steatorrhea 
is a common finding and is associated with im¬ 
paired function of intestinal lymphatics.21 Wald- 
mann and associates have also shown21 that on 
peroral biopsy dilatations of lymphatics in the in¬ 
testinal villi can be shown and an etiological diag¬ 
nosis can be made in such cases. 

Deficiency of Sugar-Splitting Enzymes 

The occurrence of chronic diarrhea and mal¬ 
nutrition due to the absence of intestinal sugar¬ 
splitting enzymes has recently been reported by 2 
groups. Holzel et a].10 described 2 siblings who 
failed to thrive in infancy due to inability to 
metabolize lactose. In these patients a lactose toler¬ 
ance test led to no rise in blood glucose or galactose, 
whereas a glucose plus galactose tolerance test led 
to a normal rise in blood glucose and galactose. 
Both patients responded to a lactose-free diet con¬ 
taining sucrose and glucose. Weijers et al.11 re¬ 
ported cases of children with diarrhea due to ab¬ 
sence of one or more of the sugar-splitting enzymes 
—invertase, maltase, and lactase. Sucrose and mal¬ 
tose tolerance tests revealed failure in digestion of 
the respective disaccharides, and a striking eleva¬ 
tion of stool lactic acid content was demonstrated. 
These patients responded to omission of the offend¬ 
ing sugar from the diet or addition of the lacking 
enzyme. 

Acanthocytosis 

Bassen and Kornzweig 12 in 1950 first described a 
new specific entity with clinical manifestations akin 
to other forms of celiac disease. This condition has 
been called acanthocytosis because one of the 
striking features is an abnormal appearance of red 
blood cells with a somewhat crenated, cogwheel¬ 
shaped configuration. Most, but not all, of these 
patients have been Jewish or products of con¬ 
sanguineous marriages, or both.13 Only a few cases 
have been reported to date. 

The striking clinical findings are: (1) a celiac 
syndrome with abnormal bowel movements, stea¬ 
torrhea, and failure to thrive beginning in infancy 
or early childhood, and (2) a central nervous 
system disease characterized by retinopathy and 
ataxia appearing in late childhood or adolescence. 

Laboratory findings, in addition to the red blood 
cell changes, are: increased fecal fat, absent or very 
low serum carotene, and low serum vitamin A, 
cholesterol, total lipid, and phospholipid; failure of 

increase in serum turbidity or total lipid after a 
fatty meal; and absence of serum ^-lipoprotein. 

This rare disorder appears to be an inborn error 
of metabolism transmitted as an autosomal reces¬ 
sive gene. Although the basic defect is yet unde¬ 
fined, information available at the present time 
would suggest that the abnormalities of the red 
blood cells and of the ocular and central nervous 
system are secondary to defects in intestinal fat 
absorption and systemic fat transport and that 
these defects are due to or associated with the 
inability to synthesize /J-lipoprotein. 

Acanthocytosis or, preferably, a-/j-lipoproteine- 
mia, should be suspected in any child presenting 
the celiac syndrome and in any patient with a his¬ 
tory of celiac disease who develops signs of ocular 
or spinocerebellar degeneration. The diagnosis can 
be established on the basis of steatorrhea, low 
serum lipids, and the demonstration of acantho- 
cytes. 

The nutritional manifestations of this disorder 
have been improved by administration of a low 
fat diet. The ocular and neurologic changes have 
been progressive in some patients but have re¬ 
mained stationary in others. 

Differential Diagnosis of the Celiac Syndrome 

In the following discussion it will be assumed 
that intestinal infection and infestation, parenteral 
disorders, chronic incomplete obstruction of the in¬ 
testinal tract, and the many other diseases, listed 
in Table IB and 1C, which may give rise to intesti¬ 
nal malabsorption in the pediatric age group have 
been excluded. The diagnosis therefore rests be¬ 
tween gluten-induced enteropathy, idiopathic celiac 
disease, cystic fibrosis of the pancreas, and exu¬ 
dative enteropathy. 

1. Clinical Findings— In Table 2 are listed some 
of the clinical findings which are of assistance in 
differentiating between the first 3 conditions. 

Table 2.—Clinical Findings Useful in Differential Diagnosis 

Gluten- Idiopathic Cystic 
Induced Celiac Fibrosis of 

Enteropathy Disease Pancreas 
Irritability . + + 0 
Malnutrition . + + + 
Poor muscle tone . + + 0 
Appetite . Anorexia Anorexia Ravenous 
Vomiting . 
Hydrolability . 
Edema . 
Abnormal stools . 
Watery diarrhea . 
Prolapse of rectum . 
Severe respiratory infection 
Sensitivity to wheat gluten 

+ 4-0 
+ + 0 
± ± 0 

+ + + 
+ + 0 

0? 0? + 
0 0 + 
+ 00 

First, it will be noted from Table 2 that there is 
no difference in symptoms between gluten-induced 
enteropathy and idiopathic celiac disease with the 
exception of a definite history of sensitivity to in¬ 
gestion of wheat. Second, respiratory infections are 
severe and prolonged only in cystic fibrosis, and if 
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signs of chronic pulmonary disease are present, the 
diagnosis is easy to suspect. If this is not the case, 
however, the following points may be of help: 
Whereas malnutrition and abnormal stools are 
common to all 3 disorders, in both gluten-induced 
enteropathy and celiac disease the muscle tone is 
poor; there frequently is vomiting and watery diar¬ 
rhea; and there may be hydrolability and edema, 
and irritability is striking. These symptoms are 
rarely found in cystic fibrosis. The appetite is a 
very important differential point; it is apt to be de¬ 
creased in gluten-induced enteropathy and celiac 
disease, but it is characteristically increased in cys¬ 
tic fibrosis. The association between a ravenous 
appetite and malnutrition despite an apparently 
adequate dietary intake is suggestive of fibrocystic 
disease. Prolapse of the rectum is common in cystic 
fibrosis but not in the other 2 conditions. Prolapse 
of the rectum in combination with an excellent ap¬ 
petite in a malnourished infant or child with ab¬ 
normal, greasy, foul stools is highly suggestive of 
fibrocystic disease. 

A word should be added at this stage as to the 
duration of a trial on gluten-free diet to evaluate 
the patient’s response as gauged by gain in weight, 
improvement in the character of the stools, and dis¬ 
appearance of steatorrhea on balance studies. It 
has been shown repeatedly that it may take as long 
as 6 to 8 weeks to have a clear-cut improvement 
after removing gluten from the diet2 and a sim¬ 
ilar length of time to get an adverse response to the 
reintroduction of dietary gluten. The frequently 
used 3- to 4-day dietary test period is therefore 
much too short and generally cannot be relied 
upon to yield significant information. 

2. General Tests for Intestinal Malabsorption.— 
If intestinal malabsorption is present, the following 
results are found: Serum carotene is low or absent 
(valid only if children are old enough to take caro¬ 
tene in their diet), as this lipochrome is poorly ab¬ 
sorbed in the presence of steatorrhea. The average 
fecal fat excretion on 3- or 4-day stool collection (a 
shorter period gives unreliable results) is markedly 
increased. An oral glucose tolerance test is general¬ 
ly flat, although more irregular in character in 
children than in adults. A vitamin A tolerance test 
is expected to be low in the presence of steatorrhea 
but is not advised because its results are too irreg¬ 
ular. Intestinal absorption of fats tagged with 1131 
may be useful in the future, but adequate normal 
figures are not available for children as yet.* Roent- 
genographic examination for the study of small in¬ 
testinal motility shows the so-called deficiency 
pattern. This is an expected occurrence but cannot 
be used to establish the diagnosis in the absence of 
other findings because there are many other causes 
in children which may give rise to a similar x-ray 

*The lipiodol absorption test is useful in demonstrating the presence 
of steatorrhea as performed according to a modified technique perfected 
in our laboratory. 

picture (cold, hunger, allergy, fright). Changes in 
small intestinal motility are, therefore, less reliable 
in the pediatric than in the adult age group. 

It is important to realize that all of these tests 
do not clarify the etiology of the disorder but 
merely confirm the presence of intestinal malab¬ 
sorption and to some extent help to quantitate the 
degree of steatorrhea which is present. 

3. Investigations Aimed at an Etiologic Differen¬ 
tial Diagnosis.—As a contrast, the tests listed in 
Table 3 are useful in the etiologic differential diag¬ 
nosis of the celiac syndrome. In gluten-induced en¬ 
teropathy serum albumen may be low, but gamma 

Table 3.—Laboratory Differential Diagnosis 

Low -,.m{7“in- 

Positive sweat test .... 
Pancreatic achylia .... 
Steatorrhea . 
Azotoirhea . 

Gluten- 
Induced 
Enter¬ 
opathy 
0 to + 

0 
0 
0 

+ to ++ 
0 

Positive xylose tolerance test + 
Positive polyvinylpyrrolidone 

test . f 
Sensitivity to (wheat) gluten 
Positive peroral biopsy . +++4 

Idio- Cystic Exuda- 
pathic Fibrosis tive 
Celiac of Enter- 
Disease Pancreas opathy 
0 to + 0 +++ 

0 o t ++ 
0 +++ 0 
0 +++* o 

+ to H—[- +++ 0 to ++ 
0 +++ 0 to + 
? 0 0 

t t +++ 
0 0 0 
? 0* ++21 

* Pancreatic achylia present in only 80%of patients, 
t Not yet tested sufficiently. 
+ Usually increased when pulmonary involvement is severe. 

globulin is within normal limits. A moderate de¬ 
gree of steatorrhea is present, and adminstration of 
wheat gluten leads to marked increase in fecal fat 
content. The absorption of xylose on the oral toler¬ 
ance test is impaired.22 According to recent studies 
peroral biopsy gives a suggestive histologic pattern 
in this condition which may persist even after ef¬ 
fective treatment. In idiopathic celiac disease find¬ 
ings are identical to those in gluten-induced en¬ 
teropathy with the exception of the absence of the 
characteristic response in fecal fat after ingestion 
of wheat gluten. The findings on the peroral biopsy 
and the results of the xylose tolerance test have not 
been established as yet. In cystic fibrosis the posi¬ 
tive sweat test, pancreatic achylia, and loss of nitro¬ 
gen in the stools establish the diagnosis. The xy¬ 
lose tolerance test is normal, and the histologic pic¬ 
ture on peroral biopsy is apparently normal,4 as 
might be expected on theoretical grounds; how¬ 
ever, not enough published evidence is available at 
present. In exudative enteropathy the low serum 
albumen and gamma globulin and the positive 
polyvinylpyrrolidone test confirm the diagnosis. In 
the latter condition, moderate steatorrhea is present 
for reasons which are not clear; also, because of the 
excessive loss of albumen in the intestinal tract, 
azotorrhea may be present to a mild degree. As 
stated, Waldmann and associates 21 have recently 
shown that lymphatic abnormalities of the intest¬ 
inal wall can be demonstrated on peroral biopsy 
studies. The same authors also have shown that in 
this condition the xylose tolerance test is normal. 
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Principles of Nutritional Management of 
Malabsorption (Celiac Syndrome) in Children 

The nutritional management of malabsorption in 
children is based on the following 2 principles: 
(1) Application of general norms of dietary ther¬ 
apy common to a varying extent to all disease enti¬ 
ties presenting the symptom-complex known as the 
celiac syndrome. (2) Opportune modification or 
additions of these general dietary rules to better 
fit the treatment of the single disorders in this 
group following the dictates of their differing gen¬ 
esis. 

The idea of a diet based on similar principles 
and to be used for the treatment of many different 
disease conditions of varying etiology has aroused 
a good deal of opposition on the part of many phy¬ 
sicians. It is felt by them that a so-called celiac 
diet should be prescribed only for patients in 
whom a diagnosis has not only been established on 
clinical grounds but has been confirmed by the op¬ 
portune laboratory findings. These physicians be¬ 
lieve that otherwise many children may unneces¬ 
sarily be labeled as having celiac disease and that 
the indiscriminate application of such a diet would 
infringe upon the sacred principle of the necessity 
for establishing a definite diagnosis before a treat¬ 
ment is initiated. Many of these objections will be 
met, however, when it is realized that the basic 
diet is only meant to counteract the results of the 
impaired intestinal fat absorption, the loss of im¬ 
properly digested food material and of liposoluble 
and other vitamins common to all of these disor¬ 
ders. This basic regimen is therefore not a celiac 
diet in the strict sense of the word but one which 
is useful in the celiac syndrome in all of the many 
conditions which lead to malabsorption in the pedi¬ 
atric age group regardless of etiology. 

Dietary Management 

General rules for nutritional management of this 
group of disorders are as follows: The diet should 
be high caloric, high protein, and low in fat con¬ 
tent. Simple sugars (mono- and disaccharides) in 
general are not harmful and, indeed, needed in or¬ 
der to meet the necessity for a high caloric intake. 
This is the main value of bananas so useful in the 
treatment of all of these conditions. Liberal 
amounts of the liposoluble vitamins should be given 
in order to meet deficiencies and to compensate for 
the fecal loss of these compounds. The intake of 
starchy products will have to be modified or re¬ 
stricted according to the disease entity under con¬ 
sideration. 

1. Gluten-Induced Enteropathy.—In the treat¬ 
ment of gluten-induced enteropathy diet is of prime 
importance. The welfare and the very life of the pa¬ 
tients depend on the appropriate make-up of the 
food intake. After the initial rapid gains in the nu¬ 
tritional state, improvement is apt to be slow over 

a period of months or years depending on the pa¬ 
tient’s original condition. At times, some dietary re¬ 
strictions may have to be continued indefinitely. 
Patience and conservatism should, therefore, be the 
rule in the management of this condition. Liberal¬ 
izing the diet too rapidly may lead to serious and 
often sudden setbacks which may be more difficult 
to overcome than the initial episode. 

For the purpose of discussion, the management of 
such patients can be divided into 3 stages: In Stage 
1 if a celiac crisis is present, intravenous therapy to 
replenish the depleted fluid and electrolyte stores 
must be promptly undertaken as this usually repre¬ 
sents an acute medical emergency. The vomiting 
frequently present during these episodes necessi¬ 
tates withholding fluid or any other type of feeding 
by mouth. Celiac crises occur mainly in infants or 
small children under the age of 2 years and only 
in the ones in whom total serum proteins are low.14 

When in 24 to 48 hours the situation has im¬ 
proved sufficiently to permit resumption of oral 
feedings, Stage 2 of the therapeutic program can be 
undertaken, in which gradually a strict high protein, 
low fat, no starch (of any kind) diet is offered. 
Liver extract intramuscularly may be needed by 
sick patients at this time. After an initial period of 
stabilization, caloric intake will be guided by the 
patient’s appetite and gain in weight. Duration of 
this very restricted regimen will be from 1 to 6 
months depending on the patient’s condition. 

In Stage 3 the diet can be liberalized gradually, 
but no wheat or rye products will be allowed for a 
variable time up to several years. Gerrard and oth¬ 
ers 23 have presented evidence that even patients in 
the so-called latent stage of celiac disease, who 
look well clinically but still have abnormal tests 
relating to intestinal fat absorption,15 may show 
further striking improvement in their well-being 
and in their rate of growth and development when 
dietary gluten is withheld. 

In our experience steroids have rarely been need¬ 
ed by children as their response to diet has been so 
satisfactory. This is in marked contrast to their fre¬ 
quent use in adults with sprue. When present, ane¬ 
mia in these children is almost always of the micro¬ 
cytic, hypochromic variety and responds well in 
most instances to oral supplements of iron. 

2. Idiopathic Celiac Disease.—There is at present 
little understanding about the etiology and inci¬ 
dence of idiopathic celiac disease. However, from a 
therapeutic standpoint the same dietary rules ap¬ 
ply in Stages 1 and 2 as in gluten-induced enterop¬ 
athy. In Stage 3 all starches will be withheld in the 
diet for a variable period of time depending on the 
patient’s response and improvement. 

3. Cystic Fibrosis of the Pancreas— In the ther¬ 
apy of cystic fibrosis, antibiotic treatment of the 
pulmonary involvement, when present, deserves 
the major emphasis. It not only dominates the clin¬ 
ical picture but it determines the fate of the pa- 
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tient. The nutritional status, for reasons difficult to 
explain, is more closely correlated in most instances 
to the severity of the respiratory disease than to 
other dietary control. Although less important to 
the ultimate outlook, restrictions in the diet are 
usually needed to avoid malnutrition and vitamin 
deficiencies, to improve the character of the stools, 
and to better equip the patient to cope with the 
lung infection. They seldom present a serious prob¬ 
lem in management. In the 20% of patients with 
cystic fibrosis without pancreatic achylia no dietary 
treatment is needed. 

A high caloric, high protein content of the diet is 
essential. These patients’ appetites are usually ex¬ 
cellent and should be a guide to their intake. Re¬ 
striction of dietary fat is indicated as determined 
by the character of the stools. Protein is as ineffi¬ 
ciently handled by fibrocystics as fat, but patients 
with this disorder tolerate a greatly increased di¬ 
etary intake of protein, thus maintaining them¬ 
selves in positive nitrogen balance. 

Liposoluble vitamins should be given in liberal 
amounts; pancreatic extracts are needed; and addi¬ 
tional salt is indicated during hot weather. 

When pancreatic achylia is present, the function 
of this organ will never improve because of the de¬ 
struction of exocrine parenchyma of the pancreas; 
therefore, dietary precautions will have to be ob¬ 
served throughout life. However, less restrictions 
seem to be needed with advancing age.24 

4. Other Diseases Giving the Celiac Syndrome.— 
The general principles previously outlined for the 
nutritional management of the celiac syndrome 
will, of course, apply to all other disorders giving 
rise to malabsorption. In addition, specific meas¬ 
ures will have to be undertaken to correct the basic 
defect responsible for the genesis of this symptom- 
complex in the single instance (surgical measures, 
treatment of the enteric infection or infestation, 
and others). The duration of dietary treatment will 
depend on the rapidity and completeness of the 
response of the basic condition responsible for 
the celiac syndrome. 

5. Gastrointestinal Allergy—A final word should 
be said about gastrointestinal allergy which is 
known to cause at times the celiac syndrome.25,28 
Nevertheless, in our own experience and through 
many years of observation and search, we have 
rarely found patients in which we were firmly con¬ 
vinced that gastrointestinal allergy was the cause 
of intestinal malabsorption. We have observed pa¬ 
tients with acute gastrointestinal symptoms (vomit¬ 
ing, cramps, acute diarrhea) due to hypersensitiv¬ 
ity to a food material, but we have not usually 
been able to incriminate with certainty allergy to 
one specific food in the genesis of chronic nutri¬ 
tional disturbances. It is far too common that in¬ 
fants presenting these symptoms and later proved 
to have gluten-induced enteropathy or cystic fi¬ 
brosis are thought to be allergic to cow’s milk. A 

variety of hypoallergenic formulas are then tried 
without success. Such patients are not hypersensi¬ 
tive to, but are intolerant of, unmodified cow’s milk 
protein. Much valuable time would be saved if an 
allergy were not the first etiologic explanation 
considered. 

We advocate a trial of hypoallergenic formulas 
and of special diets when indicated, but we depre¬ 
cate the frequent use of the term “allergy” to cover 
one’s failure to find the correct etiology for the dis¬ 
turbance. It may be a convenient haven for harassed 
physicians but not a solution to the problem. 

Summary 

Under the term “celiac syndrome” are included 
several disease entities which give rise to malab¬ 
sorption in the pediatric age group. Gluten-in¬ 
duced enteropathy, idiopathic celiac disease, cystic 
fibrosis of the pancreas, and exudative enteropathy 
are among the most important conditions giving 
rise to this symptom-complex, but many other dis¬ 
orders may present similar manifestations. 

The natural history of gluten-induced enterop¬ 
athy and idiopathic celiac disease indicates in many 
instances a close relationship between these condi¬ 
tions and adult nontropical sprue. Wheat gluten is 
important in the genesis of symptoms in gluten- 
induced enteropathy and while the basic metabolic 
defect responsible for this condition is unknown, 
recent studies conducted by means of the peroral 
biopsy technique have pointed to the possible site 
of the genetic defect. 

Pancreatic achylia in cystic fibrosis and intestinal 
lymphatic abnormalities in exudative enteropathy 
are the cause of malabsorption in these disorders. 
Studies suggest that maltase, invertase, and lactase 
deficiency may play a role in chronic diarrhea in 
children. Acanthocytosis is the most recently recog¬ 
nized disorder in which intestinal insufficiency 
plays a prominent role in the clinical picture. 

Many tests have been devised in recent years and 
are of great assistance in distinguishing between the 
various diseases causing malabsorption in children: 
among others the sweat test, polyvinylpyrrolidone, 
xylose tolerance test. 

Principles of nutritional management of malab¬ 
sorption in the pediatric age group are based on 
the following 2 principles: (1) Application of 
general norms of dietary therapy common to a 
varying extent to all disease entities presenting the 
symptom-comple^ known as the celiac syndrome. 
(2) Opportune modification or additions to these 
general dietary rules to better fit the treatment of 
the single disorders in this group following the 
dictates of their differing genesis. There are some 
doubts as to gastrointestinal allergy as a common 
cause of chronic diarrhea in children. The frequent 
use of the term “allergy” to cover the failure to 
find the correct etiology for the basic disturbance 
should be deprecated. 

CELIAC SYNDROME—DI SANT’AGNESE & JONES 
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Nutritional Management of Chronic 
Diarrhea in Adults 

Frank H. Gardner, M.D., Boston 

CHRONIC DIARRHEA may be associated with 
a variety of nutritional deficiencies. These de¬ 

ficiencies can be produced by several mechanisms. 
Therefore, an understanding of the etiology of 
diarrhea is essential for proper treatment. Much 
can be learned from the diagnostic methods now 
available, and investigations should be pursued 
vigorously while nutritional support is provided. If 
we exclude certain types of neurogenic diarrhea, 
the nutritional complications of diarrhea have a 
common feature of impaired absorption by the 
small bowel. The disorders that may be associated 
with nutritional deficiencies are listed in the table. 
Rather than define the deficiencies related to each 
condition, certain general concepts can be pre¬ 
sented that have broad application to all types of 
disorders associated with bowel absorption. 

Malabsorption Lesions with Diarrhea 

A. Anatomical Defects 
1. Gastric resection 
2. Fistula (gastrocolic) 

Diverticula (jejunal) 
4. Blind loops (regional enteritis) 
'». Loss of sphincter function (pylorus and ileocecal valve) 

B. Mucosal Defects 
1. Adult and Childhood celiac disease (sprue) 
2. Tropical sprue 
3. invasive disease (regional ileitis, Whipple's disease, tumor) 
4. Collagen disease 

C. Enzymatic Defects 
1. Pancreatic insufficiency 
2. Succus entericus (cirrhosis, diabetes) 

Fluid and Electrolyte Loss 

Patients with chronic diarrhea have large, fluid 
stools with excessive fecal excretion of electrolytes.1 
The increased water volume demands increased 
amounts of sodium and potassium to maintain 
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physiologic tonicity of the bowel fluid. Figure 1 
relates electrolyte losses to the increased liquid 
volume of the stool. Similar electrolyte loss may be 
measured in patients with an ileostomy where the 
opportunity to reabsorb water and minerals is lost 
with the exclusion of the colon. Mucosal lesions of 
the small bowel (sprue, Whipple’s disease, and 
lymphoma) are associated with impaired absorp¬ 
tion of water, sodium, and potassium, so that these 
substances are not obtained from the diet. Similarly, 
the normal excretion of stomach, pancreatic, bile, 
and small-bowel ferments cannot be reabsorbed to 
assure efficiency of the enterohepatic circulation. 

Electrolyte losses often account for the listless¬ 
ness, fatigue, and abdominal distension noted in 
these disorders. Potassium is probably the most 
important loss, reflecting tissue depletion rather 
than specific changes in the circulating plasma 
levels. The loss of potassium alters bowel motility, 
promotes anorexia, and thus introduces a cycle of 

Fig. 1.—Relationship between sodium and potassium 
losses and stool volume. Adapted from Cooke.1 
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Potassium Depletion 

I 
Decreased Muscle Tone of Bowel 

/ 
Poor Peristalsis 4 Impaired Emulsification 

of Fat 

Dilated Bowel 

/ V. 
Pain Vomiting 

V 1 
Lessened Appetite 

Fig. 2.—Bowel complications associated with potassium 
depletion. 

further bowel distress (Fig. 2). In the presence of 
chronic diarrhea, supplemental sodium and potas¬ 
sium salts—especially potassium—should "be given. 
Usually potassium chloride in a dosage of 3 to 6 
gm. daily is adequate. Food sources with a high 
potassium content, such as fruit juices and boullion 
preparations, can be used. Restoration of potassium 
may be important to promote weight gain. Even 
the mild malabsorption that results from subtotal 
gastrectomy benefits from electrolyte replacement 
when weight gain is desired. Surgical procedures 
that accelerate the transit time of nutrients in the 
small bowel, such as follow the removal of the 
ileocecal valve or bypass the water reabsorbing 
area (right colon), should be regularly revaluated 
to determine if these areas can be returned to the 
bowel circuit. 

Bacteria and Chronic Diarrhea 

The nutritional losses from transient enteric in¬ 
fections are of short duration and need not be dis¬ 
cussed. Bacterial reactions that initiate chronic 
diarrhea are related mostly to anatomic lesions that 
allow areas of stasis for an excessive proliferation 
of the normal bowel bacterial flora.2 Such cul-de- 
sacs may impair nutrition by (1) bacterial com¬ 
petition for certain nutrients such as vitamins, or 
by (2) producing toxic metabolites that irritate the 
bowel mucosa (usually jejunitis) and decrease ab¬ 
sorption of all foodstuffs. When preparing surgical 
anastomosis, the proximal bowel should be ar¬ 
ranged so that the movement of chyme is not di¬ 
rected into a potential blind pouch that would en¬ 
courage bacterial growth by trapping food. It is 
presumed that only small-bowel diverticula (pre¬ 
dominately jejunal) that fill readily with the bowel 
contents will allow bacterial growth. Such ab¬ 
normal flora may then spill into the distal small 
bowel, causing persistent irritation. In patients with 
gastrocolic fistula, the bacterial invasion from the 
colon into the stomach irritates the entire small 
bowel and impairs absorption. 

Antibiotic therapy is the most important agent 
available to improve the nutritional status of pa¬ 

tients with these anatomical defects. Suppression 
of the abnormal concentration of bacteria is as¬ 
sociated with weight gain and decreased diarrhea, 
but this is only a temporary expedient until proper 
surgical correction of the anatomic abnormality 
can be achieved3 (Fig. 3). In some patients, in¬ 
termittent antibiotic treatment (usually with tetra¬ 
cyclines) is required for nutritional support if 
surgical repair is not possible. Neomycin has not 
been used to suppress bacteria, since this agent 
may cause malabsorption. 

Alteration of the bowel circuit between the ileum 
and transverse colon is the most cpmmon surgical 
procedure that isolates all or part of the ileum from 
the nutritional pathway. While the majority of 
patients have adequate function of the ileum, some 
have vitamin B1L> deficiency which is associated 
with megaloblastic anemia and weight loss. When 
there is a “blind loop,” or pouch, of ileum, with 
stagnation of chyme, which allows increased bac¬ 
terial growth, the bacteria prevent absorption of 
the vitamin. Antibiotic therapy restores the ability 
of the ileum to absorb vitamin B12.4 The mechanism 
of bacterial interference in the absorption of vita¬ 
min Bl2 is not completely understood. Competition 
for utilization of the vitamin by bacterial binding 
as well as interference with the function of intrinsic 
factor have been proposed. 

Observations, during World War II, demon¬ 
strated that sulfonamides were helpful in the treat¬ 
ment of tropical sprue. More recently, antibiotics 
have been used with better success.5 In some in¬ 
stances, following therapy, patients have shown 
weight gain, loss of steatorrhea, and improvement 
in absorption of specific nutrients (tolerance tests). 
These observations are limited and, for the present, 
folic acid remains the therapy of choice for pa¬ 
tients with tropical sprue.0 However, with further 
clinical information, oral antibiotics may be a help¬ 
ful or a necessary part of therapy for a more rapid 
improvement of small-bowel function. Similarly, 

JEJUNAL DIVERTICULOSIS 

Oxytatracycline 

Succlny l*ulphathiazol« 

Fig. 3.—Control of steatorrhea with antibiotic therapy. 
Note poorer response obtained with sulfonamide therapy. 
After removal of involved bowel, steatorrhea disappeared. 
Data derived from Watkinson, et al.3 
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distress contributes to a self-imposed caloric defi¬ 
ciency. The patient standardizes his diet for comfort 
and not for weight gain. Even if fat absorption is 
poor, a higher fat intake will increase fat absorp¬ 
tion. The proposal to use small fatty meals to 
initiate pancreatic secretion merits consideration. 
Thus, when a larger meal follows, the pancreatic 
juice has begun to flow from the proximal loop. 

Although pancreatic enzymes prepare fat for ab¬ 
sorption, the steatorrhea associated with mucosal 
lesions (sprue) has been related to impaired ability 
to transport fat across the damaged mucosa. In the 
past decade, this absorption defect in nontropical 
sprue (adult celiac disease) has been correlated 
with a specific inability of the bowel epithelium to 
metabolize wheat, rye, and barley proteins. When 
the diagnosis is made, the diarrhea can be con¬ 
trolled by eliminating these cereals from the diet.10 
After barley, wheat, and rye cereals are excluded, 
these patients absorb fats, proteins, and vitamins 
adequately. Since the defect in the adult will be 
life long, the diet must be used indefinitely. By 
trial and error, some patients may be able to toler¬ 
ate small amounts of these cereals. Reinstitution of 
a standard diet will cause recurrence of steatorrhea 
and weight loss. Proper diet therapy will allow 
the physician to dispense with the elaborate nutri¬ 
tional programs that have been so important in 
past years for the treatment of nontropical sprue. 
Hematopoiesis returns to normal, with improved 
absorption of all hematinics, as the “irritation” of 
the bowel mucosa lessens. 

Azof or rhea.— The presence of chronic diarrhea 
enhances the protein loss in the stool. This nitrogen 
loss is most prominent in those disorders that have 
diffuse mucosal lesions, such as sprue and enteritis, 
from bacterial irritation. Nasset17 has estimated 
that the normal person secretes from 50 to 100 gm. 
of endogenous protein into the bowel lumen daily. 
This protein is derived mostly from the secretion of 
digestive enzymes and gastrointestinal mucopro- 
teins As digestion progresses—despite the type of 
diet—the endogenous protein dilutes the food 
amino-acid mixture in the intestine. This mixing of 
amino acids in the intestinal lumen is thought to 
regulate the concentrations of amino acids avail¬ 
able for absorption. A balanced amino-acid mixture 
is then available, after absorption, for proper and 
complete protein synthesis (Fig. 5). The body then 
reutilizes the endogenous proteins. 

Food Protein*- 

Enzyme Proteins - 
^Mucoprotein* 

Small Intestine 

Gastric Contents 

Pancreatic Enzymes —^ 

► Intestinal Enzymes 

Amino Acid 

Mixture of 
Constant 

Composition 

Gastro-intestinal Troct Synthesis 

Optimal Amino Acid 

► Mixture for 
Protein Synthesis 

\ 
Liver 

Fig. 5.—Endogenous bowel protein metabolism. Adapted 
from Nasset.17 

Diarrheal disorders that cause impaired ab¬ 
sorption of exogenous food proteins also cause a 
loss of endogenous proteins. Disorders of the 
mucosa (sprue) also cause an excessive secretion 
of proteins, possibly derived from the plasma pro¬ 
teins that are not reabsorbed efficiently. This pro¬ 
tein depletion is similar to the loss of vitamin B]2 in 
the enterohepatic circulation. The body is unable 
to regain the protein components that were se¬ 
creted into the bowel to allow proper absorption of 
foodstuffs. A high protein diet is helpful to combat 
this loss and should be used when there is no ex¬ 
pectation of correcting the mucosal defect. 

The general anabolic effect of novtestevionate— 
nortestosterone—lias been used to promote weight 
gain in subtotal gastrectomy.10 While the data 
does indicate that the hormone improved nitrogen 
retention modestly, the remarkable weight gains 
imply that absorption of all nutrients was improved. 
Since the weight gain continued for months after 
the hormone was discontinued, some alteration in 
mucosal absorptive efficiency must be postulated. 
This therapy deserves wider trial. 

Corticosteroids are not classified as nutritional 
agents. However, diarrheas associated with mu¬ 
cosal defects benefit from cortisone treatment by 
improving absorption. In the initial management of 
these diarrheas, prednisone can be a most useful 
agent by enhancing absorption of fats, vitamins, 
electrolytes, and proteins. The treatment is tran¬ 
sient and should be used only until a more specific 
dietary program is achieved. Long-term corticoid 
therapy should not be used. 

Summary 

Chronic diarrhea in the adult may be associated 
with a variety of nutritional deficiencies. These 
deficiencies are found most frequently with ab¬ 
normal anatomic changes or mucosal alteration of 
the small bowel. Proper recognition of impaired 
electrolyte, vitamin, and mineral absorption will 
allow nutritional replacement that may alleviate 
many symptoms quickly. All of the nutritional 
management outlined should be planned after the 
primary pathological defect that initiated the 
chronic diarrhea is understood. The diagnostic pro¬ 
cedures now available permit the physician to 
classify the bowel disorders that may be treated 
by surgical correction, antibiotics, or specific di¬ 
etary programs. 
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the chronic diarrhea associated with diabetes melli- 
tus has improved with tetracycline therapy.7 De¬ 
spite repeated efforts to define the need or value of 
antibacterial therapy in these 2 disorders, there is 
inadequate information to explain the benefits of 
treatment. 

Specific Nutrients 

Iron— Chronic diarrhea associated with malab¬ 
sorption will, over a period of years, deplete the 
body stores of iron. This deficiency is most severe 
in patients with mucosal lesions that interfere with 
absorption. In some patients, an associated de¬ 
pletion of folic acid and vitamin B12 exists. Treat¬ 
ment of anemia related to vitamin deficiencies is 
incomplete unless iron stores are replaced. Oral iron 
therapy can be used, but the parenteral iron prep¬ 
arations will allow for a more rapid recovery.8 
Generous supplements of ascorbic acid should be 
used, since the presence of excessive bacteria that 
degrade aromatic amino acids compete for vitamin 
C.!l We believe that patients with this depletion 
absorb medicinal iron better when it is admin¬ 
istered with ascorbic acid. 

The rapid proliferation of the bowel epithelium 
may be impaired by iron deficiency. Certainly 
some patients with chronic diarrhea show a distinct 
improvement in nutritional status if iron replace¬ 
ment is adequate. Whether iron has a specific func¬ 
tion in the metabolism of the bowel mucosa is 
conjectural. Nevertheless, we are beginning to ap¬ 
preciate that the iron levels in the body are related 
to serum vitamin B]2 levels. Cox and his associates 
have observed low serum levels of vitamin Bi2 in 
the presence of hypoferremia.10 When iron re¬ 
serves are restored, the serum vitamin Bt2 levels 
rise. Indirectly, iron may improve the metabolism 
of the intestinal mucosa. Laboratory measurements 
of serum iron are now more readily available. By an 
awareness that the serum iron has declined to low 
levels, the physician may be able to forestall some 
cellular dysfunction long before an obvious iron- 
deficiency anemia develops. 

The altered absorption following subtotal gas¬ 
trectomy may be associated with hypoferremia for 
months or years before the onset of anemia. Many 
of the posteibal symptoms of fatigue, pain, and 
diarrhea improve with adequate iron replacement. 
In a study of such patients, Wallensten '1 noted a 
marked decrease in symptoms associated with the 
“dumping syndrome” after parenteral iron therapy 
(Fig. 4). Certainly, the entire problem of post¬ 
prandial symptoms should not be ascribed neces¬ 
sarily to depleted iron stores. However, the poor 
absorption of food iron, and the associated hypo¬ 
ferremia, may contribute to the altered function of 
the bowel mucosa. Indeed, with preoperative hem¬ 
orrhage or dietary limitations, ulcer patients often 
have inadequate nutritional iron for years before 
surgery. Usually, a dose of 1 to 2 gm. of iron. 

Fig. 4.—Comparison of posteibal distress before and af¬ 
ter parenteral iron therapy following subtotal gastrectomy. 
Most patients had low serum iron values below 50 gamma 
% prior to iron administration. Data derived from Wallen¬ 
sten.11 

given parenterally, will allow adequate replace¬ 
ment of body stores, especially if this is followed 
by small doses of oral iron. Since many patients 
with diarrhea have intolerance to iron salts, the 
daily dose should not exceed 100 mg. of ferrous 
sulphate. With diarrheal states, these small doses 
are well tolerated and contribute adequate iron, 
for the total absorptive capacity of the normal 
small bowel cannot handle larger amounts. 

Folic Acid.— As mentioned earlier, all patients 
with tropical sprue should receive folic acid; usually 
5 to 10 mg. daily is sufficient. The function of folic 
acid is not well understood, but the dramatic re¬ 
sults noted during the past 15 years justify its use.6 
Patients with megaloblastic macrocytic anemia re¬ 
spond quickly, and for many years this hemato¬ 
poietic stimulus appeared to be the specific function 
of the treatment. However, clinical improvement 
as reflected by weight gain, disappearance of diar¬ 
rhea, and improved absorption has been noted in 
patients without anemia. In contrast to the localized 
absorption of vitamin B12 in the ileum, folic acid 
has a preferential absorption in the jejunum.8 Pa¬ 
tients with sprue have more abnormal mucosal 
changes in the proximal bowel that prevent ade¬ 
quate absorption of folic acid. Any diarrhea] prob¬ 
lem associated with jejunal disorders will eventually 
need supplemental folic acid, and this vitamin 
should be used in an empiric fashion. Oral medica¬ 
tion (5 mg. per day) has been quite adequate as 
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replacement therapy in all disorders of the small 
bowel. 

Vitamin B12— As noted previously, blind loops or 
bypass surgery may inhibit absorption of vitamin 
B12 by bacterial interference. Surgical removal of 
the ileum or extensive disease (regional ileitis) will 
prevent the body from obtaining vitamin BJ2. 
Parenteral medication is indicated to correct such 
depletion. Patients with more or less complete 
gastric resection have little if any intrinsic factor 
available to bind vitamin Bi2 for ileal absorption. 
A permanent program of parenteral replacement 
should be planned, especially since there may be 
some correlation with iron stores for proper bowel 
function. More recently, vitamin B12 absorption has 
been related to a coupling with calcium before the 
vitamin can be transported across the bowel 
mucosa.12 In the presence of steatorrhea, insoluble 
calcium soaps are formed. Therefore, calcium sup¬ 
plements may prove to be beneficial for vitamin Bi2 
absorption, especially in patients with sprue. In ad¬ 
dition, the fecal loss of calcium in patients with 
nontropical sprue or with partial gastrectomy may 
cause osteomalacia. 

It is important to understand why the patient 
with malabsorption may need vitamin B12 supple¬ 
mental therapy. The daily needs are small and 
even an inefficient absorption should be adequate; 
but the patient with a disorder of the small bowel, 
whether related to transit time changes or to 
epithelial disorders, has a constant drainage of 
vitamin BJ2 through the loss of the vitamin in the 
bile.13 Two-thirds of the biliary excretion is re¬ 
absorbed. However, if there is inadequate mucosal 
absorption or alterations of intrinsic factor by bac¬ 
terial binding, the enterohepatic circulation is un¬ 
able to regain the vitamin B12 lost in the bile and 
the body stores are rapidly depleted. 

Vitamin C.—Chronic diarrhea depletes the body 
stores of ascorbic acid.9 The low plasma levels may 
be related to: (1) decreased intake—many patients 
abstain from foods rich in vitamin C, especially 
citrus fruits and tomatoes, because of increased 
bowel activity; (2) poor absorption—mucosal le¬ 
sions of the bowel (sprue, lymphoma) impair ab¬ 
sorption of ascorbic acid; (3) increased metabolic 
demands—with mucosal disorders or granulomatosis 
invasion (regional ileitis) there is an increased re¬ 
quirement associated with increased epithelial re¬ 
placement; and (4) bacterial competition—ascorbic 
acid is necessary for complete degradation of the 
aromatic amino acids by tyrosinase. Intermediate 
metabolites of these amino acids are excreted in 
the urine in the scorbutic patient. These metabolites 
have also been found in nontropical sprue. Massive 
amounts of ascorbic acid will eliminate this ab¬ 
normality. With impaired absorption and an in¬ 
crease in bacterial flora of the large bowel, there 
is an increased need for ascorbic acid to allow 
adequate bacterial metabolism of the partially 

digested unabsorbed proteins. We may presume 
that such bacterial demands will compete with the 
basic body needs of ascorbic acid. Generous sup¬ 
plements of ascorbic acid are indicated for nutri¬ 
tional support until the malabsorption defect is 
corrected. 

In some chronic diarrheal states, the low plasma 
levels of vitamin BJ2 may be related to lower 
plasma levels of ascorbic acid. When vitamin B]2 
plasma levels are restored to a normal range, plasma 
ascorbic acid levels are closer to normal, suggesting 
that vitamin B12 may be necessary to prevent 
oxidation of ascorbic acid.14 

General Nutritional Depletion 

Steatorrhea— The measurement and appreciation 
of excessive fecal fat loss has been the most help¬ 
ful criteria for understanding chronic diarrheal 
problems-. By following daily measurements of 
fecal fat, the physician can evaluate treatment, 
possibly before the fundamental physiological ex¬ 
planation is known. Little need be said about im¬ 
paired fat absorption associated with pancreatic 
insufficiency. Enzyme replacement with pancreatic 
extracts is a well-known practice. The most im¬ 
portant clinical instruction should outline the 
value of using the pancreatic material in powdered 
form (preferably sprinkled on the food with a salt 
shaker) as part of each meal. Too often the pills 
are not dissolved adequately in the upper bowel to 
participate in fat breakdown. Since some animal 
studies have indicated that unsaturated vegetable 
fats can be hydrolyzed by the succus entericus 
more completely than saturated animal fats, pa¬ 
tients with pancreatic disease may benefit from a 
diet containing a higher vegetable fat content. 
Ulcerogenic tumors of the pancreas (Xollinger- 
Ellison syndrome) may have an associated steator¬ 
rhea caused by the inactivation of pancreatic 
enzymes and excess gastric secretions which alter 
the acidity of fluids in the duodenum. This mal¬ 
absorption can be partially corrected by antacids 
until surgery is performed. 

The steatorrhea associated with partial gastric 
resection is difficult to treat. This type of fat loss 
is more common after a Bilroth II operation, with 
the loss of duodenal mixing. The diarrhea and 
poor weight gain observed cannot be ascribed to a 
single nutritional problem. The importance of iron 
replacement has been noted to control posteibal 
distress. The sudden entrance of hypertonic carbo¬ 
hydrate food mixtures into the jejunum impairs 
absorption by increasing bowel motility associated 
with the entrance of water into the bowel lumen. 
Until further information is available, the excess 
loss of fat can best be attributed to incomplete 
mixing of the stomach contents with pancreatic 
enzymes.15 Some reports have emphasized the 
value of pancreatic enzymes for replacement, but 
most studies are not conclusive. Too often, bowel 
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PREFACE 

At its meeting in Seattle, Nov. 27-30, 1956, the House of Dele¬ 

gates, following consideration of a resolution on fluoridation of 

public water supplies, introduced by Dr. Paul A. Davis, Ohio, 

adopted a substitute resolution directing the Council on Drugs 

(formerly the Council on Pharmacy and Chemistry) and the Council 

on Foods and Nutrition to conduct a joint study of all presently 

available information concerning the fluoridation of public water 

supplies and requesting that a documented report of the findings, 

together with any recommendation arising from these findings, be 
presented to the House of Delegates at its meeting in Philadelphia 

in December 1957. 

The two councils conducted an exhaustive study of the sub¬ 

ject and submitted a complete report to the Board of Trustees 

which referred itto the House of Delegates at its meeting in Phila¬ 

delphia, Dec. 3-6, 1957. 

The following recommendation of the Reference Committee on 

Hygiene, Public Health, and Industrial Health, to which the report 

was referred, was adopted by the House of Delegates: 

“The committee has carefully reviewed the report on fluor¬ 

idation of public water supplies prepared jointly by the 

Council on Drugs and the Council on Foods and Nutrition 

and transmitted as supplementary report G of the Board of 

Trustees. The two councils are to be commended on their 

extensive study of the question and the excellent biblio¬ 

graphy and tables which have been appended. 

"After careful consideration of the report, printed material 

and testimony, your reference committee is of the opinion 

that fluoridation of public water supplies is a safe and 

practical method of reducing the incidence of dental caries 
during childhood; it agrees with the following conclusions 
of the joint committee of the above named councils and 

recommends the approval of the report: 

"(1) Fluoridation of public water supplies so as to pro¬ 

vide the approximate equivalent of 1 ppm of fluorine in 

drinking water has been established as a method for redu¬ 

cing dental caries in children up to 10 years of age. In 
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localities with warm climates, or where for other reasons 

the ingestion of water or other sources of considerable 

fluoride content is high, a lower concentration of fluoride 

is advisable. On the basis of the available evidence, it 

appears that this method decreases the incidence of caries 

during childhood. The evidence from Colorado Springs in¬ 

dicates as well a reduction in the rate of dental caries up 
to at least 44 years of age. 

“(2) No evidence has been found since the 1951 state¬ 

ment by the Councils to prove that continuous ingestion of 

water containing the equivalent of approximately 1 ppm of 

fluorine for long periods by large segments of the popula¬ 

tion is harmful to the general health. Mottling of the tooth 

enamel (dental fluorosis) associated with this level of 

fluoridation is minimal. The importance of this mottlingis 

outweighed by the caries-inhibiting effect of the fluoride. 

"(3) Fluoridation of public water supplies should be 

regarded as a prophylactic measure for reducing tooth de¬ 

cay at the community level and is applicable where the 

water supply contains less than the equivalent of 1 ppm 
of fluorine. 

REPORT OF THE COUNCIL ON DRUGS AND 

THE COUNCIL ON FOODS AND NUTRITION 

on the 

EFFICACY AND SAFETY OF FLUORIDATION 

OF PUBLIC WATER SUPPLIES 

In 1951, six years after the initiation of fluoridation, more than 

140 cities had adopted the practice. The Councils, in response 

to a request, gave their tentative opinion that the procedure was 

safe. The following statement was adopted at that time: 

"The Councils are unaware of any evidence that fluorida¬ 

tion of community water supplies up to a concentration of 

one part per million would lead to structural changes in the 

bones or to an increase in the incidence of fractures. The 

only difficulty so far revealed is a possible increase in 

mottling of the tooth enamel. The available evidence based 

on thousands of observations indicates that the incidence of 

mottling of the enamel in children who drink water contain¬ 

ing fluoride up to a concentration of one part in a million 

is minimal and detectable only by careful dental exami¬ 

nation. It occurs only in a small percentage of children 

and is so slight as not to present a problem from the point 

of view of appearance or strength of the teeth. Evidence of 

toxicity other than the effect on the enamel has not been re¬ 

ported in communities where the water supply has several 

times this concentration. After considering the evidence 

available at this time, the Councils believe that the use of 

drinking water containing up to one part per million of fluor¬ 

ide is safe. However, the use of products which are natu¬ 

rally high in fluoride content, such as bone meal tablets, or 

of lozenges, dentifrices, or chewing gum, to which fluoride 

has been added, should be avoided where the drinking water 

has been fluoridated. In places where children are sub¬ 

jected to warm temperatures and consequently drink large 

amounts of water, a lower concentration of fluoride may be 

necessary to avoid mottling of the teeth."1 

Since then many studies have been made, many observations 

have been recorded and many opinions have been expressed. On 
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December 31, 1950, 62 water systems were supplying artificially 

fluoridated water to 95 communities with apopulation of 1,578,578, 

whereas six years later 759 water systems were supplying artifi¬ 

cially fluoridated water to 1,487 communities with a population of 

31,416,112.2 With this increase in the practice, it is appropriate 

that the Councils should re-evaluate the subject and determine 

whether their former opinion needs modification. 

During the Seattle Clinical Meeting held November 27-30, 1956, 

the House of Delegates, the policy-making body of the American 

Medical Association adopted the following resolution: 

“Resolved, That the Board of Trustees of the American 

Medical Association direct the Councils on Pharmacy and 

Chemistry /name changed in 1957 to the Council on DrugsJ 

end on Foods and Nutrition to conduct a joint study of all 

presently available information concerning the fluoridation 

of public water supplies and that a documented report of the 

findings, together with any recommendations arising from 

these findings, be presented to the House of Delegates at 

its meeting in Philadelphia in December, 1957.” 3 

The Board of Trustees so directed the two Councils. This 

presentation to the Board of Trustees is the joint report of the 

Council on Drugs and the Council on Foods and Nutrition. 

The printed material on the subject of fluoridation of public 

water supplies is enormous in extent; much of it is very contro¬ 

versial. An excellent historical review of the controversy, enter¬ 

tainingly written and well documented, “The Fight for Fluori¬ 

dation,” by Donald R. McNeil, Associate Director of the Wiscon¬ 

sin Historical Association, has been published by the Oxford 

University Press. Dr. McNeil has had unique access to manu¬ 

script material on the early impetus to fluoridation which arose 

in Wisconsin and Colorado. 

The controversy over fluoridation has continued and has be¬ 

come more widespread. It must be acknowledged that vitriolic or 

even strongly polemic attacks by either side only cloud the issue 

and make less credible any evidence or arguments which may be 

advanced. 

Certain questions have been raised concerning variability of 

distribution and chemical behavior of fluorides in the water sup¬ 

ply as well as the feasibility of this method as a vehicle. 
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The concentration of added fluoride throughout water piping 

systems over any considerable period of time varies only slightly 

from the intended level. This conclusion, based upon the analy¬ 

sis of thousands of samples from seven large and two small cities 

using fluoridation was reported at a recent conference of the 

American Water Works Association.4 Variations in fluoride 

levels throughout the systems were either undetectable or on the 

order of hundredths of a part per million in averages of consider¬ 

able numbers of samples. Turbidity from iron rust sediment and 

the presence of iron encrustation found in the piping systems 

were associated with minor alterations in fluoride concentration. 

Since the effect of prolonged exposure to fluoride is the important 

consideration, the mean intake rather than temporary variation is 

the important criterion. 

The attention of the Councils was directed to the views ex¬ 

pressed by a professor of physical chemistry on the behavior of 

naturally occurring versus added fluoride. His comments on this 

matter can perhaps best be summarized as follows. The amount 

of any ion soluble in a given amount of water depends on the 

amount of other ions also present in solution. Specifically, the 

solubility of the fluoride ion, F~, in the presence of the sodium 

ion, Na+, is great, whereas in the presence of the calcium ion, 

Ca++, it is considerably less. Complex ions, such as SiF6 , 

AIF4-, AIF6 , are formed when Si03 or Al+++ ions are 

present with F- ions. The use of aluminum salts in water treat¬ 

ment often leaves a residual concentration of Al+++ ions. Calcu¬ 

lations based on the known formation of ions of the type AIF4~, 

AIF6 , etc. show that when such waters are fluoridated to 1 

ppm, a substantial percentage of that fluoride is not present as 

F—, but as "complex fluoro-aluminate" ions of the type des¬ 

cribed above. In the colorimetric determination of fluoride in 

water, every ppm of aluminum present will lower the fluorine read¬ 

ing by 0.1 ppm. This is because under those conditions about 

10% of the total fluoride originally present (or added) is present 

as other ions, such as AIF6 . 

This concept includes the belief that the physiological effect 

of water containing 1.0 ppm total fluorine in ionic form will vary 

almost unpredictably from individual to individual, depending pri¬ 

marily on the following variables: the nature and concentration of 

the other ions present; the extent to which this fluoride is present 
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as free fluoride ion and as complex ions; the need of the body for 

some of the other ions present in the water. 

The foregoing chemical facts are acceptable as stated. How¬ 

ever, we feel as shown in table 1, that the amount of calcium in a 

water supply, as compared with the fluoride content, has little 

effect on mottling or caries-prevention, the two most delicate in¬ 

dications of harm and of benefit. Moreover, the aluminum used in 

water treatment is intentionally removed before introduction of 

water to the distribution system. Although this removal is not at 

all times complete, the amount of aluminum continually in a water 

supply is minimal, and the effects which concern us depend on 

prolonged not temporary ingestion. We believe that any of these 

variations in action due to chemical variations would not affect 

the fluoride in the water more than in the 10% order of magnitude, 

and that such changes would be in the direction of less effect of 

the fluoride for good or for harm. 

The Food and Nutrition Board of the National Research Counci I 

has considered the question of whether fluoridation of the water 

supply of a whole community is the best means of accomplishing 

a purpose that is aimed chiefly at children during their first 16 

years.8 It was the opinion of this group that the problem of ad¬ 

justing the intake of fluoride added to such other vehicles as salt, 

flour, etc., is more complicated and uncertain than when fluoride 

is naturally present or added to the water supply. The use of 

bottled fluoridated water, the administration of fluoride in suit¬ 

able tablet form, or the topical application of fluoride to the teeth 

likewise are measures obviously dependent upon factors of co¬ 

operation which are by no means so regular or certain as fluorida¬ 

tion of the public water supply. 

This report would be almost interminable if account were to be 

taken of the exaggerated claims made, methods used, and conclu¬ 

sions reached, by some of the proponents and opponents of fluor¬ 

idation. Such considerations have accordingly been omitted. This 

report is based upon human experience, without detailing the vast 

amount of animal experimentation concerning the effect of fluor¬ 

ide reported in the literature. Long term animal experiments 

which are in progress should yield valuable additional information. 

The chief criticism of the apparent effectiveness of fluorida¬ 

tion is directed against the practice of expressing improvement 

due to fluoridation as a percentage difference in caries incidence. 

The children using fluoridated water are compared with children 
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of the same age in a control community using water of low fluor¬ 

ine content, taking the caries rate in the control as 100%. This 

gives high figures for improvement, especially in the younger 

ages, when in fact the children on fluoridated water have caries 

rates similar to the control children a very few years junior. This 

objection has been expressed by Dr. Robert Weaver who was one 

of the early observers in England. He found less caries in child¬ 

ren who had habitually used water with the equivalent of 1.4 ppm 

of fluorine (South Shields) as compared with children habitually 

drinking water containing less than 0.25 ppm. (North Shields).6 

Dr. Weaver’s criterion was the number of decayed, missing, or 

filled teeth per child (DMF rate per child) and he states: 

"The incidence of caries in an experimental and a con¬ 

trol group is usually shown by recording the number of DMF 

teeth in each group and then expressing the number in one 
group as a percentage of the number in the other group. 

Using that method, the average number of DMF permanent 

teeth in 12-year-old children in South Shields was 56% of 

the average number in North Shields. There is, therefore, 

some justification for saying that fluorine inhibited caries 

in South Shields to such an extent as to reduce the incidence 

of caries by nearly half — a really remarkable result. I sug¬ 

gest, however, that such a comparison can be most mislead¬ 

ing. The 12-year-old children in South Shields averaged 

2.4 DMF permanent teeth, whereas the corresponding child¬ 

ren in North Shields averaged 4.3 DMF permanent teeth. 

The question which really needs to be answered is, ‘How 

many years does it take for the figure of 2.4 in South Shields 

to reach 4.3?' The answer is approximately three years. 

It is of course true that during those three years the figure 

of 4.3 in North Shields is also increasing, but the fact re¬ 

mains that children 15 years of age in South Shields have 

the same average amount of caries as is found in North 

Shields at 12 years of age. A further investigation into the 

dental condition of adults in the two towns showed that in 

them caries was postponed for about five years."7 

Postponement of caries in children, thereby reducing the dan¬ 

gers of infection, is no small gain. Arnold 8 has shown that this 

postponement increases the opportunity to fill carious teeth 

promptly, thus lessening the extension of decay, and reducing the 
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number of lost teeth, with resultant improvement in alignment of 

the developing teeth. 

Dr. Weaver’s opportunities to compare communities with dif¬ 

ferent fluoride content in their water supply have not been as ex¬ 

tensive as those afforded students of the question in the United 

States. Therefore, his conclusions need some modification. The 

valuable studies in such cities as Grand Rapids, Newburgh, 
Brantford, and Evanston, have shown that artificial fluoridation 

to a level of 1 ppm yields a postponement of caries in the younger 

age group similar to that which he observed under natural fluor¬ 

idation at South Shields. However, observations must be made 

over a greater span of years to ascertain what may be accom¬ 

plished in the community as a whole. For evidence on this, re¬ 

liance must still be placed on the 21 cities carefully studied by 

Dean’s group9, who used a technique of weeding out individuals 

without continuous exposure. 

Data obtained from examination of 12, 13 and 14-year-old child¬ 

ren for mottled enamel and carious teeth are presented in table 1. 

Parts of the table represent re-calculations, but we have relied 

on data published chiefly by Dean, Arnold, and Elvove. For ex¬ 

ample we have used an index of mottling that is slightly different 

from Dean's community index of fluorosis that was originally ap¬ 

plied in communities with a higher prevalence of the condition. 

Dean gave a weight of Yi to the questionable cases, 1 to the very 

mild, 2 to the mild, 3 to the moderate, and 4 to the severe. In 
view of the much greater importance of the last two categories 

under present conditions, and of their relative infrequency, they 

are here given a weight of 4 and 8 respectively. This affects the 

index number only in the three cities at the top of the list. 

Strong exception has been taken to the water histories given 

by Dean for several of these cities.10 We find, however, that 

they are remarkably helpful, even considering the possible loose¬ 

ness of such records. They enable one to make a fair estimate 

of the average fluoride content of the municipal water supplies 4 

to 14 years before the examination, the period in which the ena¬ 

mel calcium of the 12, 13, and 14-year-oid children was being 

laid down. Our estimates of the average fluoride content, based 

on the published statements, were made independently of Dean’s 

and independently of the dental findings; they differ from his only 

in some minor respects. 
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Without any statistical calculation, it seems evident from this 
table that fluoride content is linked with mottling and with a 

lowering of the caries rates. Furthermore, it appears that the 

amount of mottling and the extent of caries reduction in the ex¬ 

perimental cities is comparable to that obtained with natural 

fluoride. Only in the Grand Rapids report have the various age 

groups been separated in such a way that comparison can be made 

directly with this table, and for that purpose the 11th year obser¬ 

vation comes nearest to lifelong fluoridation.8 Of the group of 

27 11-year-old children who were examined, only one showed any 

recognizable degree of mottling, which was classified as very 

mild. Two children showed signs classified as questionable 

mottling. From Arnold’s data, the number of carious teeth per 

100 children in a group of 12, 13 and 14 year old children has 

been calculated to be 478 out of a possible 2800. Since fluorida¬ 

tion had been in effect in Grand Rapids for 11 years, these child¬ 

ren had been subjected to fluoridated water for about 75% of the 

years during which the enamel was being calcified. When the 

figure of 478 is compared with figures obtained in cities having a 

moderate fluoride level of about 0.9 ppm to 1.2 ppm (table 1) it 

can be seen that the older school children in Grand Rapids have 

not reached as low a caries rate as their successors might be ex¬ 

pected to reach after longer fluoridation. Arnold states that ex¬ 

periences with younger children in the other study cities have 

given results paralleling those in Grand Rapids. 

To return to the question of mere postponement of caries by 

fluoridation, Russell and Elvove11 have been able to examine 

adult lifelong residents of Colorado Springs, where the history of 

high fluoride water supply goes back well over 40 years. Colo¬ 

rado Springs is perhaps the only place of adequate size in this 

country where such a study of native adults can be made. 

Some of the data presented by Russell and Elvove11 have 

been recalculated to yield more comparable figures in the popula¬ 

tions of Colorado Springs and Boulder, Colorado, The caries rate 

has been calculated for the age adjusted populations standard¬ 

ized for the two cities. The caries rate is defined as the number 

of decayed, missing, or filled teeth per person with a possible 

total of 28. Twenty-eight teeth were counted, since the third 

molars are often missing for reasons other than caries. The ad¬ 

justed rate in Colorado Springs where the fluoride content of the 

water averaged 2.5 ppm was 7.20; in Boulder, where the average 
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fluoride content of the water was 0.025 ppm, the adjusted rate was 

17.76. Only 0.8% of the teeth counted in Colorado Springs and 

1.0% of the teeth counted in Boulder were missing due to pyorrhea 

or causes other than caries. In Colorado Springs, 75.4% of the 

carious teeth were filled as compared with 68.3% in Boulder. In 

1940 (table 1) 2.46 carious teeth per person were found in native 

children in Colorado Springs, whereas a weighted average of 8.47 

per child occurred in the study in four cities with a fluoride con¬ 

tent of less than 0.1 ppm. This indicates that with fluoride there 

is not a mere postponement but actually a much lower caries rate, 

at least until the person reaches 44 years of age, and, in accord¬ 

ance with the trend, probably much longer. 

Though other beneficial effects have been shown or claimed, 

jt is believed that the most delicate and most definite criterion of 

benefit from fluoride ingestion is the diminution of caries, when 

the fluoride has been ingested continuously by children from birth 

to about ten years of age. Since the caries-inhibiting effect of 

fluoridated water is only partial, this method should not be re¬ 

garded as a substitute for proper nutrition and oral hygiene in 

caries prevention. 

With regard to possible harm from fluoridation, undue emphasis 

has been placed on the occasional case of mild mottling such as 

recorded at Newburgh.13 Reference to table 1 indicates that such 

a degree of dental fluorosis is to be expected with water of simi¬ 

lar natural fluoride content. It was specifically stated that this 

mottling involved no staining, but the claim is made that the grade 

of mottling increases during life and that even such a mild amount 

of fluorosis, bordering on a condition that would be recognized 

only by experts, would become disfiguring. Table 2, compiled 
from data given by Russell and Elvove” and by Dean, Arnold, 

and Elvove indicates that there is no significant increase in 

severity of mottling beyond ‘‘mild” as children enter adulthood in 

a community with considerable fluoride in its water supply. 

Among the questioners and the less strenuous opponents of 
fluoridation, perhaps the principal fear is that long, continued use 

of fluoridated water will lead to degenerative conditions, ill-de¬ 

fined or not yet recognized and lumped with other diseases, es¬ 

pecially in persons past middle life. It is a fear that arises with 

numerous conditions of modern life and chemical substances to 

which we are exposed. The chief reason for believing that these 

fears are groundless arises from the fact that with simple chemi- 
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cal poisons, such as lead, heavier exposure gives rise to numer¬ 

ous instances of types of poisoning that occur only rarely or not 

at all with lighter exposure; thus, there is a perfectly safe limit 

of exposure up to which no harm may be expected. Roholm's 

work14 is still the most detailed and reliable on chronic fluoride 

poisoning. His experience was with cryolite AIF3.3NaF. He 

states (p. 179) “There is nothing to show that working with cryo¬ 

lite reduces the period of life or that cryolite workers acquire 

macroscopically recognizable organic lesions apart from the bone 

changes.” The fluoride dosage to which the cryolite workers 

were exposed was many times the dosage that would be ingested 

as fluoridated water. 

In view of the need of the same type of study on a level of 

fluorine intake lower than that of the cryolite workers in Copen¬ 

hagen, a study was carried out in 1943 by Hawkins, Shimkin, 

Brown, and Arnold, and in 1953 by Leone and Zimmerman on resi¬ 

dents of Bartlett, Texas, where the water, up to 1952, contained 

the equivalent of about 8 ppm of fluorine. The control group were 

residents of the city of Cameron which is located in the same 

region but which has only the equivalent of 0.45 ppm of fluorine 

in the water supply. The report18 on medical aspects has four 

tables of the age distribution of the sample population, starting 

with 116 in Bartlett and 121 in Cameron. Three tables of abnor¬ 

mal clinical findings occurring during the 10 year interval be¬ 

tween examinations (incidence) are given and three tables of ab¬ 

normal laboratory findings found at either examination (prevalence) 

are given; but there is no mention of the prevalence of abnormal 

clinical findings in the two cities other than the changes during 

the interval. The Bartlett participants were predominantly older. 

It is stated that the difference between the age-corrected mortal¬ 

ity rates is not significant by statistical analysis. Apparently, by 
chi square (X2), probability (P) is just over 0.05. Their conclu¬ 

sion was that no clinically significant physiological or functional 

effects, except for dental fiuorosis, resuited from prolonged in¬ 

gestion of water containing excessive fluoride. However, using 

Fisher’s exact method, we have calculated the probability that 

chance determined the difference between the age-adjusted deaths 

in the two sample populations. The result is in fact above the 

significant level (1 chance in 20) used by the authors for their 

criterion. These odds are approximately one in 21 that mere 

chance determined the difference (P-0.048). From this, in the ab- 
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sence of tables showing the prevalence of abnormal clinical find¬ 

ings in the two groups, one might conclude that 8 ppm of fluoride 

in water consumed constantly was too high a dosage for safety. 

This one comparison, however, must not be given undue weight. 

Roholm’s view on general toxicity has just been quoted; his cryo¬ 

lite workers probably had more than twice the fluoride exposure of 

the Bartlett residents. Roholm states (p. 206): "For some of the 

male workers the microscopic examination of the urine revealed a 

single or some few erythrocytes in the field (200 magnification). 

It is difficult to decide whether this phenomenon expresses a 

renal irritation caused by the excretion of fluorine, or it may be 

placed in connection with the heavy manual work. The former 

possibility seems to be the more probable. The most important 

effect of fluorine is on the osseous and dental systems.” 

The X-ray study of these two groups was published by Leone, 

Stevenson, Hilbish, and Sosman,’2" and is a good description of 

findings which the authors say occur in 10 to 15% of those ex¬ 

posed. The findings are slight, difficult to recognize, and in most 

instances equivocal in degree. Nothing like Roholm’s findings 

occurred in this group, who were exposed under American condi¬ 

tions to a constant, relatively high concentration of fluoride in 

their drinking water. The more pronounced changes that have 

been reported from India, for example, must be attributed to low 

nutritional states and doses of fluoride higher than have ever oc¬ 

curred in this country with water-borne fluoride. 

Reports have been published or have otherwise been made 

available to the Councils of patients with symptoms and signs 

that were attributed to the ingestion of fluoridated water; 17 to us, 

these reports fail to demonstrate enough consistency to justify 

impartial acceptance as showing a symptom complex due to fluor¬ 

idated water. 

Ideally the measurement of fluoride ingestion, particularly in 

the determination of the amount that can be taken without harm, 

would be based on the total amount of fluoride taken per day, not 

merely on the number of parts per million in the liquid or food con¬ 

sumed. This would take into consideration the fact that the in¬ 

takes of different people with different habits and under different 

temperature conditions may vary widely. The difficulty in follow¬ 

ing such a suggestion is that it is practically impossible to meas¬ 

ure the fluid-fluoride or food-fluoride intake of large enough groups 
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of people over long enough periods of time to secure sufficient 

data to show safe limits. 

The only practical approach is to assume that in any large 

population the following variables will be represented: (1) ex¬ 

tremes in water consumption; (2) extremes in consumption of foods 

with high fluoride contents; (3) extremes in exposure to fluoride 

from other sources, such as dentifrices, excluding exposure to in¬ 

dustrial sources; and (4) extremes in individual susceptibility to 

fluorosis. Therefore, if the fluoride content of the water remains 

unchanged and has been used by the populations for long periods 

of time, it is sound to compare such populations on the basis of 

the fluoride content of their water supplies. Except for the oc¬ 

currence of mottled enamel, and of a moderate increase in bone 

density in a small percentage of individuals after prolonged ex¬ 

posure, such studies have failed to show deleterious effects of 

living in a community in the United States with a high fluoride 

content in the water supply. 18 

Among those who have studied the problem most thoroughly and 

judiciously, it is generally held that the most delicate criterion of 

harm from fluoride ingestion is the group of changes occurring in 

the appearance of the permanent teeth. Mottled enamel can occur 

when sufficient fluoride has been ingested continuously by child¬ 

ren from birth to about ten years of age. Likewise, and as noted 

previously, diminution of caries can be taken as the most delicate 

and definite criterion of benefit from continuous ingestion of fluor¬ 

ide by children of this age group. 

In table 1, each of these two criteria is indicated, not by one, 

but by three measures. It is believed that inspection of this table 

wili negate the suggestion advanced in more than one quarter 

(based usually on a single measure of these criteria) that the 

greatest good with the least harm would be obtained by fluorida¬ 

ting the water supply to a level of 0.5 ppm instead of 1.0 ppm as 

advised for most communities in the general situation of the 21 

cities shown in the table. Reference to table 1 will also show 

that, contrary to suggestions in some quarters, the amount of cal¬ 

cium in the public water supply in those 21 cities has no impor¬ 

tant bearing on the prevalence of either mottling or caries. 

It has also been suggested that the amount of fluoride should 

be so low that any definite appearance of mottling, even in the 

mild form without staining, would be avoided. Table 1 indicates 

15 



that these same children, if their fluoride intake were so low as 

to avoid any appreciable chance of such mottling, are even more 

likely to have more disfigurement and more serious caries of the 

upper incisors, the most prominent and visible teeth in the child’s 
mouth. 

Conclusions 

1. Fluoridation of public water supplies so as to provide the 

approximate equivalent of 1 ppm of fluorine in drinking 

water has been established as a method for reducing den¬ 

tal caries in children up to 10 years of age. In localities 

with warm climates, or where for other reasons the inges¬ 

tion of water or other sources of considerable fluoride 

content is high, a lower concentration of fluoride is ad¬ 

visable. On the basis of the available evidence, it ap¬ 

pears that this method decreases the incidence of caries 

during childhood. The evidence from Colorado Springs 

indicates as well a reduction in the rate of dental caries 

up to at least 44 years of age. 

2. No evidence has been found since the 1951 statement by 

the Councils to prove that continuous ingestion of water 

containing the equivalent of approximately 1 ppm of flour- 

ine for long periods by large segments of the population 

is harmful to the general health. Mottling of the tooth 

enamel (dental fluorosis) associated with this level of 

fluoridation is minimal. The importance of this mottling 

is outweighed by the caries-inhibiting effect of the fluor¬ 
ide. 

3. Fluoridation of public water supplies should be regarded 

as a prophylactic measure for reducing tooth decay at the 

community level and is applicable where the water supply 

contains less than the equivalent of 1 ppm of fluorine. 
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AMERICAN PUBLIC HEALTH ASSOCIATION 

Minutes of the 

Fourteenth Meeting of the 

Technical Development Board 

September 14 and 15, 1961 Henry Hudson Hotel New York City 

Present 
Roscoe P. Kandle, M.D., Chairman 
Margaret G. Arnstein, R.N. 
Henrik L. Blum, M.D. 
Herbert M. Bosch, M.P.H. 
Lester Breslow, M.D. (September 14 only) 
A. L. Chapman, M.D. 
Robert Dyar, M.D. 
Ernest M. Gruenberg, M.D. (September 14 only) 
James H. Lade, M.D. 
Edward R. Schlesinger, M.D. 
Horace L. Sipple, Ph.D. 
Charles L. Wilbar, Jr., M.D. 

Guest 
T. Lefoy Richraan (September 15) 

Staff 
Thomas R. Hood, M.D. 

APPROVAL OF MINUTES OF MEETING HELD ON MARCH 9 and 10, 1961 

Minutes of the meeting were approved after amendment at the bottom of page 9, 

(5) which should read as follows: "at the request of the TDB the Committee 

is exploring interests of APHA in operational research and has prepared for 

the Executive Board an inquiry of the National Institutes of Health to 

ascertain their interest in entertaining a proposal for support in this area." 

PROGRAM AREA COMMITTEE ON MEDICAL CARE ADMINISTRATION 

Dr. Breslow reported that his Committee is working on a statement on Medical 

Care and the Health of the Nation and a series of specific statements, one 

of which will be Medical Care and the Health of the Aged. The Committee 

Absent 
Theodore J. Bauer, M.D. 
Philip E. Blackerby, Jr., D.D.S. 
Theron H. Butterworth, Ph.D. 
Albert E. Heustis, M.D. 
Thomas Parran, M.D. 
Frank M. Stead 
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prepared a resolution on Health Services for the Aged for presentation to the 

Technical Development Board. The Board reviewed the resolution and VOTED to 

adopt it with editorial changes and forward it to the Committee on Resolutions 

in the name of the Technical Development Board (see Attachment I). 

It was suggested that this resolution would put APHA in a stronger position 

to influence course of events in respect to medical care and that a second 

resolution might be developed to call attention to defects in present bill 

HR 4222. It was further suggested that a positive stand and action from 

APHA is presently needed. 

Dr. Breslow reported that his Committee had expressed concern with role of 

APHA on HR 4998 and proposed that APHA undertake to make the items below 

clear to the Surgeon General as APHA suggestions to the administration on 

making this a better program. The Board agreed to recommend to the Executive 

Board that APHA urge the Public Health Service to (1) encourage state plans 

for the extension of community health services, (2) review projects as to 

criteria and standards, (3) include local groups in the health field when 

working with state health agencies in development of state plans and projects, 

(4) suggest that APHA is available to work with the PHS in state and local 

situations when the PHS finds difficulty in working with state and local 

health authorities. It was also recommended that a Journal editorial be 

prepared to point up the help given by APHA in passage of HR 4998 and the 

need for systematic development of state plans for community health services 

and facilities. 

HITS AND MISSES 

The question posed to the Board by Dr. Hood at the Chairman's request was: 

"Can we do a better job of being focal point for development of documents 
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by public health workers and can we adapt material from local sources for 

national distribution?" The question was also raised as to whether TDB with 

staff can function effectively by inviting individuals and strongly encouraging 

them to come to the Association with their ideas. It was suggested that there 

be a compilation of what is available and that notification to membership 

of APHA would be helpful to publicize widely local documents for use on a 

national scale. It was further suggested that some machinery would need to 

be set up for determining whether materials being developed should be assigned 

to a member of TDB to work with the author, seek approval and endorsement by 

the Board. The question of funds for publication of the developed material 

was raised. It was thought that a revolving fund might be the answer. 

The general consensus was that (1) there be a list of publications in the 

Journal of material received in the APHA office of interest to public health 

workers; (2) there be a recognized channel by which ideas and communications 

would come to the APHA; (3) an opportunity be sought to get ideas and issues 

from the APHA Affiliated Societies and Regional Branches. It was suggested 

that TDB might take the responsibility for defining long-range public health 

issues and refer these to Affiliated Societies and Regional Branches and 

invite them to report back on official points of view of their individual 

units, thereby the Board would have a pool of ideas. It was further suggested 

that the Sections be asked for ideas to be referred. It was also suggested 

that each PAC Chairman formulate one specific question that he would like 

points of view on and that these questions be referred. 

REPORT OF CONFERENCE ON NUTRITION RESEARCH 

Dr. Dyar reported that the purpose of this conference was to define the role 

of state health departments in nutrition research. Attendance at the conference 
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comprised people interested in nutrition research — state health officers, 

educators, research and scientific people, applied nutritionists. The conference 

was sponsored by the Association of State and Territorial Public Health Nutrition 

Directors and the APHA Committee on Research Policy. The Committee on Research 

Policy is taking responsibility for follow-up of recommendations made at the 

conference, e.g., way the Association can lay out areas of responsibilities 

and concerns to other agencies. 

REPORT OF CONFERENCE ON PUBLIC HEALTH LAW 

The Board reviewed the recommendations of the conference as circulated by 

Dr. Wilbar, endorsed them and recommended to the Editorial Board that this 

document be published as a conference report in the American Journal of Public 

Health. It was suggested that the recommendation dealing with public health 

curriculum studies be brought to the attention of the Committee on Professional 

Education and to the Joint Committee on Study of Education for Public Health 

chaired by Dr. William Shepard. 

REPORT OF PROGRAM AREA COMMITTEE ON MENTAL HEALTH 

Dr. Gruenberg stated that "A Guide to Control Methods for Mental Disorders" 

would be circulated to members of the Board in the very near future. He asked 

that the Board look it over and designate endorsement. He stated that the 

means of publication of the document might either be (1) sought through a 

grant; (2) published as a supplement to the American Journal of Public Health; 

(3) published by a commercial company. Some funds remaining from the project 

grant may be used for publication. 

REPORT OF PROGRAM AREA COMMITTEE ON PUBLIC HEALTH ADMINISTRATION 

Dr. Wilbar reported that (1) in cooperation with the APHA the International 

City Managers’ Association has published "Administration of Community Health 
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Services" which is available from the ICMA at $7.50 per copy; (2) the Committee 

has prepared a second edition of the "Guide to a Community Health Study" which 

is available from APHA at $2.50 per copy; (3) four Task Forces are working on 

(a) revision of the APHA statement "The Local Health Department — Services and 

Responsibilities"; (b) revision of the APHA statement "The State Health Depart¬ 

ment — Services and Responsibilities"; (c) health standards now and in the future, 

(d) health services in metropolitan areas; (4) the Subcommittee on Health 

Practice Indices is readying an action proposal for development of this 

document to present at the time of the Detroit Annual Meeting. 

APPLICATION OF CRITERIA FOR PROGRAM AREA COMMITTEE REVIEW 

The Board had felt the need for certain selectiveness for Program Area 

Committees and had developed a set of criteria for this purpose. The Board 

recognizes that there may be a need for some to be deleted to make room for 

new ones. It was noted that recommendations of the Board's review would be 

welcomed by the Executive Board. It was suggested that PACs not have the 

same name as Sections. 

Mental Health 

Discussion centered on the memorandum prepared by Mr. Forstenzer which 

resulted from a meeting of an ad hoc committee called for the purpose of 

discussing what future role might be envisioned for the PAC on Mental Health. 

The Technical Development Board VOTED to accept the recommendations of the 

ad hoc committee (see Attachment II) and recommend to the Executive Board 

the continuation of a Program Area Committee on Control of Mental Disorders 

in lieu of a Program Area Committee on Mental Health. 
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Radiological Health 

Dr. Kandle pointed out that the Chairman of this PAC, Dr. Heustis, has 

stated that the PAC thinks its job is done. It was noted that there is a 

Radiological Health Committee of the Engineering and Sanitation Section. 

It was suggested that the work of this PAC could be done by the PAC on 

Environmental Health. It was also suggested that this PAC might concern 

itself with AEC and health department relationships and with new PHS state 

and local health department relationships. The Technical Development Board 

VOTED to recommend to the Executive Board that the PAC on Radiological Health 

be abolished and that the function in this field be assigned to the PAC on 

Environmental Health with appropriate liaison with the Radiological Health 

Committee of the Engineering and Sanitation Section. 

Health Services in Disaster 

Dr. Lade reviewed the progress of this Committee in preparation of three 

resolutions which were passed by the Governing Council last year. He stated 

that there seems to be a need for this PAC in view of the present administration's 

position which has envigorated this field. It was suggested that there is a 

need in this area in the light of the world situation and that this PAC could 

point out the ills in the present civil defense procedures and build up data 

which would strengthen methods of operation in preparing for disaster. It 

was felt that there is a need for strengthening interest of public health in 

planning for all types of disaster. It was suggested that the PAC should 

report its findings and opinions via Section Newsletters and the APHA News¬ 

letter. It was agreed that the status of the PAC on Health Services in 

Disaster would be placed on the agenda for the Detroit meeting of the Board. 
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It was suggested that there be a meeting of the appointed members of the 

Board to review the Program Area Committees between now and the Detroit meeting. 

COMMUNITY HEALTH SERVICES PROJECT 

Mr. Richman reported that an operating plan for this proposal is being 

developed and that it will be submitted to the Kellogg and other foundations 

for support. Currently leadership for the Commission is being sought and an 

approach is being made to James Conant. Mr. Richman stated the purpose of the 

project is to study American community health services. He envisions this 

will take three years to get the information and develop reports which will 

be presented through a conference mechanism. 

It was suggested that the developing document be sent to Section Secretaries, 

Presidents of Affiliated Societies and Regional Branches and members of the 

Board for information and feedback. It was further suggested that a report 

of the project might be made a part of the Presidential Address at the Detroit 

Annual Meeting of the Association. It was also suggested that the Commission's 

work might tie in with the plans of other specialized groups in the Association. 

It was agreed to place this project on the agenda for the Detroit meeting of 

the Board. 

AD HOC TASK FORCE ON AGRICULTURAL MIGRANTS 

It was reported that a communication had been received from Mr. Swearingen 

suggesting that an ad hoc committee of TDB rather than a special subcommittee 

of the Committee on Public Policy and Legislation be set up to deal with 

this subject in view of the fact that the legislation will not pass this 

year and the APHA needs to do some spade work with legislative committee 

members. It was agreed that a short-term ad hoc committee be set up to 

work with Mr. Swearingen and look at current APHA policy and develop ideas 
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of elements which might be included in the bill in regard to standards of 

service. It was agreed that Dr. John Atwater, several PHS people and 

representatives from some Southern health departments be asked to serve 

on this ad hoc committee and report to the Board at the Detroit meeting. 

PROGRAM AREA COMMITTEE ON CHILD HEALTH 

Dr. Schlesinger submitted material developed by the PAG on Child Health 

on Health and Fitness of School-Age Children and on Health and Welfare Services 

for Mothers and Children as well as a summary of resolutions of the APHA 

on the Status of the Children's Bureau. 

The Board discussed the material prepared on Health and Fitness and revised 

the material in the form of a resolution. The Board agreed to forward the 

resolution to the Committee on Resolutions in the name of the Technical 

Development Board (see Attachment III). 

The Board revised the material on Health and Welfare Services for Mothers and 

Children in the Federal Government and agreed to forward it to the Executive 

Board and to the Committee on Public Policy and Legislation for intramural 

use (see Attachment IV). 

INDEX OF ASSOCIATION ACTIVITIES 

This document has been distributed widely for three years and the Board was 

asked as to whether it should be continued. There was consensus that it need 

not have wide distribution and that future distribution be made at the dis¬ 

cretion of staff and principally to committee chairmen. 

REPORT OF PROGRAM AREA COMMITTEE ON CHRONIC DISEASE AND REHABILITATION 

Dr. Blum reported that there would be a reprinting of "Chronic Disease and 

Rehabilitation: A Program Guide for State and Local Health Agencies" which 

would be unchanged now but that the Committee plans in two years hence to 
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revise it somewhat and point out needs for epidemiology by health departments 

in regard to chronic disease. He reported that the parent Committee has four 

subcommittees working on aging, alcoholism, narcotic addiction and health 

appraisals. He indicated that a meeting had been held with representatives 

of APHA and the National Rehabilitation Association and that the Board would 

receive a statement on rehabilitation developed as a result of that meeting. 

The next meeting of the Technical Development Board will be held on Thursday, 

November 16, 1961 in the Michigan Room of the Sheraton-Cadillac Hotel, Detroit, 

beginning with luncheon at 12:00 noon. 

There will be a meeting of the Technical Development Board and Section 

Secretaries on Thursday, November 16, 1961 in the Michigan Room, Sheraton- 

Cadillac Hotel, Detroit, from 3:00-5:00 p.m. 

Distribution 
Members of the Technical Development Board 
Members of the Executive Board 
Members of Section Councils 
Secretaries of Affiliated Societies and Regional Branches 



Attachment I 

Resolution Submitted by the Technical Development Board, September 14, 1961 

WHEREAS, a substantial number of aged persons throughout the nation urgently 

require health services of a quality and scope beyond what is 

generally available to them, and at a cost beyond their usually 

small financial resources, and 

WHEREAS, the American Public Health Association has for several years favored 

the principle of paid-up insurance for health services for older 

persons, with provisions to protect and encourage high quality of 

care, and 

WHEREAS, current programs provide services of uneven quality and limited scope 

to a relatively small proportion of the aged persons needing care, and 

WHEREAS, current programs which involve a means test not only offend the dignity 

and self-respect of older people and their children, but also tend 

to delay medical care until economic dependency has resulted from 

disability, and 

WHEREAS, the basic principle of social insurance is to provide, without a means 

test, for social and economic security and to prevent dependency, and 

WHEREAS, it has become evident that the most feasible way to provide paid-up 

insurance for health services for a growing proportion of older persons 

in the United States is through use of the social insurance (OASDI) 

mechanism, therefore be it 

RESOLVED, that the APHA support Federal legislation to provide financing for 

a basic level of health services for the aged through the social 

insurance (OASDI) mechanism, and be it further 



2. 

RESOLVED, that the APHA urge that, in health services supported by social 

insurance funds, priority should be given to benefits which favor 

the development of comprehensive health care of high quality, and 

be it further 

RESOLVED, that the APHA seek the adoption, in a program of health services for 

the aged supported by social insurance funds, of the highest practical 

nationwide standards of quality with provision to encourage higher 

standards in the states where feasible, and be it further 

RESOLVED, that the APHA urge the utilization, in a program of health services 

for the aged supported by social insurance funds, of the strong 

Federal-state health administrative relationships to assure the 

best planning and administration at the state level and the highest 

quality of service throughout the country. 



Attachment II 

Recommendations on the Program Area Committee on Mental Health 

It was recommended that there be a Program Area Committee on Control 

of Mental Disorders. The title was chosen as a means of differentiating the 

Committee from the Section. 

It was recommended that this Program Area Committee have continuing 

general functions such as consultation to the Executive Board and staff on 

technical problems in mental health and that the Committee and its members be 

available for cooperative efforts with other committees of the Association, 

such as the PAC on Medical Care and the Committee on Evaluation and Standards. 

It was recommended that the Committee concern itself with specific tasks 

such as: 

1. Preparation of a handbook on state and community mental health practices. 

2. Preparation of a joint policy statement on the organization and coordination 

of community preventive mental health services. 

3. A survey of prevailing patterns of community organization designed to 

achieve continuity of management, treatment and rehabilitation of the 

mentally ill. 

4. A study of research activities in the schools of public health on public 

health aspects of mental health. 

It was recommended that selection of specific tasks should be left to 

the next chairman and members of the Program Area Committee. They may find 

additional suggestions in the September 16, 1956 memorandum of the Subcommittee 

on Mental Health of the Committee on Administrative Practice. 

It was recommended as a principle that there be overlapping membership 

of the Mental Health Section Council and the Program Area Committee on Control 

of Mental Disorders. 



Attachment III 

Resolution Submitted by the Technical Development Board, September 15, 1961 

WHEREAS, the President's Health Message to Congress of February 9, 1961 included, 

as one of three points relating to children, the naming of the Secretary 

of Health, Education, and Welfare as Secretary of the President's 

Council on Youth Fitness to mobilize available resources to improve 

the physical fitness of our nation's youth, and 

WHEREAS, there is general agreement that measures should be taken to overcome 

the excessive sedentariness of large segments of the population, and 

WHEREAS, physical fitness is related to a good state of health and dependent on 

such factors as good nutrition and freedom from handicapping emotional 

and physical ailments, therefore be it 

RESOLVED, that physical activities appropriate to the age and condition of 

individuals be encouraged and developed in specific programs that 

will promote fitness and the establishment of patterns carrying over 

into adult life, and be it further 

RESOLVED, that such a fitness program should stress individual and group 

activities in the out-of-doors, the development of self-reliance, 

and of a consciousness of prudent conduct as a basis for health, 

safety and well-being, and be it further 

RESOLVED, that in order to further the success of a national youth fitness 

program the following be specifically undertaken: (1) greatly improved 

and extended medical and dental care, including the development of 

the needed services and education to enhance the knowledge and 

motivation which are required for their proper utilization; 

(2) increased attention to slow learners, children with emotional 

problems and the school dropouts who are not exposed to school programs. 



Attachment IV 

Recommendations of the Technical Development Board 
on 

Health and Welfare Services for Mothers and Children in the Federal Government 

After reviewing the recommendations of the President's Task Force on 

Health and Social Security for the American people, the TDB agrees that Health 

Services for Mothers and Children are an extremely important element in the 

total structure of health services and warrant a correspondingly important 

position in the organization of health services. The question at issue is 

how best to implement this conviction. 

TDB holds no brief for any traditional administrative pattern nor does 

it advocate change for the sake of change. It is concerned with effective 

administration of these services at this time and therefore recommends the 

following: 

1. Fuller application of services based on present knowledge through 

strengthened grants-in-aid, stepped-up programs of recruitment and 

training, increased opportunities for applied research, and expanded services. 

2. Increased attention to services for school-age children and adolescents 

to promote their fitness, with the recognition that freedom from physical, 

mental, and emotional disorders is a sine qua non of fitness. 

3. Development of an expanded program of child welfare services to make them 

fully available to all families receiving aid-to-dependent-children 

benefits, as well as to other children with social but not necessarily 

financial need. 

4. Expression of satisfaction in the fact that APHA resolutions for Children's 

Bureau grants to state health departments and institutions of higher 

learning for the support of research have been implemented by amendment 
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of the Social Security Act. This research grant program should be 

continued in close association with grants for service programs. 

5. Expression of conviction that the leadership of the Children's Bureau in 

international child health activities has been an asset to the nation. 

These times call for an intensification of such activities. 

6. For all these reasons, the Children's Bureau should be maintained and 

strengthened as a unit and at the same time be well-integrated as part 

of the national health services along functional lines in the Department 

of Health, Education, and Welfare. 



31 October 196 i 

Vanderbilt University 
School of Medicine 
Nashville, Tennessee 

Dr. Robert L. Jackson 
Department of Pediatrics 
University of Missouri 
School of Medicine 
Columbia, Missouri 

Dear Bob: 

These are comments on the list of participants suggested 
along with your letter of 26 October. First, I think you did a 
good job in distributing these with due consideration of several 
fields and geographic areas to be covered. 1 will, as you 
suggested, indicate some additional names for some of the 
areas and make a few comments about certain of the ones you 
have indicated. 

Anatomy - 1 would prefer Karl Mason, Professor and 
Chairman, Anatomy, University of Rochester School of Medicine, 
over Geoffrey Bourne* On the other hand, 1 think it would be 
fine to have both. 

Physiology - 1 agree that someone actively participating 
in the teaching program in a medical school would be better 
than Bob Johnson. I would suggest John R. Brobeck, Department 
of Physiology, University of Pennsylvania, Philadelphia, in 
place of Johnson. Concerning Ray Meng, 1 think he would be 
excellent, but as you have indicated he does come from 
Vanderbilt. There might, however, not be too much of an 
objection to having two people or so from certain of the schools. 
Indeed, for a sparse area like physiology we might have to take 
two from one school. Incidentally, I went through the whole list 
of members of the American Physiological Society and it is 
remarkable how few one can identify with a real interest in 
nutrition. 
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Ob. -Gyn. * I have no further suggestions or comments. 

Department of internal Medicine * Excellent selections. 
1 would be inclined, 1 believe, either here or under Nutrition to 
include Willard Krehl. Krehl is keenly interested in the 
teaching of nutrition and should, I feel, be in the group somewhere. 

Dietitians - I wonder if we shouldn't include Elisabeth 
Yearick in the original list, since she was with us on the earlier 
committee and I thought did a reasonable job. I am at loss to 
know who to substitute her for, possibly Doris Johnson. 
Certainly X should like to see both Margaret Ohlson and Dorothea 
Turner there. 

Deans - X am inclined perhaps to suggest Max W infer ob© in 
place of Bob Glaser. Both of them are very good people but 
Max Wintrobe does have a long standing active interest in 
nutrition. 

Another dean I would suggest rather strongly is John Truslow 
who is Director and Executive Dean, University of Texas Medical 
Branch at Galveston. X have met Truslow recently and talked 
with him at some length. He is keenly interested in nutrition. 
They are planning an expansion of nutrition in their school. X 
believe having him in the group would be strategic. Again, X 
recognise this would bring both Truslow and McGanity from toe 
same institution but to a purpose. 

International - Doctor Bengoa's name and address is as 
follows: Dr. J. M. Bengoa, Regional Advisor on Nutrition, 
World Health Organisation, Pan American Sanitary Bureau, 
Washington 25, D. C. 

Foundations - X believe it would be a mistake not to include 
Doctor Robert Goodhart, Director of the National Vitamin 
Foundation. Also, X should like to see very much Richmond 
K. Anderson of the Rockefeller Foundation included. 

Department of Biochemistry - A good selection, although 
X would suggest a substitution of James Dinning, Professor and 
Head, Department of Biochemistry, University of Arkansas 
School of Medicine, for J. B. Brown of Ohio State. J. B. Brown 
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Ohio State, is right at retirement and I believe Dinning would be 
a more lasting influence. 

The other person X would question in this list is Mariam 
Clarke ol Woman’s Medical College. Mariam Clarke will bring 
little to the conference. It is possible that she will carry some 
influence of it back to Woman's Medical College, Certainly X 
have no objection to inviting her if we have room, but if we must 
cut I suggest that she be one of the early ones to be dropped. 

Surgery - We talked about Francis Moore, Professor of 
Surgery, Harvard, who would X am certain make an excellent 
contribution at such a meeting if we could get him. X really 
think he would be better than Stanley Levinson, 
okay. 

Curriculum Committee - No further suggestions. 

Nutrition - Okay, if you want to classify Willard Krehl 
here, could do so. 

Department of Pediatrics - Fine. No further suggestions 
unless you wish to try to bring Cal Woodruff over from AUB as 
a mixture both of pediatrics, nutrition and international. 

Pathology - Would suggest Stewart and McGill. Cruickshank 
is Dean and Professor of Medicine. He should not be listed as 
pathology. 

Preventive Medicine - May X suggest that W illiam Ashe, 
Ohio State, be added to this list. I think he could well be added 
in preventive medicine and we could drop J. B. Brown, Ohio 
State, under biochemistry. Ashe is young, vigorous, provocative, 
broadly interested and long experienced in nutrition. He has 
somewhat opinionated ideas, but these are always good for 
discussion and most of the time quite sound. 

Thanks indeed and with my best regards. 

Sincerely, 

William J. Darby 
WJD:j£ 
cc: Dr. White, Dr. Goldsmith, 

Dr. Shank 



UNIVERSITY OF MISSOURI 

COLUMBIA 
Oct. 26, 1961 

A 
j 

SCHOOL OF MEDICINE % 
DEPARTMENT OF PEDIATRICS 

Dr. Robert E. Shank 
Washington University 
School of Medicine 
St. Louis 10, Mo. 

Dear Bob: 

Enclosed is the revised list which we briefly revised at 
breakfast in Palo Alto. 

Please send your suggestions directly to Phil.I would ap¬ 
preciate having you add John Gordon's address. I asked Bill 
Darby to advise Phil regarding selection of a person to represent 
other foundations. I am sending copies to Grace for her ap¬ 
proval and suggestions. 

Nice seeing you and will look forward to seeing you again 
soon. 

Sincerely, 

Robert L. Jackson, M.D. 
Prof, and Chairman 

RLJ:mfn 
Enc. 



1, Geoffrey H. Bourne 
Prof, and Chairman: Anatomy 
Emory University, Div. Basic Health Sciences 
Atlanta 22, Georgia 

Listed on the original School selections 



PHYSIOLOGY 2 

I. Prof. G.A Wrenshall (R) 
Best Institute 
Toronto, Ontario, Canada 

2. Robert E. Johnson 
Dept. Physiology 
University of Illinois 
Urbana, Illinois 

ALTERNATE 

*3. Ray Mong 
Vanderbilt Univ. 
Nashville, Tenn. 

(R) Recorder 

* Listed on the original School selections 



OB - GYN 2 

1. William J. McGanity, M.D. (M) 
Professor and chairman: Obstetrics 
University of Texas Medical Branch 
Galveston, Texas 

2. Paul Bruns, M.D. (R) 
Professor Obstetrics- Gynecology 
School of Medicine 
Denver, Colorado 

ALTERNATE 

3. James A. Merrill, M D. 
Professor and Chairman Dept. Obstetrics and Gynecology 
University of Oklahoma Medical Center 
Oklahoma City, Okla. 

(M) Moderator 

<R) Recorder 



DEPARTMENT OF INTERNAL MEDICINE 8 

1. Richard Vilter, M.D. (M) 
University of Cincinnati School of Medicine 
2328 Auburn Ave. 
Cincinnati, Ohio 

2. William Robinson, M.D. (M) 
Professor and chairman: internal Medicine 
University of Michigan School of Medicine 
Ann Arbor, Michigan 

3. Grace Goldsmith, M.D, 
Prof, of Medicine 
Tulane University School of Medicine 
New Orleans, Louisiana 

4. Chas. S. Davidson, M.D. 
Assoc. Prof. Medicine 
Harvard Medical School 
Boston, Mass* 

;^5. Raymond M, Kivel, M.D. (R) 
Assistant Professor: Medicine 
Stanford Medical Center 
300 Pasteur Drive 
Palo Alto, California 

V6. Lawrence H. Kyle, M.D. (R) 
Professor and Chairman: Medicine 
Georgetown University Hospital 
3800 Reservoir Road, N, W. 
Washington 7, D.C. 

7n7. Dr. Beverly T. Towery (R) 
Professor and Chairman: Medicine 
University of Louisville School of Medicine 
101 W. Chestnut Street 
Louisville 2, Kentucky 

if-8. Wade Volwiler, M.D. (M) 
Professor of Medicine 
University of Washington 
Seattle 5, Washington 
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* 9. Robert M. Kark, M.D. 
Professor of Medicine 
University of Illinois College of Medicine 
840 S. Wood Street 
Chicago 12, Illinois 

*10. W.B. Froomeyer, Jr. M.D. 
Professor and Chairman: Medicine 
University of Alabama Medical Center 
Birmingham 3, Alabama 

*11. C. Wilmer Wirts, M.D. 
Associate Professor: Medicine 
The Jefferson Medical College of Philadelphia 
1025 Walnut Street 
Philadelphia, Pennsylvania 

* Listed on the original School selections. 

(M) Moderator 

(R) Recorder 



DIETITIANS 2 

ytr' 1. Margaret Ohlson, Ph. D, (R) 
Director of Nutrition; Dept, Dietetics 
University Hospitals 
Iowa City, Iowa 

yf, 2, Dorothea Turner (R) 
Editor, Journal American Dietitic Association 
620 N. Michigan Avenue 
Chicago 11, Illinois 

^ 3. Doris Johnson, Ph.D. 
Director of Nutrition 
Grace- New Haven Community Hospital 
789 Howard Avenue 
New Haven, 4, Conn. 

ALTERNATES 

4. Ruth Gordon 
Director of Nutrition 
Univ. of Kansas Medical Center 
Rainbow Blvd. at 39th, 
Kansas City 12, Kansas 

5, Elizabeth Yearick, Rh.D. 
Associate Professor, School of Home Economics 
West Virginia University 
Morgantown, West Virginia 

*6. Mrs, Mary C. Zahasky 
Director: Nutrition 
Univ. of Oklahoma Medical Center 
Oklahoma City, Oklahoma 

*Listed on the original School selections 

(R) Recorder 



DEANS 2 

1. Robert J. Glaser (M) 
Dean 
Univ. of Colorado School of Medicine 
Denver, Colorado 

2. George T. Harrell (M) 
Univ. of Florida College of Medicine 
Dean 
Gainesville, Fla. 

ALTERNATES 

3. Stanley Olson 
Baylor Univ. Coll. 
Texas Medical Center 
Houston 25, Texas 

4. Vince Moseley 
Associate dean of Clinical Med. 
Med. College of S. Carolina 
16 Lucas 
Charleston 16, South Carolina 

*5. Maxwell Wintrobe 
Professor of Medicine 
Univ. of Utah, School of Medicine 
Salt Lake City, Utah 

* Listed on the original School selections 

(M) Moderator 

(R) Recorder 



INTERNATIONAL 2 

Bengoa 

D.B. Jelliffe, M.D. 
Makerare College 
University College of East Africa 
P. 0. Box 2072 
Kampala 

Uganda E. Africa 



FOUNDATIONS 

1. C.G. King 
Nutrition Foundation, Inc, 

2. W. H. Sebrell, Jr.,M.D. 
Columbia Univ, School of Public Health 
600 W. 168th. Street 
New York 32, N. Y. 

3. Fred Stone, Ph.D. 
Assistant Chief, Division of General Medical Sciences 
National Institutes of Health 
Public Health Service 
Bethesda 14, Maryland 



DEPARTMENT OF BIOCHEMISTRY 7 

* 1. Wendall H. Griffith (M) 
Chairman, Dept. Physiological Chemistry 
University of California at Los Angeles Medical School 
Los Angeles, California 

*2. W.D, Armstrong, M.D. (M) 
Professor, Dept. Physiological Chemistry 
University of Minnesota College of Medical Sciences 
Minneapolis 14, Minn. 

*3. J. Logan Irvin (M) 
Chairman, Biochemistry and Nutrition 
University of North Carolina School of Medicine 
Chapel Hill, North Carolina 

*4. Dr. William S. Lynn (R) 
Associate in Biochemistry and Associate Professor 
Duke University 
Dept, Medicine 
Box 3701 - 0D 
Durham, North Carolina 

*5. Vincent du Vigneaud (M) 
Cornell School of Medicine 
1300 York Ave, 
New York 21, N. Y. 

*6. Dr. George T. Lewis (R) 
Chairman, Dept, Biochemistry 
University of Miami School of Medicine 
Coral Gabies 34, Florida 

*7. John W. Mehl (M) 
Professor and Chairman Dept. Biochemistry and Nutrition 
Utaiv. Southern California 
2025 Zonal Avenue 
Los Angeles 33, California 

* 8. Fred B. Brazda,Ph,D. (R) 
Professor and Head: Biochemistry 
Louisiana State University School of Medicine 
New Orleans, Louisiana 

*9. J.B. Brown, Ph.D. 
Chairman 
/The Ohio State University 
College of Medicine 

1645 Neil Avenue 
Columbus 10, Ohio 



QEPAMHBNr OF BIOCHSMISm 7 

* 10* Marian F. Clarke, Ph.D. 

Woman*a Medical College of Pennsylvania 
Philadelphia 29, Pennsylvania 

* Listed on the original School selections 

(M) Moderator 

(R) Recorder 



SURGERY 1 

1. Stanley Levinson, M.D. 

483 Beacon Street 
Boston, 15, Mass. 

Alternates 

*2. William Abbott, M.D. 

Surgery Dept. 
Western Reserve School of Medicine 
Cleveland, Ohio 

3. Jonathon Rhoads, M.D. 

3400 Spruce Street 
Philadelphia 4, Penn. 

* Listed on the original School selections. 

(M) Moderator 

(R) R corder 



CURRICULUM COMMITTEE 2 

l. Albert E. Renold (R) 
Boston, Mass. 

Additional names to be obtained from AVA.M.C. 

* Listed on the original School selections 
(M) Moderator 
(R) Recorder 



NUTRITION 6 

1. Frederick Stare, M.D. (M) 
Harvard Univ. School of Public Health 
1 Shattuck Street 
Boston 15, Mass. 

*2. Robert E. Olson 
Dept. Biochemistry and Nutrition Graduate School Public Health 
Univ. of Pittsburgh 
Pittsburgh 13, Penn. 

*3. William J. Darby, M.D. 
Vanderbilt University School of Medicine 
Nashville 5, Tenn. 

4. D. Mark Hegsted, Ph.D. 
Dept, of Nutrition 
Harvard School of Public Health 
Boston, Mass. 

5. James B. Allison 
New Brunswick, New Jersey 

6. David B. Hand, Ph.D. 
Prof. Biochemistry and Head 
New York State Agricultural Station 
Cornell University 
New York City, N. Y. 

ALTERNATE 

*7. John E. Howard, M.D. 
John Hopkins School of Medicine 
735 N. Wolfe St. 
Baltimore, 35, Maryland 

* Listed on the original School selections. 

(M) Moderator 



DEPARTMENT OF PEDIATRICS 7 

7^1. Gilbert Forbes, M.D. (M) 
Professor: Pediatrics 
University of Rochester 
School of Medicine and Dentistry 
260 Crittenden Blvd, 
Rochester, New York 

2. Donald Pickering, M.D. (R) 
Pediatrics Dept. 
University of Oregon 
Portland, Oregon 

3. Theodore Panos, M.D. (M) 
Professor and Head of Pediatrics 
University of Arkansas School of Medicine 
Little Rock, Arkansas 

*4. Robert L. Jackson, M.D. 
Prof, and Chairman: Pediatrics 
University of Missouri Medical Center 
Stadium Road 
Columbia, Missouri 

5. Guilis J. Barbero, M.D (R) 
1740 Bainbridge St. 
Philadelphia 46, Pennsylvania 

6* Clement A. Smith, M.D 
Assoc. Professor Boston Lying- in Hospital 
Harvard Medical School 
Boston, Mass. 

7. Roland B. Scott, M.D (R) 
Howard University 
Washington, D. C 

Alternates 

E .L. Pratt, M.D. 
Chairman: Dept. Pediatrics 
University of Texas 
5323 Harry Hines Blvd. 
Dallas 35, Texas 

9. Robert J. Kaye 
University of Vermont Medical School 
Burlington, Vermont 



PATHOLOGY 2 

1. Wellington B. Stewart, M.D (M) 
Director and Professorj Dept. Pathology 
School of Medicine 
Lexington, Kentucky 

2. EM. Cruickshank, M.D, 

ALTERNATES 

3. Robert W. Wissler 
Prof, and Chairman; Pathology 
University of Chicago School of Medicine 
Chicago, Illinois 

4. Kenneth Brinkhaus, M.D 
Prof, and Chairman: Pathology 
School of Medicine 
Chapel Hill, North Carolina 

5. Douglas Sprunt, M.D 
Dept, of Pathology; Univ. of Tennessee 
Meirphis, Tenn. 

6, Henry C. McGill 
Prof, and Chairman; Pathology 
Louisiana state University 
New Orleans, Louisiana 

(M) Moderator 



PREVENTIVE MEDICINE 3 

I. Robert E. Shank, M.D. 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 

St. Louis, Missouri 

2. John Gordon (M) 

\3. S. P. Lucia, M.D. (R) 
Prof, and Chairman: Preventive Medicine 
University of California Medical Center 
San Francisco 22, California 

ALTERNATES 

4. Myron Wegraan, M.D. 
University of Michigan Medical School 
Ann Arbor, Michigan 

5. David Rutstein, M.D, 
25 Shattock St. 
Boston, Mass. 

* Listed on the original School selections 

(M) Moderator 

(R) Recorder 



American Medical Association 
COUNCIL 

ON 
FOODS AND NUTRITION 

535 NORTH DEARBORN STREET • CHICAGO lO. ILLINOIS 

WHITEHALL. 4-1500 

28 October 1961 

Vanderbilt University- 
School of Medicine 

Nashville, Tennessee 

Dr. Robert E. Shank 
Department of Preventive Medicine 

and Public Health 
Washington University 
St. Louis, Missouri 

Dear Bob: 

Re Handbook on Nutrition. 

Further thoughts: Chapter 6, Vitamin A and Carotene, 
B - If Don McLaren cannot write this (I still think he is the best 
man to do it), I suggest that Paton might do so. 

Chapter 9, Vitamin K - I am not certain that I share the 
suggestion concerning substitution of Brinkhaus for Armand Quick. 
Quick is exceedingly widely regarded by clinicians. 

Chapter 11, Riboflavin - It has been suggested that Irv 
Plough might well do this chapter. I think he would do an 
excellent job, particularly of the laboratory. Indeed, his first 
hand experience of the latter is both more recent and more 
germane to present-day problems than is the other author 
suggested for the chapter. 

Chapter 7, it has been suggested that emergency feeding 
could well be covered by Jerry Combs. I would concur with this. 
Also, Maynard has been suggested as a possible author for 
international health. I do not believe that Maynard would be 
as good as Bengoa. 

My notes indicate that the sections which would be singled 
out and added include the following: alcohol, atherosclerosis, 
geriatrics, cardiovascular renal disease, pediatric therapy. 
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I do not believe we ever finally decided about toxic substances 
in foods, but I would be inclined to see this separated out and I 
think that Dave Hand's suggestion of Julius Coon might be a good 
one to prepare this. It would be essential that he be given a 
length limit if he were to do it, however, since he has recently 
extensively reviewed the subject. 

Maybe we can talk a bit about this at the Board meeting 
if you have another revision of the titles made by that time. 

My best personal regards. 

Sincerely, 

William J. Darby 

WJD:jf 



American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

S3S NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS 
Office of the Secretary 

WHITEHALL <4-1500 

October 25, 1961 

Dr. Robert E. Shank 
Department of Preventive Medicine 

and Public Health 
Washington University 
School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Bob: 

Thank you for your note. We are processing your travel 
expense report. 

We too enjoyed the Council meeting and Symposium and 
felt that we accomplished a great deal at the meeting. 

Sincerely yours, 

Philip L. White, Sc.D 
Secretary 

PLW:ed 



October 23, 1961 

Dr. Philip White 
Council on Foods and Nutrition 
American Medical Association 
535 N. Dearborn Street 
Chicago 10, Illinois 

Dear Phil: 

Got home safely, having enjoyed the 
Council meeting and the Symposium very 
much. 

I am enclosing my travel expense report. 

Shall look forward to seeing you at the 
Food and Nutrition Board meetings. 

Sincerely 

Robert E. Shank, M.D. 



October 2, 1961 

Dr. Philip L. White, Secretary 
Council on Foods and Nutrition 
American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

Dear Phil: 

I am enclosing the draft of the report written by Ogden 
following our committee meeting here last week. On the 
draft are some changes in wording which makes meanings 
somewhat clearer to me in several places. 

Ogden has gotten the substance of our discussion down 
really quite adequately. If there is any further way 
that I can assist with this, please let me know. 

We shall be seeing you in a few weeks. 

Sincerely 

Robert E. Shank, M.D 



DIVISION OF 
SCIENTIFIC ACTIVITIES 

American Medical Association DEPARTMENT OF 
FOODS AND DRUGS 

535 NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS Philip L. White, Sc.D. 
director 

WHITEHALL 4-1500 

September 29, 1961 

Robert E. Shank, M.D. 
Dept, of Preventive Medicine 

and Public Health 
Washington University 

School of Medicine 
Euclid Ave. and Kingshighway 
St. Louis 10, Missouri 

Dear Bob: 

Enclosed is a report of the Committee meeting in 
St. Louis on September 26. 

This report will appear in the bulletin as part of 
the material to be considered at the Council meeting 
in Palo Alto, October 19-21. Please return your 
comments and suggestions to the Council office as 
soon as possible. 

The Council meeting AGENDA will be put in the mail 
on October 5. Please send the material to Doctor 
White in my absence. 

Sincerely yours, 

Ogde: . h.D. 
Assistant Secretary 
Council on Foods and Nutrition 

OCJ:au 

Enel. 



September 27, 1961 

Dr. Philip White 

The American Medical Association 

535 North Dearborn Street 

Chicago, Illinois 

Dear Phil: 

Enclosed are my copies of Volume F61A, January through 

June 1961, for binding. This is complete with the ex¬ 

ception of the first issue, which I cannot seem to find. 

I would be grateful if you would have this copy inserted 
before the volume is bound. 

With kind regards 

i X 
Sincerely 

Robert E. Shank, M.D. 



American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

S3S NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS 
Office of the Secretary 

WHITEHALL 4-1500 

September 21, 19&1 

Robert E. Shank, M.D, 
Department of Preventive Medicine 
Washington University 
School of Medicine 
Euclid Avenue and Kingshighway 
St, Louis 10, Missouri 

Dear Doctor Shank: 

We are making hotel reservations for you at Rickey’s 
Studio Inn Hotel, located at 1+219 El Camino Real, 
Palo Alto, California, stating your arrival on the 
evening of October 18 and departure on the morning 
of the 22nd, 

There is hourly airport limousine service available 
between Rickey’s and the San Francisco International 
Airport* There is also hourly train service between 
San Francisco and Palo Alto, 

We are looking forward to seeing you in the near 
future. 

Therese Mondeika 
Technical Associate 

TM:yn 



American Medical Association 

S3S NORTH DEARBORN STREET • CHICAGO IO, ILLINOIS 

WHITEHALL 4-1500 

DIVISION OF 
SCIENTIFIC ACTIVITIES 

DEPARTMENT OF 
FOODS AND NUTRITION 

Philip L. White, Sc.D. 
director 

September 15, 1961 

//, y 

Robert E. Shank, M.D. 
Department of Preventive Medicine 

and Public Health 
Washington University 

School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Bob: 

I have checked with Bill Darby and Grace Goldsmith, 
and the meeting in St. Louis on the 26th appears to 
be acceptable to Grace as well as Bob Jackson. 
Since you indicate that you probably will also 
remain in St. Louis, this means that we would have 
a full quorum. Bill Darby will be in contact with 
you concerning the meeting in Aspen, Colorado which 
he might be able to attend. He will be in Washington 
at the'Fish Conference up to and including the 26th. 

/ Grace plans to arrive sometime during the morning of 
the 26th and I have told her to come directly to 
your office. Bob will drive in from Columbia and 

l arrive also during the morning. Bill and I can fly 
in from Chicago, and should reach St. Louis at about 
^:30 A.M. Even if you are unable to attend, I think l • 

1> Jtl/ 



Page Two 
Robert E. Shank, M.D. 
September 14, 1961 

it would be best for us to have the meeting. 

Other preliminary material will be sent out the 
first part of next week. 

Best regards, 

Council on Foods and Nutrition 

OCJ:au 



American Medical Association F. J. L. Blasingame, M.D. 
executive vice president 

S35 NORTH DEARBORN STREET • CHICAGO TO, ILLINOIS 

Ernest B. Howard, M.D. 
assistant 

executive vice president 

WHITEHALL 4-1500 

September l4, 1961 ' 

Robert E. Shank, M.D. 
501 South Euclid 
St. Louis 10, Missouri 

Dear Doctor Shank: 

The American Medical Association and the Federal Food and Drug Adminis¬ 
tration have scheduled a joint National Congress on Medical Quackery, to be 
held in Washington, D. C., on October 6 and 7 > 196l, at the Sheraton-Park 
Hotel. 

The program will be divided into three sessions. On Friday morning, 
October 6, the problems of the law-enforcement agencies which have juris¬ 
diction and regulatory responsibility in the field of nostrums and quackery 
will be discussed, followed by a question-and-answer period. 

On Friday afternoon private organizations such as the American Cancer 
Society, the Arthritis and Rheumatism Foundation, the National Better Business 
Bureau, and the American Medical Association will discuss better means of 
educating the public to the perils and waste involved in patronizing medical 
quacks. 

On Saturday morning, October 7, the program will include a representa¬ 
tive of the science writers, a representative of the Federation of State 
Medical Boards, and a state Food and Drug officer. This part of the program 
will also include a foremost authority on nutrition, who will discuss food 
faddism. 

The meeting will help to accelerate and improve the effectiveness of 
our fight against the medical quack, eultist, faddist and nostrum peddler. 

I should like to take this opportunity to invite you to attend the 
Congress. Enclosed is a tentative program, and a registration card which 
we hope you will return at your earliest convenience. 

There will be no registration fee. There will be a luncheon on Friday 
for all registrants, and a copy of the proceedings will be sent to all who 
attend. Other expenses of those who attend the meeting must be paid by the 
individuals themselves or by the organizations which they represent. 

If you require hotel accommodations, I suggest you contact the Sheraton 
Park Hotel and indicate that you are attending this meeting, inasmuch as a 
block of rooms has been set aside for our use. 

Sincerely, 







Program 

NATIONAL CONGRESS ON MEDICAL QUACKERY 

Sponsored by the 

AMERICAN MEDICAL ASSOCIATION 
and the 

FOOD AND DRUG ADMINISTRATION 

Sheraton-Park Hotel 

Washington, D. C. 

October 6-7, 1961 

Friday Morning, October 6 

8 A.M. - Registration (No registration fee) 

9 A.M. - Call to Order - C. Joseph Stetler, Director, 

Legal and Socio-Economic Division, 

American Medical Association 

Addresses of Welcome 

DEPARTMENT OF HEALTH, EDUCATION AND WELFARE 

(Hon. Abraham A. Ribicoff, Secretary) 

AMERICAN MEDICAL ASSOCIATION 

(Leonard W. Larson, M.D., President) 

DEPARTMENT OF JUSTICE 
(Herbert J. Miller, Jr., Assistant Attorney General 
in Charge Criminal Division) 

FOOD AND DRUG ADMINISTRATION 

(George P. Larrick, D.Sc., Commissioner) 

(W. W. Goodrich, General Counsel) 

FEDERAL TRADE COMMISSION 

(Hon. Paul Rand Dixon, Chairman) 

POST OFFICE DEPARTMENT 

(Hon. J. Edward Day, Postmaster General) 

Questions and answers, and discussion. 

12:45 P.M. - Luncheon (Speaker, William H. Gordon, M.D., Lubbock, Texas) 

(over) 



Friday Afternoon, October 6 

2 P.M. - Call to Order 

Moderator - William H. Kessenich, M.D., Medical Director, 
Food and Drug Administration 

AMERICAN CANCER SOCIETY 

(L. Henry Garland, M.D., San Francisco) 

ARTHRITIS AND RHEUMATISM FOUNDATION 

(R. W. Lamont-Havers, M.D., Medical Director) 

NATIONAL BETTER BUSINESS BUREAU 

(Miss Maye A. Russ, Vice President) 

AMERICAN MEDICAL ASSOCIATION 
(Oliver Field, Director, Department of Investigation) 

Questions and answers, and discussion. 

Saturday Morning, October 7 

9 A.M. - Call to Order 

Moderator - R. W. Lamont-Havers, M.D., New York 

QUACKERY IN THE FIELD OF NUTRITION 
(Fredrick J. Stare, M.D., Boston) 

ASSOCIATION OF FOOD AND DRUG OFFICIALS OF THE UNITED STATES 

(Milton P. Duffy, Chief, Bureau of Food and Drug 

Inspections, California Department of Public Health) 

FEDERATION OF STATE MEDICAL BOARDS 
(Harold E. Jervey, M.D., Immediate Past-President) 

SCIENCE WRITERS AND EDITORS 

(Morris Fishbein, M.D., Chicago) 

Questions and answers, and discussion 

Ad j ournment. 



COUNCIL 
ON 

FOODS AND NUTRITION 

t 

American Medical Association 

535 NORTH DEARBORN STREET 

August 2, 1961 

Robert E. Shank, M.D. 
Dept, of Preventive Medicine 

and Public Health 
Washington University 

School of Medicine 
Euclid Ave. and Kingshighway 
St. Louis 10, Missouri 

Dear Doctor Shank: 

The Advertising and Business departments have requested 
that a statement be prepared on the advertising of 
infant formulas and infant foods in Today's Health. It 
is anticipated that advertising copy for products such 
as infant cereals, strained foods and infant juices 
will be submitted sometime late in the month of August. 
In addition, institutional ads from companies that 
prepare infant formulas, as well as the other infant 
foods, will also be submitted. We have been told that 
this interest has developed because of the increased 
circulation of Today's Health, thereby, making it a 
more popular consumer media for advertising purposes. 

At recent Council meetings, opinions have been expressed 
suggesting that infant formulas should not be advertised 
directly to the public. However, no ideas concerning 
the advertising of other products used in infant feeding 
have been made. Thus, the Council staff does not have 
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Robert E. Shank, H.D. 
August 2, 1961 

available the necessary statements to clearly advise 
the Advertising Department. For this purpose, a 
preliminary draft of a "Policy on Advertising Infant 
Formulas and Infant Foods in Today's Health" has been 
prepared. This rough draft is submitted for your 
comment and criticism. Because of the urgency of 
this matter, it is being sent directly to you, but 
a copy of the draft and comments will be included 
as part of the bulletin, and further discussion will 
be handled through the bulletin. 

Sincerely yours, 

Ogden C. Johnson, Ph.D. 
Assistant Secretary 
Council on Foods and Nutrition 

OCJ:au 
Enel. 



"Preliminary Statement" 

POLICY 08 ADVERTISING INFANT PORMlILAg AND INFANT FOODS 

Dm feeding of infants through their first year 

of life requires e special knowledge of the physiological 

requirements end the ability to recognise nutritional or 

feeding problems if they arise, the physician trained and 

experienced in this area is best qualified to determine the 

type ef formula that should be given to the infant, as well 

ss determining the foods and their time of introduction to 

the diet. It is recognised, however, that many of the 

foods specially formulated for infanta, including cereals, 

strained vegetables, fruits, meats and meat •vegetable combi¬ 

nations and fruit Jtaleee, are reedlly available to the mother. 

These products aro produced by eeveral companies, each 

interested in supplying the mother with their product for the 

infant's nourishment. As the infant progresses towards the 

end ef the first year, the choice and typea of foods for the 

majority of infants can be aafaly selected by the mother., the 

addition of now items to the diet may be controlled by the 
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informed aether, nho bee observed the child « « day-to-day 

beeie. Hemwr, daring the first six months of life* the 

selection of foods is more critical. 9ms, daring this 

period of time the physician should be in charge of the 

infant's diet. Taking the above statements under consid¬ 

eration, the following list of principles relating to the 

advertising of infant foods has bean prepared as a guide in 

the preparation of advertising suitable for Today's Health 

(Consumer Media). 

1) Formula products intended for the sole 

nourishment of the infant from birth to a period vhan whole 

milk plus solid foods supply complete nutrition should not 

be advertised directly to the public. Such formulations 

should not be advertised cither directly as sources of 

mxtriants nor in such a manner ae as to indues the mother to 

replace a formula prescribed by the physician. 

2) Products which ara used In the preparation of 

infant formulas shall net be advertised in such a manner as to 

suggest this use. Such products would include evaporated milk, 

whole milk and carbohydrate products such as com syrup. Iheae 

products, which ara wholesome acceptable foods, could be 
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advertised if such ads in no way suggest their use in 

the preparation of Infant formulas. 

Carbohydrate produets which are usually 

associated with Infant forms!** and in fact are not 

generally promoted in any other manner, would not be 

acceptable for advertising. 

3) Products such as cereals and juices which 

are prepared for the use of Infanta can be advertised, if 

such advertisements do not eantion the time when such 

products are added to the infant diet nor imply that 

such products are essential for the maintenance of good 

health. (Ada discussing the cos^oaitien o f such products 

shall not inply that any covenant of the product is of 

special benefit or is obtainable only from this product.) 

Any claims for nutritional advantages for these products 

will not be acceptable in advertising copy. These products, 

however, my be advertised in an institutional manner. 

Such advertisements shell stress the importance of the 

physician in infant feeding. 

4) Prepared baby foeda such as the strained 

vegetables, neats, fruits and vegetable-neat combinations can 



be advertised in an institutional mmmaat with the 

limitations mentioned In Section 3. Advertisements Implying 

that these products can replace the formula of the infant 

or implying that it ia necessary to add such products to 

the infant's diet in the early months of life will not he 

accepted. Claims for protein, vitamins or minerals in 

these products as related to Infant nutrition will not ho 

aeeoptable. Ada moat ho froo from any implication that 

these products must he added to the diet during the early 

weeka of lifo. those ads shall atross the Importance from 

the physician in Infant feeding, 

5) Advertisements which In any manner tend to 

imply that the mother should attempt to have the most 

active role ia the choice of formula or the addition of 

other foods to her infants diet, will not he accepted. 

The addition of junior or chopped foods to the diet 

of the small child is mare frequently under the control of 

the mother, and advertising conforming to tha principles of 

advertising for these products will not be specifically 

limited. All ads for these foods must conform to the standard# 

for advertising food products in today's Health which are 



applied to all elaaaaa of fooda. Ho attenpt will bo 

made to bavt these fooda conform to tb« same criteria 

that have been Hated above for atrained fooda. 

Institutional ada which are company oriented 

and do not relate to products will be allowed to carry 

the names of product# auppliod by this company with the 

following exception. Formulas intended for the aole 

nourishment of die infant which are specifically excluded 

In Bart 1 shall not be included In any liata of company 

product# in cuoh institutional advertisements. 

OCJtau 
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CONFERENCE OR TBACHINS QFNUTRITION IN MEDICAL SCHOOLS 

Location: Chicopee, Massachusetts 

Pate of Meeting: July 29 - August 3 

(Alternate Pate): July 22, 27; August 3-10 

F<n*nginff; The Council has requested $9,000 for 
supporting this conference, the Committee on Scientific Activities of 
the Board of Trustees has suggested that the subsidising of the 
individual participants expenses should not be required if a useful 
and well organised program is set up. Such a program would attract 
these people and funds would be available within the school to support 
such a program. It is anticipated that the expenses of all of the 
faculty, including the Council, would be paid. The cost of room and 
board would be about $16.00 per day — or, a total of $80.00 for the 
period of the conference, (Sunday evening to Friday noon). 

The Council, following the meeting of December 
1, 1960 and at the Spring Council meeting in 1961, made a considerable 
number of comments on this conference and its purpose. The need for 
the conference was based cm the following assumptions and beliefs: 

medical schools. 

1) Nutrition is very poorly taught in the 

2) "Modern" nutrition is a science that has 
advanced beyond interest in gross malnutrition and vitamin deficiency 
diseases; the practicing physician needs to be made aware of these 
advances in the science of nutrition. 

3) Nutrition is an important part of each 
area of medicine, and the coordination of nutrition teaching within 
the medical school could prove of assistance within each of these 

areas. 

4) Within most schools, there are 
individuals who are interested in the area of nutrition and who could 
logically serve as coordinators and who, in addition, could help 
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stimulate an active interest in teaching nutrition. 
' ■ • • * 

5) In order to stimulate and assist these 
individuals, a well designed and useful program should he set up 
by the Council. This program would (a) attract attention to the 
fact that nutrition is a part of medicine and (b) bring individuals 
who are Interested in improving the teaching of nutrition In medical 
schools together, allowing them to exchange ideas and would strengthen 
the positions of these individuals in dealing with their own 
administrative officers. 

Considerable discussion was given to the 
number of individuals that should be invited to the meeting. The 
discussion at the June Council meeting indicated that it might be 
advisable to plan for a group of 30 to 40 at the first meeting. If 
this was the ease, the aim of the meeting might differ somewhat, as 
compared to having a conference in which representatives from every 
medical school were invited. The following general suggestions have 
been lifted from the previous meetings of the Council and members of 
the Committee, and serve only to suggest the areas that might be of 
Interest. It is hoped that the meeting in St. Louis will enable us 
to complete a tentative program, which is of great importance in 
planning our 1962 Budget which is due early in October. Changes in 
the program can be made at a later date, but a decision on the scope 
of the conference and the areas which would be most important in 
terms of our aims, must be decided. 

The following list of subjects or areas of 
interest have been offered during the past meetings. Some of this 
material would be prepared beforehand and made available to the 
participants so that they would come prepared with at least some 
background material: 

Present status of nutrition teaching in 
medical schools: 

.What is modern nutrition? 

.Is nutrition a necessary part of the 
medical students training? (Discussed in general and in terms of 
each of the specialties). 

.What does the practicing physician need 
to know about nutrition? 

medical schools? 
Where can nutrition be best taught in the 

How can one improve the teaching of a 
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/ 

non-specialty, such as nutrition, la medical schools? 

.Where does the practicing physician 
obtain his infozmation about nutrition? 

OCJjau 
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July 6, 1961 

TO: Member* of Ad hoc Committee for Revision of the Handbook of Nutrition, 
Council on Food* and Nutrition, AMA 

Dr. William Darby Dr. Janes Allison 
Dr. Paul Day Hiss Mary Jane Kibler 
Dr. grace Goldsmith 

Concerning: Masting of the Committee in Nashville, Tenn. - July 21, 1961 

Dear 

A meeting of this Committea is planned for July 21, 1961 in Nashville, 
Tennessee. We would like to request that each of you arrive in Nashville on 
the evening of July 20. Reservations will be made for us by Mrs. Juanita Fraser, 
Dr. Darby's secretary, at the Medical Arts Building near the Vanderbilt University 
Medical School. Dr. Darby is to provide transportation to his cabin and would 
call for us at 8:30 A.M. July 21. We would plan to work until aid-efternoon. 
Therefore, we would request that your return transportation be scheduled for e 
time not earlier than 4 P.M. on the afternoon of July 21st. The Council will 
be responsible for your travel expenses. Please adviea me at the earliest 
poeeible date of your travel plena so that Mrs. Fraser can make the needed 
reservations and plans. 

Attached is a copy of tha Tabla of Contents of the last edition of the 
Handbook. Please consider it carefully so that we can proceed promptly to 
construct a new Table of Contents with names of authors proposed for each 
section. We are not restricted to authors from the United States and each 
will be paid a small stipend. It la requested that our proposals should be 
complete by September 15th. 1 would hope that we might even get this in 
acceptable form at this meeting of our Committee. 

May X hear from you soon concerning your travel plana. 

Sincerely, 

Robert E. Shank, M. D 



American Medical Association 
535 NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS 

WHITEHALL 4-1500 

COUNCIL 
ON 

FOODS AND NUTRITION 

Qffice-of the Secretary 

June 7, 1961 

Dr. Robert E. Shank 
Head, Department of Preventive Medicine 
School of Medicine 
Washington University 
St. Louis, Missouri 

Dear Bob: 

Doctor Stare, as Editor of NUTRITION REVIEWS, has expressed 
a desire to ’’capture" the proceedings of the diet confer¬ 
ences, sponsored by the Council for the A.M.A. meeting. He 
has asked me to write to each of the moderators to ask if 
they would prepare a 1500 word summary of their particular 
session for publication as a lead-off article in a future 
issue of NUTRITION REVIEWS. Doctor Stare has suggested 
that professional credit could be obtained by having the 
articles signed by the authors. 

I heartily endorse his idea and will be happy to assist in 
any way I can. For example, we could have a dictaphone 
available so that the report of the session could be dic¬ 
tated from the moderator's notes. 

Would you please consider accepting responsibility for 
writing up your session as a feature article in NUTRITION 
REVIEWS? 

Sincere! y yours, 

Philip L. White, Sc.D. 
Secretary 

PLW:ed 

cc: Dr. Fredrick J. Stare 



sponsored by 

AMERICAN MEDICAL ASSOCIATION 

COUNCIL ON FOODS AND NUTRITION 

with the cooperation of 

Department of Pediatrics, Stanford University School of Medicine 

State Department of Public Health (California) 

California Medical Association 

Santa Clara County Medical Society 

San Mateo County Medical Society 

Cubberley Auditorium 

Stanford University 

Stanford, California 

conference on 



obesity and adolescence 
Saturday, October 21,1961 

W!ernin]| Session 

MODERATOR: 

Dr. Norman Kretchmer, Professor and Executive Head, Department of Pediatrics, Stanford Uni¬ 
versity School of Medicine 

3 ?30 REGISTRATION 

9:00 WELCOMING ADDRESS 

Dr. Robert H. Alway, Dean, Stanford University School of Medicine 

9 BIOCHEMICAL ASPECTS OF FAT METABOLISM 

Dr. Harold Harper, Professor of Biochemistry, University of California School of Medicine 

PHYSIOLOGICAL AND GENETIC ASPECTS OF FAT METABOLISM AND DEPOSITION 

Dr. William Parson, Professor and Chairman, Department of Internal Medicine, University of 
Virginia School of Medicine 

11:00 COFFEE BREAK 

11:15 SOCIOLOGICAL AND CULTURAL ASPECTS OF WEIGHT CONTROL 

Dr. Edmund Volkart, Professor of Sociology and Director of the Stanford Program in Medicine 
and Behavioral Sciences, Stanford University 

12:00 BOX LUNCH (Bowman Alumni House)—$2.50 

Afternoon Session 

PSYCHOLOGICAL ASPECTS OF OVEREATING AND OBESITY 

Dr. Hilde Bruch, Clinical Professor of Psychiatry, Columbia University College of Physicians and 
Surgeons 

OVERWEIGHT vs. OBESITY AND THE EVALUATION OF CALORIE NEEDS 

Dr. Josef Brozek, Professor and Chairman, Department of Psychology, Lehigh University 

3:00 COFFEE BREAK 

id THE OBESE ADOLESCENT—PANEL DISCUSSION 

CHAIRMAN: 

Dr. Leslie Corsa, Jr., Director, Bureau of Maternal and Child Health, California State Depart¬ 
ment of Public Health 

PARTICIPANTS: 

Dr. Harry Jennison, Assistant Clinical Professor of Pediatrics, Stanford University School of 
Medicine 

Dr. Luigi Luzzatti, Associate Professor of Pediatrics and Preventive Medicine, Stanford Uni¬ 
versity School of Medicine 

Dr. Bruch 

Dr. Volkart 

PREREGISTRATION REQUESTED —FORM ENCLOSED 



NU1 I O N I E W S 
EDITORIAL OFFICE 

DEPARTMENT OF NUTRITION. HARVARD SCHOOL OF PUBLIC HEALTH 

ONE SHATTUCK STREET 

BOSTON 15. MASS. 

The Nutrition Foundation. Inc. 
99 PARK AVENUE 

NEW YORK 16. N. Y. 

PUBLISHED BY Editor 
FREDRICK J. STARE. Ph.D.. M. D. 

September 13, 1961 

Dr. Robert E. Shank 
Dept, of Preventive Medicine and Public Health 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Dr. Shank: 

Thank you for returning the pageproof of your article along with 
Dr. Dole's corrections. These corrections were simply never received 
in this office, although it certainly seems difficult to account for this. 

Fortunately we were able to incorporate all of Dr. Dole's changes 
into the pageproof and the article will appear as you and he wish it to 

read. 

Again, thank you for contributing to Nutrition Reviews. 

Sincerely yours, 

Mrs. Adele Glimm 
Assistant Editor 





COUNCIL 
ON 

FOODS AND NUTRITION American Medical Association 
535 NORTH DEARBORN STREET • CHICAGO 10, ILLINOIS 

WHITEHALL 4-ISOO 

Office of the Secretary 

September 7, 1961 

Dr. Robert E. Shank 
Department of Preventive Medicine 

and Public Health 
Washington University 
School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Bob: 

Way back in July you sent me a copy of the draft of your 
summary of the conference on weight reduction. The original 
was sent to Fred Stare. One thing led to another, then 
to another, to vacation, to the Gordon Conference, and I 
can only assume that by now you have heard from Fred. He 
may feel it is too long, but it just the kind of thing I 
anticipated receiving. I do hope Fred uses it, and I 
hope that other moderators have prepared their manuscripts. 

Best wishes, 

Sincerely yours, 

eu 
Philip L. White, Sc.D. 
Secretary 

PLW:ed 

cc: Dr. Fredrick J. Stare 



r WASHINGTON UNIVERSITY 

SCHOOL OF MEDICINE 

SAINT LOUIS 

DEPARTMENT OF PREVENTIVE MEDICINE 

AND PUBLIC HEALTH 

EUCLID AVENUE AND KINGSHIGHWAY September 7, 1961 

Mrs. Adele Glimm 
Assistant Editor, Nutrition Reviews 
Department of Nutrition 
Harvard School of Public Health 
One Shattuck Street 
Boston 15, Massachusetts 

Dear Mrs. Glimm: 

I am enclosing the pageproof of the article entitled 
"Weight Reduction and Its Significance". Several small 
changes are indicated in the margins. 

I am somewhat disappointed that the changes suggested 
by Dr. Dole for the portion of the article that pertains to 
his discussion did not get in. These were sent to the 
Editorial Office under date of July 20th. I enclose a copy 
of this portion of the manuscript as modified by Dr. Dole. 
The sections underlined in red pencil designate the changes 
he wished to introduce. If it is impossible at this late 
date to make such extensive change in the pageproof, I 
shall understand, but I do believe it would be good if both 
you and I were to write to Dr. Dole to explain our problem. 

Any assistance you may be able to give me in this regard 
will be appreciated. 

Enclosed is my order for an additional 100 reprints. 

Very sincerely yours, 

Robert E. Shank, M. D 
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EDITORIAL OFFICE 

DEPARTMENT OF NUTRITION. HARVARD SCHOOL OF PUBLIC HEALTH 

ONE SHATTUCK STREET 

BOSTON 15, MASS. 

PUBLISHED BY 

The Nutrition Foundation, Inc. 

99 PARK AVENUE 

NEW YORK 16. N. Y. 

Editor 

FREDRICK J. STARE, PH.D.. M. D. 

August 31, 1961 

Dr. Robert E. Shank 
Department of Preventive Medicine and Public Health 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Dr. Shank: 

Enclosed is the pageproof of your article "Weight Reduction and Its 
Significance" which is the featured article In the October issue of Nutrition 
Reviews. 

We shall, of course, proofread this article ourselves for printers 
errors. However, we would appreciate your looking over it to see that it 
stands as you wish and indicating any minor changes required. Since the 
corrected pageproof must leave this office in ten days, please return the 
proof as soon as possible. 

Also enclosed is a reprint order blank. The Nutrition Foundation will 
provide you with 100 reprints of your article free of charge. If you would 
like additional copies, please fill out this order form and return it directly 
to the Waverly Press as indicated. 

Thank you again for this interesting contribution to our October issue. 

Sincerely yours, 

CUULXJU^, 
Mrs. Adele Glimm 

A ssistant Editor 

Enel. 



August 4, 1961 

Dr. Herbert Pollack 
480 Park Avenue 
New York 22, New York 

Dear Dr. Pollack: 

In reply to your letter of July 24th, I have written to 
Dr. Fredrick Stare requesting him to make the revision you 
desire. 

With best wishes. 

Sincerely yours, 

Robert E. Shank, M. D 



Herbert Pollack, M. D. 

480 Park Avenue 

New York 22, N. Y. 

plaza 1- 0008 

July 24, 1961 

Dr. Robert E. Shank 
Washington University 
School of Medicine 
Department of Preventive Medicine 
Euclid Avenue & Kings Highway 
St. Louis, Missouri 

Dear Bob, 

Thank you very much for your letter lof 10 July 
with the enclosure. I am not at all sure that 
you have grasped the point of my statements. 
I would like very much to be able to /have some 
evidence of my refutation of Dr. $£$%£& statemen 
that the treatment ofxVthe obese is really so 
pessimistic. Seoondlv.~~€he application of the 
module type of dietary approach does~not require 
anv detailed knowledge of food portions^ It is 
based on the concept that one does not have to 

the total caloric intake of an know 
With constancy of weight as people 

get oDese, one assumes a constancy of food intake 
the exact level of which is not important. It is 
the" creation of the deficit which brings about the 
desired reduction In body weight"? However if you 
do not care to modify“"tHThgs~Tt“is perfectly all ;; 
right if it goes in as you have stated it. 

With best regards I am 

Cordially, 

Herbert Pollack, M.D. 

HP /gb 



August 3, 1961 

Dr. Fredrick J. Stare 
Editor, Nutrition Reviews 
Harvard university 
School of Public Health 
One Shattuck Street 
Boston 15, Massachusetts 

Dear Fred: 

n 
v f {-; 

• v 

"The application of the module type of dietary approach v f 
does not require any detailed knowledge of food portions. It 
is based on the concept that one does not have to know exactly \ 
what the total caloric intake of an individual is. With constancy 
of weight as people get obese, one assumes a constancy of food 
intake the exact level of which is not important. It is the 
creation of the deficit which brings about the desired reduction 
in body weight." 

Can you modify my statement in this fashion? 

Sincerely yours, 

Dr. Herbert Pollack has written me commenting on the 
summary of the diet conference which I prepared. He wanted 
inclusion of the thoughts which I quote below. 

Robert E. Shank, M. D 
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July 18, 1961 

Dr. Robert E. Shank 

Dept, of Preventive Medicine and Public Health 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Dr. Shank: 

Thank you very much for your summary of the AMA diet conference 
on weight reduction. 

We look forward to publishing this article, hopefully in one of the 
fall issues of Nutrition Reviews. At this time you will have the opportunity 
to review the page proof and make minor corrections. 

Again, our thanks for this timely contribution to Nutrition Reviews. 

Sincerely yours, 

Mrs. Adele Glimm 
Assistant Editor 



THE ROCKEFELLER INSTITUTE 

NEW YORK 21, NEW YORK 

July 18, 1961 

Dear Bob: 

Thank you for letting me see your summary of the 
conference. I would like to suggest a number of small changes 
in the wording — these you will see pencilled in on the en¬ 
closed copy. If it is inconvenient for you to make these 
changes at this stage, I will be willing to have your original 
version stand; but if the corrections can be incorporated, the 
report will give a more accurate statement of my views. 

It was good to see you even for the short time. 

With best wishes, 

Sincerely yours, 

Vincent P. Dole, M.D 

Enc 

Dr. Robert E. Shank 
Washington University 
School of Medicine 
Euclid Avenue and Kingshighway 
Saint Louis, Missouri 



July 20, 1961 

Dr. Frederic^ J. Stare 
Department of Nutrition 
Harvard School of Public Health 
One Shattuck Street 
Boston 15, Mas8achusettes 

Dear Fred: 

1 have just received from Dr. Vincent P. Dole, a re¬ 
draft of a portion of my summary statement of the 
diet conference on obesity. 

This involves pages three to six which I have had re¬ 
typed, with corrections underlined, and are enclosed. 

I would be grateful if you would make these changes 
for us, if there is still time. 

Vary sincerely yours 

Robert 0. Shank, M.D. 



DIET CONFERENCE ON WEIGHT REDUCTION AND ITS SIGNIFICANCE 

One of the series of diet conferences which was held in 

June (1961) at meetings of the American Medical Association in 

New York City was concerned with weight reduction and its 

significance. Planned and sponsored by the Council on Foods 

and Nutrition of the A.M.A. and The Nutrition Foundation, Inc. 

this conference was attended by a relatively large group of 

participants who engaged freely in discussion and presented a 

variety of experiences and points of view. 

The first phases of the conference were directed at dis¬ 

cussion of "Who is obese?". Focus was given by a presentation 

of Dr. Richard Gubner of the Equitable Life Assurance Society 

of the united States. The claim was made that fatness is not 

a sign of health but rather contributes importantly to bodily 

ills and health risks as demonstrated by actuarial experience. 

Evidence was cited indicating that modern American women take 

their weight more seriously than do men. The average weight 

of women is about five pounds less than a generation ago. In 

contrast the average weight of men has Increased about five 

pounds. There is little to indicate that obesity has an un¬ 

favorable influence on the mortality experience of younger 

women. However, in general women suffer the same hazards of 

obesity as men, although this is of lesser degree. Mortality 

rates for women are only about one-half those of men up to 
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age 70, even among groups of obese men and women. The most 

marked influence of obesity in increasing mortality rates 

occurs in men in the earlier decades of adulthood and relates 

most importantly to deaths from coronary artery disease and 

diabetes mellitus. it was concluded, therefore, that the most 

serious hazards of obesity occur in younger men but that it is 

a problem which also confronts older women. 

The problems of evaluating body weight as a measure or 

index of obesity were discussed. It was noted that tables of 

ideal weight which provide a range of weight for persons of 

given sex, height and body frame axe difficult to use because 

of the wide range in body weight specified. It was suggested 

that these tables might be adjusted for more effective use 

by indicating weight ten per cent less than average for persons 

of the same age and height or by simply designating as ideal 

weight the average weight of persons when body growth is complete 

or at age 25. 

Ideally the determination of obesity should be in relation¬ 

ship to body fat content. There are crude but not precise 

relationships between body weight and body fat. Assessment 

of fat content of the body of American males indicates that the 

average content is about ten per cent at age 20 and 23 per cent 

at age 55, while in the female values are about 20 per cent in 

groups 20 years of age and 30 per cent when 55 years of age. 
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Determination of body fat with precision requires use of labora¬ 

tory methods to measure body density or distribution of certain 

gases. Less precise assessment can be made by determining the 

thickness of subcutaneous fat layers by X-ray or skin-fold 

thickness. 

There is a great need for a simple procedure which might 

be applied by the person to himself. Dr. Gubner proposed the 

use of an index which he believes is easily derived and is 

applicable. He called this the ‘'Perfect 36 Index." It is 

obtained by subtracting from the height as measured in inches 

the circumference of the waist in inches. For both men and 

women a value of 36 to 40 represents a desired range, while 

values above 40 indicate underweight and below 36 represent 

obesity. In moderate obesity the index is usually in the range 

of 25 to 30,while values less than 25 correspond with marked 

obesity. Claim was not made that this index affords a direct 

or accurate measure of body fatness, on the other hand it is 

believed to be useful and more meaningful than the simple 

comparison of height and body weight. 

Dr. Vincent P. Dole of the Rockefeller Institute for 

Medical Research introduced a discussion of formula diets in 

weight reduction. He reviewed his eight years of experience 

with diet formulas in achieving weight reduction in a group of 

48 patients, most of whom were markedly obese. Formulas of 
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xaeytng composition were uLlliinwl, { protein content vasled1 

from ten to thirty per cent of total calories. No differences 

were found between»»«tt4e<fe'C in eeama rate of weight loss, 

quantity of nitrogen lost, speed of regaining nitrogen equili¬ 

brium, liver function tests or depression in metabolic rate. 

The formula which was selected for usual use in weight reduction 

p-r!v\Mj _____ 
Jew* a composition like that of human milk. It has ""been'TOOHS- 

safe and acceptable as the exclusive food for patients observed 

on a metabolic ward for as long as 24 months. 

Of the 48 obese persons who had lost from 20 to 170 pounds 

^ f \ o- i • ju+utgi 
while en thls-metqbCTtter^waf'd, none had stayed r.sikwred ■■wfaiwfas 

Ck (jJarXjwf t « ~Ylfh^ J QJ 
'* * l Mawj^of the patients had regained atwasfr of 

S c<. A^v*t c,) 'vv’-A-w^i 
the j weight whioh-was originally shed andj had gone through /**-* <y£ 

f J OrJ1 f+4./£.**>• « TtO sjHrl 4V*.  j 
of weight reduction^v I« fhis experience 

-pl^w-4 tf fc-i <f£ 
£»&■* Dele fIndsrtEcmcurioi 

subsequent 

with man* markedly obese patients snce 

from-mos-te other clinical investigators who have continued 

&C*-** 'll# & 
observations^over periods of years. 

On the basis of this experience Dr. Dole takes issue with 

a number of widely held concepts concerning obesity. For 

instance, he does not believe that -ail previuusl-y* obese patient^ 

can expect after weight reduction to stay thin on^diet^ afford- 
k i**. t 0- w^rt i C ‘v’xl.M.i, 'A i 'L L.04 <fl (k yitYw^-C s 
ing—»a- ; caiorie«-^han-*^eyfcho*--t^»---i£«opl # oonSuma-. He has 

found that tbe total energy expenditure of markedly overweight 

subjects after weight reduction may be only two-thirds or half 
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that of normally thin persons of comparable age, height and sex. 

Such persons eating the same quantity of food as normal persons 

regain weight. Me has not obtained evidence that metabolic 

rates increase to normal as the reduced fat person gradually 

adapts to a normal life. 

Issue was taken also with the concept that all obese persons 

remain fat through persistent overeating^ It was proposed that ' VI 

there may exist in the markedly obese a defect in fat metabolism 
*t C~* £* (, t- * f 

at the cellular level which attempts -fee- 

quantify of fat in adipose tissue and accounts for the lesgeeatr 

ready return to the prior state of obesity after weight 

reduction, marW 

It was not agreed either that the main task of the physician 

is to reduce the weight of the"obese individual. It was proposed 

that the targe* responsibility of the physician is to assist 

JjC * A fit f 0U-A > r ^ K dsef*! A ^V > 
the patient to eone t~n 

relieving him so far as is possible of the shame that 
sJj^ « 

has been attached to whs I In many may"!** frlWTrmim el metabolic 
*—•* Sk^^A-X 

abnormality. Another roejwottc4li»AMfey^of ihe physician te-fc*-- 

encourage his overweight patients to increase their physical 
/IQ i yy^^j 6 V-'y ~f$. D » 1 * ’!> ,jt- 

activity ‘ and?--»h6ag«by^ their expenditure of energy^ (^Dietary / ^ 

i (yn^i A t,k , _ .. 
management was accorded -an—import ant -place in treatment of the 

wWt. 
overweight. The peAwary objective in dieting should be to 

S'4”'**! ^ ®- • 
achieve a simple diet of plain foods^ The use of formula diets 

^ >VU A*# /‘ 0“i* * t, Af t't A o# JIa+S*; , 

\0+t’“+ in**4 {{<*' lAvtYy •t**4** +*( 4.*X**~ 
cVc.y ... jl..‘ . 
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may serve^as an adjunct either in initiating dietary restric¬ 

tion or checking periods of regaining weight. There would seem 

to be no reason other than those of metabolic investigations in 

hospital settings to prescribe formula diets for prolonged periods 

of time for obese patients. 

Dr. Herbert Pollack of New York city described the "module 

plan" for programs of weight reduction. In simplest terms this 

procedure attempts to utilize exercise and physical expenditure 

of energy as well as reductions in food consumption to effect 

calorie deficits. The energy value of each pound of body fat is 

3500 calories. Consumption of food in excess of need or reduction 

in energy expended to afford positive energy balance equaling 

3500 calories would account for a gain in body weight of one 

pound. Similarly, decreasing intake or increasing energy expen¬ 

diture by a similar amount should lead to loss of one pound of 

body weight. If one plans in terms of modules of 50 or 100 

calories per day represented either by calories expended in work 

or exercise or food removed from the daily diet, it is possible 

to adapt patterns of eating and living so that weight reduction 

may be achieved in amount and at a rate desired. The plan re¬ 

quires detailed knowledge and understanding of energy equivalents 

of usual activities and of food portions. These are presented 

in a booklet prepared by Dr. Pollock and distributed to physi¬ 

cians by the Wheat Flour Institute (309 west Jackson Boulevard, 

Chicago 6, Illinois.) 



The conference considered the use of anorexogenic drugs 

for purposes of weight reduction. Dr. Martin Goldner of 

Jewish Chronic Disease Hospital in Mew York City reviewed the 

group of drugs listed as anti-obesity agents in the current 

edition of the Physicians Desk Reference. He reported that 81 

such agents are listed. Of this number seven are metabolic 

stimulants, six are diuretics and purgatives, eight are in¬ 

testinal bulk producing agents, 53 are appetite depressants and 

seven are of miscellaneous types. All of the appetite depres¬ 

sant drugs are sympathomimetic amines. All are stated to be 

active through centers either in the hypothalamus, either stim¬ 

ulating ventromedial nuclei (satiety center), or suppressing 

the hypothalamic feeding center in lateral nuclei, serious 

side effects of these drugs are rare and few. Characteristi¬ 

cally, with all of the* there is loss of appetite depressant 

activity with continued and prolonged use. Nearly all of the 

clinical evaluations of effectiveness of these agents published 

in the medical literature indicate failure when they are used as 

the single or most important aspect of therapy in achieving 

weight reduction. None of the clinical trials have utilized a 

placebo to obtain clear-cut objective control of therapeutic 

benefit. Since the anorexogenic drugs have a stimulant or 

benzedrine effect, selection of a suitable placebo is difficult 
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or impossible. There seemed to be agreement that although 

anorexogenic drugs are available in relatively great numbers 

and are undoubtedly prescribed frequently, their contributions 

to weight reduction are limited and not of great value. The fact 

that some S3 different such drugs are currently marketed prob¬ 

ably speaks for the relative ineffectiveness of any one. When 

prescribed the physician should understand that he is affording 

treatment which is not directed at the major problems in obesity 

and that he must be simultaneously working to achieve under¬ 

standing and application of principles of planned exercise and 

limitation of calorie intake in his patient which will bring 

about the energy deficits with which body fat is burned and body 

weight reduced 
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July 19, 1961 

1 

Dr. Frederick J. Stare 
Department of Nutrition 
Harvard School of Public Health 
One Shattuck Street 
Boston 15, Massachusettes 

Dear Fred: 

I have received today from Dr. Martin G. Goldner a 
redraft of the portion of my summary of the diet 
conference on obesity. 

This involves pages seven and eight which he has 
retyped and are enclosed. 

I would be grateful if time is not too late to have 
you introduce the changes which he requests. 

Very sincerely yours 

Robert E. Shank, M.D 



THE JEWISH HOSPITAL OF BROOKLYN 
(Non-Sectarian) 

555 PROSPECT PLACE 

BROOKLYN 38, N. Y. 
July 17, 1961 

ULster 7-8700 

DEPARTMENT OF MEDICINE 

Office of the Director 

Dr. Robert E. Shank 
Department of Preventive ^dicine 
Washington University 
St. Louis, Mo. 

Dear Dr. Shank: 

Thanks for the transcript. I hope you don't mind my 
making a few changes in your otherwise excellent summary of my presenta¬ 
tion. 

It was a pleasure to participate in the 
make your acquaintance. 

Sincerely yours, 

Symposium and to 

Martin G. Goldner, M.D. 
Director of Medicine 

JH 
Enel. 
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DIET CONFERENCE ON WEIGHT REDUCTION AND ITS SIGNIFICANCE 

One of the series of diet conferences which was held in 

June (1961) at meetings of the American Medical Association in 

New York City was concerned with weight reduction and its 

significance, planned and sponsored by the Council on Foods 

and Nutrition of the A.M.A. and The Nutrition Foundation, Inc. 

this conference was attended by a relatively large group of 

participants who engaged freely in discussion and presented a 

variety of experiences and points of view. 

The first phases of the conference were directed at dis¬ 

cussion of "Who is obese?". Focus was given by a presentation 

of Dr. Richard Gubner of the Equitable Life Assurance Society 

of the united States. The claim was made that fatness is not 

a sign of health but rather contributes importantly to bodily 

ills and health risks as demonstrated by actuarial experience. 

Evidence was cited indicating that modern American women take 

their weight more seriously than do men. The average weight 

of women is about five pounds less than a generation ago. In 

contrast the average weight of men has increased about five 

pounds. There is little to indicate that obesity has an un¬ 

favorable influence on the mortality experience of younger 

women. However, in general women suffer the same hazards of 

obesity as men, although this is of lesser degree. Mortality 

rates for women are only about one-half those of men up to 
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age 70, even among groups of obese men and women. The most 

marked influence of obesity in increasing mortality rates 

occurs in men in the earlier decades of adulthood and relates 

most importantly to deaths from coronary artery disease and 

diabetes mellitus. It was concluded, therefore, that the most 

serious hazards of obesity occur in younger men but that it is 

a problem which also confronts older women. 

The problems of evaluating body weight as a measure or 

index of obesity were discussed. It was noted that tables of 

ideal weight which provide a range of weight for persons of 

given sex, height and body frame are difficult to use because 

of the wide range in body weight specified, it was suggested 

that these tables might be adjusted for more effective use 

by indicating weight ten per cent less than average for persons 

of the same age and height or by simply designating as ideal 

weight the average weight of persons when body growth is complete 

or at age 25. 

Ideally the determination of obesity should be in relation** 

ship to body fat content. There are crude but not precise 

relationships between body weight and body fat. Assessment 

of fat content of the body of American males indicates that the 

average content is about ten per cent at age 20 and 23 per cent 

at age 55, while in the female values are about 20 per cent in 

groups 20 years of age and 30 per cent when 55 years of age. 
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Determination of body fat with precision requires use of labora¬ 

tory methods to measure body density or distribution of certain 

-gases. Less precise assessment can be made by determining the 

thickness of subcutaneous fat layers by X-ray or skin-fold 

thickness. 

There is a great need for a simple procedure which might 

be applied by the person to himself. Dr. Gubner proposed the 

use of an index which he believes is easily derived and is 

applicable. He called this the “Perfect 36 Index." It is 

obtained by subtracting from the height as measured in Inches 

the circumference of the waist in inches. For both men and 

women a value of 36 to 40 represents a desired range, while 

values above 40 indicate underweight and below 36 represent 

obesity. In moderate obesity the index is usually in the range 

of 25 to 30,while values less than 25 correspond with marked 

obesity. Claim was not toads that this index affords a direct 

or accurate measure of body fatness, on the other hand it is 

believed to be useful and more meaningful than the simple 

comparison of height and body weight. 

Dr. Vincent P. Dole of the Rockefeller Institute for 

Medical Research introduced a discussion of formula diets in 

weight reduction, m reviewed his eight years of experience 

with diet formulas in achieving weight reduction in a group of 

48 patients, most of whom were markedly obese. Formulas of 
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varying composition ware utilised. Protein content varied 

fro© ten to thirty per cent of total calories. Mo differences 

were found between diets in terms of rate of weight loss, 

quantity of nitrogen lost, speed of regaining nitrogen equili¬ 

brium. liver function tests or depression in metabolic rate. 

The formula which was selected for usual use in weight reduction 

has a composition like that of human milk. It has been found 

safe and acceptable as the exclusive food for patients observed 

on a metabolic ward for as long as 24 months. 

of the 43 obese persons who had lost from 20 to 170 pounds 

while on this metabolic ward, none had stayed reduced while 

eating normally. Many of the patients had regained much of 

the weight which was originally shed and had gone through 

subsequent periods of weight reduction. In this experience 

with most markedly obese patients. Dr. Dole finds concurrence 

fro© saost other clinical investigators who have continued 

observations over periods of years. 

On the basis of this experience Dr. Dole takes issue with 

a number of widely held concepts concerning obesity* For 

instance, he does not believe that all previously obese patients 

can expect after weight reduction to stay thin on diets afford* 

ing no more in calories than other thin people consume, tie has 

found that the total energy expenditure of markedly overweight 

subjects after weight reduction may be only two-thirds or half 
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that of normally thin persona of comparable age, height and sex. 

Such persons eating the same quantity of food as normal persons 

regain weight* as hats not obtained evidence that metabolic 

rates Increase to normal as the reduced fat person gradually 

adapts to a normal life. 

issue was taken also with the concept that all obese persons 

remain fat through persistent overeating. It was proposed that 

there may exist In the markedly obese a defect In fat metabolism 

at the cellular level which attempts to maintain a definite 

quantity of fat In adipose tissue and accounts for the frequent 

and ready return to the prior state of obesity after weight 

reduction of many persons. 

It was not agreed either that the main task of the physician 

Is to reduce the weight of the obese individual. It was proposed 

that the larger responsibility of the physician is to assist 

the patient to come to some better understanding of his weight 

problem, relieving him so far as is possible of the shame that 

has been attached to what in many may be the result of metabolic 

abnormality. Another responsibllity of the physician is to 

encourage his overweight patients to increase their physical 

activity and, thereby, their expenditure of energy. Dietary 

management was accorded an important place in treatment of the 

overweight. The primary objective in dieting should be to 

achieve a simple diet of plain foods. The use of formula diets 
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may serve as an adjunct cither in initiating dietary restric¬ 

tion or checking periods of regaining weight. There would seem 

to be no reason other than those of metabolic investigations in 

hospital settings to prescribe formula diets for prolonged periods 

of time for obese patients. 

Dr. Herbert Pollack of New York City described the “module 

plan" for programs of weight reduction. In simplest terms this 

procedure attempts to utilise exercise and physical expenditure 

of energy as wall as reductions in food consumption to effect 

calorie deficits. The energy value of each pound of body fat is 

3500 calories. Consumption of food in excess of need or reduction 

in energy expended to afford positive energy balance equaling 

3500 calories would account for a gain in body weight of one 

pound* Similarly, decreasing intake or increasing energy expen¬ 

diture by a similar amount should lead to loss of one pound of 

body weight. If one plans in terms of modules of SO or 100 

calories per day represented either by calories expended in work 

or exercise or food removed from the daily diet, it is possible 

to adapt patterns of eating and living so that weight reduction 

may be achieved in amount and at a rate desired. The plan re¬ 

quires detailed knowledge and understanding of energy equivalents 

of usual activities and of food portions. These are presented 

in a booklet prepared by Sr. Pollock and distributed to physi¬ 

cians by the Wheat Flour Institute (309 west Jackson Boulevard, 

Chicago 6, Illinois.$ 
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Ihs conference considered the use of anorexogenic drugs for 

purposes of weight reduction. Dr. Martin 0. Ooldner, of the Jewish 

Chronic Disease Hospital of Brooklyn, emphasised that drug treatment 

can never replace dietary restrictions; it can only help the patient 

to adjust to the reducing program and to adhere to his diet. The 

available anti-obesity drugs can be classified into U groups, according 

to their main mode of action; those which increase expenditure of 

energy, those which induce negative waterb.lence, those which cause 

incomplete digestion or absorptio. of food, and these which reduce the 

ingestion of food. Only this latter group deserve, the name "anorexogenic 

drug.." Many of the anti-obesity drugs contain several agents with 

on. or two of these modes of actioh. Dr. Ooldner reviewed the more 

than 80 drugs listed as anti-obesity agents in the current edition 

of the Physicians Desk Reference. Seven of the. ere metabolic stimulant.; 

six diuretics and purgatives; sight intestinal bulk producers; 53 appetite 

depressant, end seven are of miscellaneous types. All of the appetite, 

depressant drugs are sympathomimetic .mines (AmphetardM or its cogsners). 

Allsre stated to be active through center, in the hypothalami., either 

stimulating the ventromedial nuclei (satiety center), or ruppr.£in8 

the hypothalamic feeding center in the lateral nuclei. Thus, their action 

in principle, la one of reducing caloric intake or enforcing dietary 

restriction. Serious side effects of these drugs are rare and few, 

but in all, the .r.orectio effect is coupled with the known stimulating 

effects of th. Amphetamines. Characteristically, with all of them, there 

is loss of iKtivity or hsbituation with continued and prolonged u«. 

nearly all of the clinical evaluations of effectiveness of these agents 
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published in the medical literature indicate failure whan the use 

of thed*ugs was not coupled with dietary restriction. Few of the 

clinical trials have tried to utilize a placebo to obtain clear-cut 

objective control of therapeutic benefit. Selection of a suitable 

placebo is difficult or impossible, since all of the anorexogenic 

drugs have a stimulant or benzedrine-like effect. There seemed to be 

agreement that although anorexogenic drugs are available in relatively 

great numbers and are undoubtedly prescribed frequently, their 

contributions to weight reduction are limited and not of great value. 

The fact that some 53 different such drugs are currently marketed probably 

speaks for the relative ineffectiveness of any one. When prescribing 

these agents, the physician should understand that he is affording treat¬ 

ment which is not directed at the major problems in obesity and that 

he must be simultaneously working to achieve understanding and 

application of principles of planned exercise and limitation of 

calorie intake in his patient which will bring about the energy 

deficits with which body fat is burned and body weight reduced. 

Anorexogenic drugs may at best take the hunger pangs out of dieting. 
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July 17, 1961 

Dr, Frederick J. Stare 

School of Public Health 

Harvard University 
One Shattuck Street 

Boston, Massachusettes 

Dear Fred: 

I have heard from Dr. Richard Gubner concerning my 

draft of a summary statement of the diet conference 
on obesity. 

He requests that two additions be made on page three. 

These are indicated on the enclosed statement and 
are underlined. 1 would be grateful if you would 

make these changes for us. 

Very sincerely yours 

Robert E. Shank, M.D 



THE EOU 

medical claims consultation division 

WILLIAM J. MCNAMARA, M.D. 

DIAGNOSTIC SERVICES DIVISION 

RICHARD S. GUBNER, M.D. 
MANUEL RODSTEIN, M.D. 
GEORGE K. HIGGINS, M.D. 

July Hi, 1961 

Dr. Robert B. Shank 
Department of Preventive Medicine 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Dr. Shanks 

Thank you for sending me the summary of the Diet Conference at 
the American Medical Association. 

I have inserted a sentence on page 3 as indicated in the appended 
re-typed page 3, and also added a word in the sentence following. 
I think that with these additions the summary you have prepared 
expresses my remarks very clearly. 

I would appreciate learning from you if and when this summary is 
to be published. With kind regards. 

ITABLE LIFE ASSURANCE SOCIETY 

OF THE UNITED STATES 

HOME OFFICE NEW YORK 1, NEW YORK 

JH j-SL, l iisSL v 

% 

MEDICAL DEPARTMENT 
?VIN C. KIEFER, M.D., CHIEF MEDICAL DIRECTOR 

BUREAU OF MEDICAL SERVICES 

THOMAS H. ALPHIN, M.D. 

EMPLOYEES’ HEALTH CENTER 
THOMAS H. DEELY, M.D. 

WILLIAM, F. BROWNE, Jr., M.D. 
LUTHER A. CLOUD, M.D. 

WARREN S. BRAVEMAN, M.D. 

Sincerely, 

Richard S# Gubner, M#D* 

Enclosure 
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Batendnstion of bedy fat with precision requires m a ©f laboratory 

»ih*4* to mtm body density or distribution of certain gmm* I**» 

prooioo eon be nod© by determining the thickness of 

fat layers by x-ray or skin-fold th±ckrj®ff« • 

There to a great need for a alssple procedure wbleb a±#i bo applied 

by tbe poroe® to hlxself• Dr, Onbaer propoeed the noo of an index tiMeh 

ho beliewos Is easily derived end la applicable. He ealled this tte® 

"Perfect 36 Index," It is obtained by subtracting fro* the height ®a 

neaeured lit inches the circonforonoo of the waist in inches, In hales 

v«ig*»t la recorded with shoos, in wonen without shoos. For both non and 

wanes a raise of 36 to U® represents a desired range, tfeilo raises shew ’ 

kO Indicate underweight, and appreciably below 36 represent obesity, X» 

moderate obesity the index is usually la the range of 25 to 30, ifclla 

values leas than 25 correspond with narked obesity. Clain was net 

that this index affords a direct or accurate measure of body fatness, Gn 

the other it is hollered to be useful and wore meaningful than the 

siapla eooparison of height and body weight* 

Dr. Flncent P. Dole of the iockefeller Institute for Medical Besearch 

introduced a diseassion ef formula diets in weight redaction, Se reviewed 

his years of experience with diet formulas in achieving weight 

redaction in a group of US patients, seat of whoa were markedly obese. 

Formulas of 
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July 10, 1961 

Dr. Frederick J. Stare 
Department of Nutrition 
Harvard School of Public Health 
One Shattuck Street 
Boston 15, Mass. 

Dear Fred: 

I am enclosing my draft of a summary of the AMA diet 
conference on weight reduction. Feel free to modify or 
change this in any way that you care to. 

I am submitting it to various participants so that they 
may object if I have misquoted or misinterpreted their 
statements. 

If I can assist you in any other way with this, please 
let me know. 

Sincerely 

Robert E. Shank, M.D 



JXaifril'ion Reviews 

EDITORIAL OFFICE 

DEPARTMENT OF NUTRITION. HARVARD SCHOOL OF PUBLIC HEALTH 

ONE SHATTUCK STREET 

BOSTON 15, MASS. 

PUBLISHED BY EDITOR 
The Nutrition Foundation. Inc. fredrick j. stare, ph.d.. m. d. 

99 PARK AVENUE July 5, 1961 
NEW YORK 16. N. Y. J 

Dr. Robert E. Shank 
Head, Department of Preventive Medicine 
School of Medicine 
Washington University 
St. Louis, Missouri 

Dear Bob: 

We should like to use as lead articles in 
Nutrition Reviews this fall the summaries of 
the diet conferences at the A.M.A. meetings 
last week. 

You will recall Phil White wrote you 
about this on June 7. 

Could we have your summary by mid July? 
There is no point in putting it off for the value 
in the summaries would in part be because they 
were relatively fresh. Also, the longer you put 
it off the harder to summarize. So please try 
to take two hours in the next day or so and pre¬ 
pare your summary. Many thanks. 

Sincerely yours, 

Fredrick J. Stare 

F JS: ag 



July 10, 1961 

Dr. Martin G. Goldner 
86 E. 49th Street 
Brooklyn 3, N. Y. 

Dear Dr. Goldner: 

I would like to express my sincere appreciation for your 
assistance and participation in the diet conference on 
weight reduction held at the time of the AMA meetings 
in New York. 

I was asked to prepare a summary statement of that conf¬ 
erence for possible publication in Nutrition Reviews. 
Enclosed is a copy of a statement which I have written. 
Will you please let me know at an early date if 1 have 
misquoted or misinterpreted any of your presentation. 

Very sincerely yours 

Robert E. Shank, M.B 



July 10, 1961 

Dr. Herbert Pollock 
70 E. 77th Street 
New York 21, N. Y. 

Dear Herb: 

Thank you very much for your assistance in the recent 
conference on weight reduction held at the time of the AMA 
meetings. 

I was asked to prepare a summary statement of that conf¬ 
erence for publication in Nutrition Reviews. Enclosed is 
a copy of a statement which I have written and submitted to 
Fred Stare. Will you please look it through at an early 
date and let me know whether there is in it anything with 
which you disagree or which I have misquoted. 

With kind personal regards. 

Sincerely 

Robert E. Shank, H.D 



July 10, 1961 

Dr. Richard Gubner 
Equitable Life Assurance Society 

of the United States 
25 Lefferts Avenue 
Brooklyn, N. Y. 

Dear Dr. Gubner: 

I'd like to express my deep appreciation for your assist- 
ance and participation in the diet conference on weight 
reduction at the meetings of the AMA recently. 

I was asked to prepare a summary of this conference for 
possible publication in Nutrition Reviews. Enclosed is 
a copy of a statement I have prepared. If there is in 
it anything with which you disagree or in which I have 
misinterpreted your statement, will you let me know at an 
early date so that I can modify the draft. 

Kind personal regards. 

Sincerely 
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Robert E. Shank, M.D 



July 10, 1961 

Dr. Vincent P. Dole 
Rockefeller Institute for Medical Research 
66th Street and York Avenue 
New York, N. Y. 

Dear Vince: 

It was very pleasant for me to have the opportunity to 
see you briefly the other day in New York. I only wish 
that there had been time for more relaxed discussion. 

I am deeply grateful to you for your participation in 
that conference and for the loan of a copy of your paper. 
I have attempted to write a summary of this conference 
which will probably be published in Nutrition Reviews. 

Will you please peruse the enclosed copy of that state* 
ment and let me know if you disagree with any portion so 
that I can advise Fred Stare and have modifications made. 

With warm regards to you and to B.A., I am 

Sincerely 

Robert E. Shank, M.D 
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July 10, 1961 

Dr. Philip White 
Council on Foods and Nutrition 
American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

Dear Phil: 

I am enclosing a copy of a draft of my summary of the 
conference on weight reduction. The original has been 
sent on to Fred Stare. 

If you do not like my style or in any way disagree with 
the contents, will you please let me know at an early 
date. 

I am also sending copies of it to the participants so 
that they may disagree if they want to. 

Kind personal regards. 

Sincerely 

Robert E. Shank, M.D. 
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American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

S3S NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS 

WHITEHALL 4-ISOO 

Office of the Secretary 

July 7, 1961 

Robert E. Shank, M.D. 
Washington University 
School of Medicine 
Department of Preventive Medicine 

and Public Health 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Doctor Shank: 

In reply to your letter of July 6, I will arrive in 
Nashville at 2 o'clock on July 20 and return to 
Chicago 7:30, July 21. 

I have already written to Mrs. Fraser regarding 
hotel accommodations at the Medical Arts Building. 

Sincerely, 

Mary Jane Kibler 
Assistant Secretary 



HANDBOOK OF NUTRITION 

Introduction 

Importance of Nutrition to Medicine 

John B. Youmans and Rudolph H. Kampmeier 

To include (A) the philosophy of nutrition as an essential part 

of preventive and therapeutic medicine. (B) to illustrate the 

physician's responsibility to be informed of current nutrition 

and the nutritional problems arising as a result of disease or 

of other therapeutic measures. 

Section I 

The Nutrients -- Biochemistry and Physiology 

Chapter 1.-- Introduction: an explanation of 

allowances and requirements, definitions for metabolically 

essential nutrients and nutrients for which essentiality in 

humans has not been determined. 

William J. Darby 

Chapter 2.-- Carbohydrates 

Oscar Touster (Vanderbilt) 

Chapter 3.-- Fats and Fatty Acids 

Ralph T. Holman 
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Chapter 4.-- Protein and Amino Acids 

James B. Allison 

Chapter 5.— Vitamin A and Carotene 

Oswald A. Roels (Columbia University) 

Chapter 6,-- Vitamin D 

Harold E. Harrison 

Chapter 7.-- Vitamin E and Tocopherols 

M. K. Horwitt 

Chapter 8.— Vitamin K 

1st choice: Armand J. Quick 
2nd choice: Edward A. Doisey, Jr. 

Chapter 9.-- Thiamine 

Benjamin S. Platt (London) 

Chapter 10.-- Riboflavin 

Henry Sebrell 

Chapter 11.--Niacin 

Grace A. Goldsmith 

Chapter 12.-- Vitamin B^ 

Richard W. Vilter 
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Chapter 13,— Vitamin B-^ and Folacin 

John F. Mueller 

Chapter 14.-- Pantothenic Acid and Biotin 

A. Pantothenic Acid 

William B. Bean 

B. Biotin 

Paul Gyorgy 

Chapter 15.-- Ascorbic Acid 

Chapter 16.-- Calcium and Phosphorus 

D. Mark Hegsted 

Chapter 17,-- Iron and Copper 

Carl V. Moore 

Chapter 18.-- Iodine 

Joseph Matovinivich (University of Michigan) 

Chapter 19.— Other Trace Elements 

Bert L. Vallee 



- 4 - 

Section II 

Nutrition and Health 

Chapter 1,— Introduction: general information 

on current knowledge of nutrition related to physiology and 

metabolism, with designation of problem areas requiring 

investigation. Assessment of nutritional status. 

Grace A. Goldsmith and Robert E. Shank 

Chapter 2.-- Basic Energy Requirements and 

Physiology. 

R. Passmore (University of Edinburgh) 

Chapter 3.-- Nutrition in Relation to Environ¬ 

mental Situation. 

Ruben W. Engel 

Chapter 4.— Nutrition in Growth 

A. Prematures and Infants 
(Special Emphasis on Nutrient Requirements) 

Clement A. Smith 

B. Children and Adolescents 

Robert L. Jackson 

Chapter 5.— Nutrition of Adults 

Wendell H. Griffith 

Chapter 6.-- Nutrition in Pregnancy and Lactation 

William J. McGanity 
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Chapter 7.-- Nutrition of the Aged 

Edwin J. Stieglitz 

Chapter 8.— Nutritional Aspects of Dental Health 

Albert L. Russell 

Section III 

Nutrition in Disease 

Chapter 1.— Nutrition and Cardiovascular Renal 

Disease 

Grace A. Goldsmith 

Chapter 2.-- Nutrition and Diseases of the 

Digestive System 

Chapter 3.-- Nutrition and Liver Disease 

Charles S. Davidson 

Chapter 4.-- The Effect of Alcohol on the Liver 

and Nervous System 

Charles S. Davidson 

Chapter 5.— Nutrition and Diabetes Mellitus 

William Daughaday 

C. Cabell Bailey 
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Chapter 6.— Nutrition and Metabolic Abnormalities 
(including Gout) 

Chapter 7.-- Nutritional Anemias 

Carl V. Moore 

Chapter 8.— Nutrition and Allergies 

Chapter 9.-- Nutrition and Trauma 
(including Surgery, Radiation, and 
Injury) 

William Abbott 
Francis Moore 
Stanley M. Levinson 

Chapter 10.-- Protein Malnutrition and Kwashiorkor 

John D. L. Hansen (South Africa) 

Moises Behar 

Chapter 11.-- Semi Starvation 

Ancel Keys 

Chapter 12.-- Obesity 

Edward Rynearson (Mayo) 

Chapter 13,-- Primary Vitamin Deficiency Diseases 

A. Scurvy 

B. Beri-beri 

C. Pellagra 
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Chapter 13 continued 

D. Rickets 

E. Others 

Richard Vilter 
William J. Darby 
Grace A. Goldsmith 
(WHO-FAO)? 

Chapter 14.-- Nutrition and Simple Goiter 

Joseph Matovinivich 

Monte A. Greer 

Chapter 15.-- Nutrition and Infectious Disease 

Section IV 

Food and the Public Health 

Chapter 1.-- Foods and Their Nutritional Qualities 

David B. Hand 

Chapter 2.-- Special- Purpose Foods 

Doris Johnson 

Margaret Ohlson 

Chapter 3.-- Food Toxins 

G. M. Dack 
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Chapter 4.-- Food Standards, Regulation, and Policy 

Paul L. Day and William J. Darby 

Chapter 5.-- Food Attitudes and Beliefs 

Philip L. White 

Ruth L. Huenemann 

Chapter 6.-- Food Supplies and Their Relation to 

National and International Health 

Robert E. Shank 

4/2/62 



AGENDA 183 

Council on Foods and Nutrition 

April 19-20, 1962 

Shelburne Hotel - "Mirror Room" 
Atlantic City, New Jersey 

Thursday - 2:00 - 5:30 

1. Call to Order 

2. Report on Symposium on Fall 1962 Nutrition and Aging 

3* Report on Diet Conferences; June 1962, A.M.A. Meeting 

4. Report of Committee on Nutrition Teaching in Medical Schools 

5. Report of Committee on Regulation of Dietary Fat; Discussion 
of Current Status of Fat Report (Addendum; sent separately) 

LcTTert. CoUAJ. © Nj s|» . - 

Y12-3*^ t fu ©M AJOTieiTtou l Kj 

Friday - 8:30 - 12:00 

6. Western Hemisphere Congress on Nutrition: Spring 1963 
(Sent in Bulletin F62A, 163 to F62A, 170) 

7. Report of Committee on the Handbook of Nutrition 
(To be available at meeting) 

Lunch - 12:30 

Friday - 1:30 - 4:30 

8. Report on Teaching of Nutrition in Public Schools 

9. The Use of Fluoride Containing Vitamin Preparations for 
the Reduction of Tooth Decay 

10. Handbook of Therapeutic Nutrition; Wheat Flour Institute 
(Sent in Bulletin F62A, 173) 

11. Revision of Statement on "Confections and Carbonated 
Beverages in Schools" (Addendum A) 
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ADDENDUM A 

Confections and Carbonated Beverages in Schools 

One of the functions of a school lunch program is to 

provide training in sound food habits. The sale of foods, 

confections, and beverages in lunchrooms, recreation rooms, and 

other school facilities, influences directly the food habits of 

the students. Every effort should be extended to encourage 

students to adopt and enjoy good food habits. The availability 

of confections and carbonated beverages on school premises may 

tempt children to spend lunch money for them and lead to poor 

food habits. Their high energy value and continual availability 

are likely to affect children's appetites for regular meals. 

Expenditures for carbonated beverages and most confections yields 

a nutritional return much inferior to that from milk, fruit, and 

other foods included in the basic food groups. When given a 

choice between carbonated beverages and milk or between candy 

and fruit, a child may choose the less nutritious. In view of 

these considerations, the Council on Foods and Nutrition is > 

opposed to the sale and distribution of confections and carbo- 
^ ajJLcr# tu, 

nated beverages on school premises. 
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April 6, 1962 

Any discussion on the following: 

Supplemental Report,- 

1. "THE REGULATION OF DIETARY FAT" by the COMMITTEE ON DIETARY 
FAT LEVELS, DR. DAVID B. HAND, CHAIRMAN - A COMMITTEE REPORT (F62A, 
186): that the revised report entitled, "The Regulation of Dietary 
Fat" be submitted to the Editor as a report by the Committee on 
Dietary Fat Levels? 

NAME DATE 



COUNCIL ON FOODS AND NUTRITION, A.M.A. 

Vol. F62A 

April 3, 1962 181 

SPECIAL BULLETIN 

To the Council: 

STATEMENT OF THE SECRETARY: 
AGENDA FOR THE MEETING OF THE COUNCIL ON FOODS AND NUTRITION, 

A.M.A., APRIL 19-20, 1962 AT ATLANTIC CITY, NEW JERSEY: 
p. 182 

Respectfully submitted, 

Philip L. White, Sc.D. 
Secretary 
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April 3, 1962 

STATEMENT OF THE SECRETARY on the AGENDA FOR THE MEETING OF THE 
COUNCIL ON FOODS AND NUTRITION, A.M.A., APRIL 19-20, 1962 
AT ATLANTIC CITY, NEW JERSEY 

meeting 
On the next page (F62A,183) is the agenda for the Council 

to be held April 19-20 at Atlantic City. 

Vol, F62A 



AGENDA 183 

Council on Foods and Nutrition 

April 19-20, 1962 

Shelburne Hotel - "Mirror Room" 
Atlantic City, New Jersey 

Thursday - 2:00 - 5:30 

1. Call to Order 

2. Report on Symposium on Fall 1962 Nutrition and Aging 

3. Report on Diet Conferences; June 1962, A.M.A. Meeting 

4. Report of Committee on Nutrition Teaching in Medical Schools 

5. Report of Committee on Regulation of Dietary Fat; Discussion 
of Current Status of Fat Report (Addendum; sent separately) 

Friday - 8:30 - 12:00 

6. Western Hemisphere Congress on Nutrition: Spring 1963 
(Sent in Bulletin F62A, 163 to F62A, 170) 

7. Report of Committee on the Handbook of Nutrition 
(To be available at meeting) 

Lunch - 12:30 

Friday - 1:30 - 4:30 

8. Report on Teaching of Nutrition in Public Schools 

9. The Use of Fluoride Containing Vitamin Preparations for 
the Reduction of Tooth Decay 

10. Handbook of Therapeutic Nutrition; Wheat Flour Institute 
(Sent in Bulletin F62A, 173) 

11 Revision of Statement on "Confections and Carbonated 
Beverages in Schools" (Addendum A) 
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ADDENDUM A 

Confections and Carbonated Beverages in Schools 

One of the functions of a school lunch program is to 

provide training in sound food habits. The sale of foods, 

confections, and beverages in lunchrooms, recreation rooms, and 

other school facilities, influences directly the food habits of 

the students. Every effort should be extended to encourage 

students to adopt and enjoy good food habits. The availability 

of confections and carbonated beverages on school premises may 

tempt children to spend lunch money for them and lead to poor 

food habits. Their high energy value and continual availability 

are likely to affect children's appetites for regular meals. 

Expenditures for carbonated beverages and most confections yields 

a nutritional return much inferior to that from milk, fruit, and 

other foods included in the basic food groups. When given a 

choice between carbonated beverages and milk or between candy 

and fruit, a child may choose the less nutritious. In view of 

these considerations, the Council on Foods and Nutrition is 

opposed to the sale and distribution of confections and carbo¬ 

nated beverages on school premises. 



handboos si mmsm 

Introduction 

Importance of Itotrltion to Medicine 

John B. Tomans and Rudolph H. Kanpnaler 

10 include (A) the philosophy of nutrition as an essential part 

of preventive and therapeutic medicine. (B) to illustrate the 

physician*s responsibility to be interned of current nutrition 

and the nutritional problems arising as s result of disease or 

of other therapeutic measures. 

Section Z 

Ihe nutrients ~ Biochemistry and Itiysiolo&y 

Chapter 1.-- Introductions an explanation of 

allowances and requirements, definitions for aetabolically 

essential nutrients and nutrients for which essentiality in 

humans has not bean determined. 

William J. Darby 

Chapter 2.-» Carbohydrates 

Oscar Touster (Vanderbilt) 

Chapter 3.-- Pats and Patty Acids 

Ralph 7. Holman 



Chapter 4.** Protein and Amino Acids 

j«ae8 B. Allison 

Chapter 5»mm Vitsrain A sod Carotene 

Oswald A. Basis (Columbia University) 

Chapter 6.-*» Vitamin D 

Harold E. Harrison 

Chapter 7.~ Vitamin E and Tocopherols 

M* 1C * Horwitt 

Chapter 8.-- Vitamin K 

1st choices Axaand J. Quick 
2nd choices Edward A. Doiaey, Jr. 

Chapter 9.-- Thiamine 

Benjamin S. Platt (London) 

SHESSEJS-" Riboflavin 

Henry Sebrell 

Chwtwr U.—Hlaein 

Grace A. Goldsmith 

Qwetar U.~ VltMdn Bft 

Richard W» ViIter 
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-Otapter 13. ~ Vitamin B12 and Polaein 

John F. Mueller 

Chapter 14.— Pantothenic Acid and Biotin 

A. Pantothenic Add 

William B. Bean 

B. Biotin 

Paul Gyorgy 

Chapter 13.»» Ascorbic Acid 

(frapter Id.-- Calcium and Phosphorus 

D. Micfe negated 

Chapter 17.»» Iron and Oo^ar 

Carl V. Moore 

Chanter 18.-- Xodlne 

Joseph Matovinivich (University of Michigan) 

Chapter 19.— Other Trace Elements 

Bor- L. Vallee 
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Section XX 

Nutrition and Health 

Chanter 1.—» Introduction: general information 

on current knowledge of nutrition related to physiology and 

metabolism, with designation of problem areas requiring 

investigation. Assessment of nutritional status. 

Greco A. Goldsmith and Robert 1. Shank 

Chapter 2.— Basic Energy Requirements and 

Physiology* 

1. Passmore (University of Edinburgh) 

Chapter 3.-- nutrition in Relation to Environ* 

mental Situation. 

Ruben 17. Engel 

Chester 4.** nutrition in Growth 

A. Pronatures and Infants 
(Special Raphaels on Nutrient Requirements) 

Clamant A. Smith 

B« Children and Adolescents 

Robert 1*. Jackson 

Chanter 5.-- Nutrition of Adults 

Wendell H. Griffith 

Chester 6.** Nutrition in Pregnancy and lactation 

William J. McGanity 
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Chapter 7.— nutrition of the Aged 

Edwin J. Stleglits 

Chapter 8.— Nutritional Aspects of Dental Health 

Albert L. Russell 

Section III 

Nutrition in Disease 

Chapter l.«- Nutrition and Cardiovascular Renal 

Disease 

Grace A. Goldsmith 

Chapter 2.— Nutrition end Diseases of the 

Digestive System 

Chapter 3.— Nutrition and Liver Disease 

Charles S. Davidson 

Chapter 4.-- The Effect of Alcohol on the Liver 

and Nervoua System 

Charles S. Davidson 

Chanter 3.** Nutrition mad Diabetes Mellitus 

William Daughaday 

C. Cabell Bailey 
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Chapter 6.-- ittrlelw amI Metabolic Abnormalities 
(including Gone) 

Chapter 7.— nutritional Anemias 

Carl V. Moore 

Chapter 8.«— nutrition and Allergies 

Chapter 9.— nutrition and Trauaa 
(Including Surgery, Radiation, and 
Injury) 

KtllUa Abbott 
IS^rattci® Moore 
Stanley M. Levinson 

Chapter 10.-- Protein Malnutrition and hrashiorkor 

John 9. L. Hansen (South Africa) 

Moltea Behar 

Chaptw U— (Ml Starvation 

Anoel Moya 

&£&£££j&~~ «»«iiby 

Edvard Rynearson (Mayo) 

Chanter 13." Primary Vitamin Deficiency Diseases 

A. Scurvy 

8. Bert-foerl 

C. Pellagra 
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Chapter 13 continued 

D. tickets 

I. Others 

Richard ViIter 
William J. Darby 
Grace A. Goldsmith 
(WHO-FAO) ? 

Chapter 14.nutrition and Simple Goiter 

Joseph Matovinivlch 

Monte A. Greer 

Chapter 15.-- nutrition and Infectious Disease 

Section XV 

Food end the Public Health 

Chapter 1.-- Foods and Their nutritional Qualities 

Devid B. Wand 

Chapter 2.-- Special Purpose Foods 

Doris Johnson 

Margaret OhIson 

Chanter 3.-- Food Toxins 

G. M. Deck 





To: Robert E. Shank, M.D. 

to: 

From: 

Oate: 

Re: 

ALL Council Msmbors 

Ogden C. Johnson, Fh.O. 
Assistant Secretary 
Council on Foods and nutrition 

March 9, 1962 

Council Mooting 

$3%0 laCHXCiCSJLJt 8wMBCXil|j| WX AX GMJM9 Xsl 

Atlantic City, Moo Jersey, in the Shelburne Motel, April 
19 and 20* the Council will neat in the Mirror Moon and 
the meeting will begin April 19 at 1*30 P.M. 

Since oinv Council members oil! be 
In Atlantic City for the Federation meetings, it is 
assumed that these Individuals will make their oun 
arrangements for housing* Council members who wish the 
Council office to make room reservations should notify 
the Council office, giving tha data and the time they will 
arrive in Atlantic City, and the data and tha time of their 
departure. Me would like to have this information by 
March 16. 

*»«*< 

QCJstu 



September 12, 1961 

Miss Therese D. Mondeika 
American Medical Association 
Council on Foods and Nutrition 
535 North Dearborn Street 
Chicago 10, Illinois 

Dear Miss Mondeika: 

I do plan to attend meetings of the Council and the 
Symposium in Palo Alto. 

Will you therefore kindly make reservations for me 
for a single room the nights of October 18, 19, 20, 
and 21. I shall plan to arrive in Palo Alto on the 
evening of October 18 and depart on Sunday morning, 
October 22. 

Very sincerely yours 

Robert E. Shank, M.D 
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American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

535 NORTH DEARBORN STREET • CHICAGO lO, ILLINOIS 

WHITEHALL 4-1500 

Office of the Secretary 

September 6, 1961 

Robert E. Shank, M. D. 

Department of Preventive Medicine 

Washington University 

Euclid Avenue and Kingshighway 

St. Louis 10, Missouri 

Dear Doctor Shank: 

Arrangements are being made to hold the Council meeting 

in Palo Alto, California on October 19 and 20. The 

Symposium on Obesity and Adolescence will be held in 

Stanford, California on October 21. We hope that it 

will be possible for you to stay for the symposium also. 

I would appreciate hearing from you as to the type of 

housing accommodations you will need and the date of 

arrival and departure. 

Thank you for your attention to this matter. 

Therese D. Mondeika 
Technical Associate 

TDM: js 



September 9, 1961 

Dr. Ogden Johnson 
Assistant Secretary 
Council on Fodds and Nutrition 
American Medical Association 
535 N. Dearborn Street 
Chicago, 10, Illinois 

Dear Oggie: 

1 have read your announcement and have written in a few 
suggestions for additions or changes. Please do with 
these as you see fit. The announcement seems clear 
enough to me. 

With kind personal regards, 

Sincerely yours 

Robert E. Shank, M.D 



MEMORANDUM 

To: Members of the Council on Foods and Nutrition 
* 

0 - ^ 

From: Philip L. White, Sc.D., Secretary 
Council on Foods and Nutrition 

Date: July 24, 1961 

Subject: COUNCIL MEETING -- OCTOBER 19-20, 1961 

Permission has been obtained to hold the fall Council 
meeting in San Francisco. There is question in our minds 
whether the meeting should be held in San Francisco or 
Palo Alto. This can be resolved later. 

The purpose of this memorandum is to remind you to mark 
your calendar so that you can attend the Council meeting 
on October 19 and 20 and plan to stay, if possible, through 
October 21. The Council meeting will more than likely be 
held the day of the 19th and the morning of the 20th. 

The Symposium will be over about 5 p.m. on the 21st. No 
dinner or evening session are planned. 

PLW:ed 
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July 24, 1961 

Dr. Phillip White 
Council on Foods & Nutrition 
American Medical Association 
535 N. Dearborn Street 
Chicago 10, Illinois 

Dear Phil: 

Your Ad Hoc Committee for Revision of the Handbook on Nutri¬ 
tion met and did quite a day's work in Nashville on July 21. 
Out of it will come a proposal for an entirely new volume 
with table of contents and proposed authors' names. I hope 
that its efforts will receive approval. 

Enclosed is a statement of my travel expense for this meeting. 

I hope that you will get some rest and vacation in August. 

With warm regards, 

Sincerely yours 

Robert E. Shank, M.D. 



STATEMENT OF TRAVEL EXPENSE 

Purpose of Trip: To attend meeting of Ad hoc Committee for Revision 
of the Handbook on Nutrition, Council on Foods and 
Nutrition in Nashville, Tennessee - July 21, 1961 

Air Travel - St. Louis, Mo. to Nashville, Tettn. and return $52.47 

Hotel 5.25 

Meals ? ^ v.?-‘ 9 50 

Taxicabs 
7/20 - Home in Kirkwood to St. Louis Airport $4.10 
7/20 - Nashville Airport to Medical Arts Bldg. 2.45 
7/21 - St.Louis Airport to home in Kirkwood 4.25 10.80 

Gratuities 4.75 

Total - $82.77 

Robert E. Shank, M.D, 
Dept, of Preventive Medicine 
Washington University Medical School 
501 S. Euclid Avenue 
St. Louis 10, Missouri 



COUNCIL ON FOODS AND NUTRITION 

Formula Diets and Weight Control 
A Council Statement 

Formula diets as weight-reduction regimes have 
become very popular in recent months. The 
pharmaceutical dairy, and food companies that 
distribute these products are actively promot¬ 
ing them to the public. They are supplied in 
either solid or liquid form. These formulae 
consist of protein derived from milk and/or 
soya flour; fat from milk, corn, and/or coconut 
oil; and carbohydrates from lactose, sucrose, 
and/or starch. Vitamins and minerals are added 
at a level which equals or exceeds known 
requirements, although the amount varies great¬ 
ly with the individual products. These prepara¬ 
tions supply approximately 900 calories per 
day which consist of 30% protein, 20% fat, and 
50% carbohydrate. The dietary program recom¬ 
mended by promotional literature is simple, as 
it eliminates the problem of meal planning. 
Nevertheless, it raises the question of whether 
formula diets are suitable for weight reduction 
and control under all conditions. 

Unsupervised use of a formula diet for short 
periods of time by those who are not grossly 
overweight may assist individuals in losing a 
relatively small amount of adipose tissue with¬ 
out presenting great difficulties. On the other 
hand, individuals who are excessively over¬ 
weight and who may have additional ailments 
such as heart disease, kidney disease, or 
diabetes mellitus should not undertake weight 
reduction without medical guidance. The formu¬ 
la diet appears to be an effective means of 
weight reduction, if adhered to. Despite this 
fact, there is reason to believe that such a 
program does not constitute a rational approach 
to weight control in the seriously overweight. 

One of the most important goals in any long¬ 
term weight control program is that of educating 
the patient in good and bad dietary habits. This 
type of education is best achieved by building 

the therapeutic diet around ordinary foods. A 
therapeutic formula diet is a preparation which 
in no way resembles the obese individual’s 
ordinary diet. Consequently, the obese subject 
is unable to appreciate the difference in food 
composition between the formula and his ordi¬ 
nary diet. Furthermore, monotony of the formula 
diet may result in its abandonment after a short 
period, at which point the patient usually 
resumes his normal food intake without the 
benefit of proper nutrition education. 

Another important question is whether or 
not it is physiologically and psychologically 
sound to recommend a 900-calorie diet for all 
patients seeking weight control. To be safe 
and effective, any dietary plan must take into 
account sex, age, activity, and rate of weight 
reduction desired in the individual. An active 
obese male with a caloric maintenance require¬ 
ment of 3,000 calories a day will develop a 
much more rapid weight loss on 900 calories 
than will a sedentary middle-aged female with 
a caloric requirement of 1,500 calories per day. 
It is the opinion of the Council that excessive 
rates of weight loss or large fluctuations in 
weight in obese individuals who restrict their 
caloric intake excessively or spasmodically 
may be undesirable. 

Extensive weight reduction should be car¬ 
ried out only with a physician’s guidance, and 
with diets which are tailored to the individual 
patient’s needs. Misuse of some of the formula 
products has been indicated by those who 
assumed that they have a specific "pharma¬ 
cological effect” and consequently used them 
in addition to a regular diet. Both diarrhea and 
constipation have been reported by users of 
formula diets. These complaints could be obvi¬ 
ated by intelligent guidance of a patient seek¬ 
ing dietary instruction for weight reduction. 

(over) 



The formula per se is certainly not a panacea 
for obesity. Furthermore, self-medication has 
no more place in the treatment of extreme obes¬ 
ity than in any other medical disorder. A phy¬ 
sician is better qualified than the patient to 
recognize the factors which play a part in a 
given weight problem, including psychological 
factors, and to handle problems that occur 
during a weight reduction program as they arise. 

Obviously, any satisfactory weight reduc¬ 
tion program should result in a reasonable and 

steady loss of weight until some lower and 
more desirable weight is obtained. This, then, 
should be achieved without the use of crash 
diets or bizarre preparations. In most cases of 
obesity, dietary regulation is necessary after 
attainment of a more desirable weight. When 
weight reduction must be considered a long¬ 
term procedure, education of the individual to 
the faults of his past dietary practice is essen¬ 
tial. Only the dietary program which results in 
permanent weight loss and lifetime control of 
weight will be a satisfactory one. 

The Council has authorized publication of the above statement. 

PHILIP L. WHITE, Sc.D., Secretary. 

Reprinted From The Journal of The American Medical Association 
May 6, 1961, Vol. 176, No. 5, p. 439 

Copyright 1961, by American Medical Association 





POO INDEX FORMULA 
fra* 

TECHNIQUE OF CLEAR WRIT ISO 
fey Robert Gunning 

To find the l * Index of any communication, follow these three single step#; 

1. dee • passage containing at least 100 words. Count the Timber of 

words in a group of sentences. Then divide the total number of words 

fey the number of sentences. This giro® the average sentence length 
of the passage. 

2. Count the number of words of 3 syllables or more. Don't eomt wordo 

that are; (a) capitalised, (b) combinations of short words (mad; as 

"bookkeeper* and "butterfly"), (c) verb feme made into three syllables 

by adding -ed or -ea (like "created” er "trespasses"). Divide the 

number of polysyllabic words by the total nmber of words. This gives 
you the percentage of hard words in the passage. 

3. Total the two factors Just counted and Multiply by O.U. Thia gives 
you the Fog Index. 

Let us apply thia yardstick to a few sentences from THE SUMMING UP by 
W. Somerset Maugham; 

"I have never had such patience with the writers who claim from the 

reader an effort to UNDERSTAND their meaning. Tou have only to go to 

the great PHILOSOPHERS to see that it is POSSIBLE to express with 

LUCIDITY the most subtle REFLECTIONS. You may find it DIFFICULT to 
UNDERSTAND the thought of Hume, and if you have no PHILOSOPHICAL 

training its IMPLICATIONS will doubtless escape you; but no one with 

any EDUCATION at all can fail to UNDERSTAND EXACTLY what the meaning 

of each sentence is. Few people have written English with more grace 

than Berkeley. There are two sorts of OBSCURITY you will find in 
writers. One is due to VBGLIOBiCK and the other to WTLFULNESS.• 

The number of words in the sentences of this passage is as follows; 

20-23-11-13-20-10-H-lo. (Note that the third sentence is actually three 

complete thoughts linked by a comma, in one instance, and a semicolon in 

the other. These should be counted as separate sentences.) The total 
number of words in the passage is 118. Thia figure divided by 8 (the 

number of sentences) gives the average sentence length - lfe.7 words. 

The words of three syllables or more are capitalised in the above passage. 

There are 15 of them, or 12.7*. (15 divided by 118). Adding the average 

sentence length and the percentage of polysyllable words gives 27.k. And 
this multiplied by .1* results in the Fog Index of 10.9. 



Dae this yardstick often as a quick check to see if your writing la in step 

with other writing that has prored easy to read and understand. If your copy 

teats 13 or store, you are beyond the danger line of reading difficulty. Ton 

are writing on the college level of complexity and your reader is likely to 

find it heavy going even though he is paying close attention. Copy with a 

Fog Index of 13 or more runs the danger of being ignored or misunderstood, 

Dse this yardstick as a guide after you have written, but not as a pattern 

before you write. Good writing must be alive; don't kill it with system. 

Mo one can say for sure what writing will succeed. However, it is clear, 

in view of the work of successful writers, that any one who writes with a 

Fog Index of more than 12 is putting his communication under a handicap, 

and a needless handicap at that. For almost anything can be written within 
the easy-reading range. 

Reading Level 
Fog Index by Grade 

17 

16 

15 

U 

Danger Line 13 

College graduate 

College senior 

College junior 

College sophomore 

College freshman 

12 

11 

10 

Easy- 9 

Reading 8 

Range 7 

6 

High-school senior 

High-school junior 

High-school sophomore 

High-school freshman 

Eighth grade 

Seventh grade 

Sixth grade 

G S A WASH 0C 58-2149 
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A SIMPLE METHOD OF MEASURING READING EASE 

(Based on Robert Gunning’s Fog Index Formula) 

To find the Fog Index of a piece of writing, follow these steps: 

1. Choose a sample of 100 words or more. Samples should be free from quotes from other writers. 

2. Divide the number of words in the sample by the number of sentences. This gives you the 

AVERAGE NUMBER OF WORDS IN A SENTENCE. 

EXAMPLE 

Number of words in the sample- *** 
J> 

Number of sentences— - — - 
AVERAGE NUMBER OF WORDS IN A SENTENCE- H. 7 

(or 15) 

3. Divide the number of words of three or more syllables by the number of words in the 
sample. This gives you the PERCENT OF DIFFICULT WORDS. 

EXAMPLE 

Number of words of three or more syllables----- 15 
Number of words in the sample----- 
PERCENT OF DIFFICULT WORDS_ 12- 

(or 13) 

4. Add the AVERAGE NUMBER OF WORDS IN A SENTENCE to the PERCENT 

OF DIFFICULT WORDS. 
EXAMPLE 

AVERAGE NUMBER OF WORDS IN A SENTENCE- 15 

PERCENT OF DIFFICULT WORDS-  13 

TOTAL------ 28 

5. Multiply this total by 0.4 to give you the Fog Index of the sample. 

EXAMPLE 

28 times 0.4 equals a Fog Index of- 11. 2 
(or 11) 

The general public can easily understand a Fog Index of 12 or less. A higher Fog Index means you are 

in danger of being ignored or misunderstood. 

The table on the back of this page does most of the figuring for you. All you have to do is find the 
AVERAGE NUMBER OF WORDS IN A SENTENCE in the left column, and the PERCENT OF 
DIFFICULT WORDS in the bottom legend. Where these two rows of figures converge, in the body 

of the table, you will find the correct Fog Index. 

gsa WASH DC 60-1506 



A
V

E
R

A
G

E
 

N
U

M
B

E
R
 

O
F
 

W
O

R
D

S
 

IN
 

A
 

S
E

N
T

E
N

C
E

 

23 23 22 
23 22 22 
22 22 22 
22 22 21 
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FOG INDEX CHART 

(Based on Robert Gunning’s Fog Index Formula) 
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19 18 
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10 10 
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17 

College senior 
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College sophomore 

College freshman 

High-school senior 

High-school junior 

High-school sophomore 

High-school freshman 

Eighth grade 

Seventh grade 

Sixth grade 
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NOTE. FOR RANGES NOT COVERED BY THIS TABLE FIND THE FOG INDEX BY 

USING THE METHOD ON REVERSE. 
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SCHOOL OF MEDICINE 

DEPARTMENT OF PEDIATRICS 

UNIVERSITY OF MISSOURI 

COLUMBIA 

June 20, 1961 

Robert E. Shank, M. D. 
Washington University 

School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Bob: 

Enclosed is a copy of Dick Vilter's presidential address 
that I promised to send to you and also a copy of the Committee 
report. 

I will plan to attend the Symposium in Palo Alto next 
fall regardless of whether or not we have our Council meeting 
at that time. 

It was nice seeing you in Chicago. 

Sincerely yours, 

Robert L. Jackson, M. D. 
Professor and Chairman 

RU: ah 

Enclosures 



Report of th- Cocmittee on the 
Teaching of Nutrition in Medical School* 

A brief review of the activitit« of thi* committee would *eem in order. 
One of the firtt thing* the comcitrce decided to do was to contact *11 of the 
medical *chool* in the United State* to a* to get in contact with'the person of 
the school considered'to be most responsible for the correlation and integration 
of the teaching program a*'it relate# to nutrition. We then wrote a letter to the 
person designated'and asked fop courtnte regarding their curriculum ae it relates 
to the teaching of nutrition. Copies of these comments were distributed to member* 
of the Committee. 

/ 

Last fall a conference wee held in Washington, 0. C. with selected individual# 
invited to attend to present the problem cf teaching of nutrition a* it relates to 
their particular discipline. Material presented st this meeting we* transcribed 
and circulated to committee members. 

The Committee held Its next meeting In New Orleans in January and at that time 
decided to prepare a statement outlining the problem. A revised statement ultimately 
was prepared end'circulated in the Bulletin; (2) decided to held a summer conference 
In 1962 siaillar to those held by t^e American Association of Medical Colleges and 
(3) decided to ask for active participation ic the American Association of Medicsl 
Colleges meeting in the fail of 1962. We thought it would be most effective to have 
a panel with four speakers representing the president of the university, two speaker* 
to coyer undergraduate teaching both from the standpoint of pre-clinicel and clinical 
departments and a fourth speaker to cover post-graduate and continuing medical 
education. The program committee of the American Association of Medical Colleges 
notified us that it mould not be possible to have four speakers but If we would send 
them.the names of three possible speakers they would consider selecting one for the 
program. However, we ware informed within, the last few days that the program committee 
is not including any speakers of .this type foj 

Recently the chairman met vft&Drs. White 
for the summer conference. Dr, fcesie* recently 
information which evolved from this discussion. First it was decided that we should 

. limit the attendance to not over 120 people including the staff and participants. 
Dr. Whits has been assured of some support from th# Nutrition foundation and is 
requesting support lh the American Medical Association budget. From the standpoint 
cf cost it would seam meet dsslrable t meeting in the East or Midwest. 

It was felt that the most suitable time for the meeting would be In the last 
week of July or the first week of August. - - - - Th* participants would cccsist 
of representatives from each of the medical ecnoola wishing to participate with 
Council members wishing to attend and a number of consultants to Includ* outstanding 
teachers such as King, Vilter, Robinson, Bean, Scrimshaw, and Griffith and outstacoing 
representative* of internacionalNqutrition auen as Schafer, Tepls'y, etc. - - 
Zn our brief discussion yesterday we thought it would be desirable to divide th** 
participants into about ID groups of 12'people and have 6 or 9 atsmbers of each group 
continue to work together throughout the period with a chairman and recorder and 
to have 3-or 4 consultants rotats among the group#. - - - - The meeting would ecru* 
pf group discussions from about 9 to 12{ the afternoon would be free and to have 
open discussions in the evening organised by the recorder and the chairmen of the 
various groups. - - - - We also decided it would be most desirable having each 
participant from the medical school to be given a* much'material as possible fr«t 
the Council office and for each ot them to review u>«; t t stoning pi .'gram v. :h I -1 
curriculum or education committee prior to comlrd c® t"* meeting. 

chi* year't program. 

anyjCkaw to discuss tentative plans 
circulated to member* of the Committee 
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The secretary of the Council and his staff are to decide on the location 
of the seeting by about August 1st. - Some preference was given to Grand 
Hotel at Mackinav Island because of it's historical atgrtflcance In regard to 
nutrition. We also hope that a derir.ite progress vii.1 be ready before the Octote' 
meeting of the AMrlcsn Aesoclation of Medical Colleges, so that theae r lasts can 
bf announced et the meeting. We also asked that theae activities be reviewed vlth 
the Council on Medical Education. 



THC ''OR’IATION AND GOALS 0? THE AMERICAN SOCIETY 0? CLINICAL NUTRITION 

Presidential Address - April 29, l?6l 

Richard W. Vilter, M,D. 

Durin August of 1959* while I eras searching for wary bass and pike in 

Michigan's Lake Leelanau and bemoaning our poor shearing In the sail boat 

ItMMf a letter eamo from Dr, Robert Ooodhart outlining some correspondence 

with Dr, Robert Olson and Dr, Omi 7/a if e relative to a clinical nutrition 

society, I must have just broken a rudder or a mast, because at first I 

mistook their meaning, and visualised a new American 'oard of Clinical 

Nutrition in the making, I am sure you know lion strongly I oppose the 

formation of any now subspecialty boards, since some of the existing ones, 

in essence, are fragmenting medicine and surgery, and t!trough economic levor- 

a -e, are attempting to dictate postgraduate education policies to the 

universities. So I concocted a slzaler in reply, but fortunately before I 

mailed it* I reread the correspondence and found to my chagrin that, cy 

friends wanted pinions from many nutritionists on the appropriateness of 

founding a clinical nutrition society to promote better educational efforts 

and more research in the field of human nutrition. This of course was an 

entirely different matter. It was analoiious to favoring ri/^hteousness and 

opposing sin. My answer, and apparently r.*xuy o'ui*»rs, xn tho a ..h'iivuitiv^ 

with oeveral provisos» Tliat tho purpose of a new society bo the Imjtrove- 

ment in graduate and undergraduate training in clinical nutrition, the 

promotion of good research in these areas, and that it meet in conjunction 

with a clinical society of the stature of the American Society of Clinical 

Invest!gafclon to keep at a rrdniiman the number of trips which, of necessity, 

all of us must take, A scientist must a end some time at home in his 

laboratory or he will have nothing to tali: or write about. 



f 
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On September 2, 1959* an initial meeting was held at the Hotel rarlyle 

in IJew York to discuss the formation of a society of clinical nutrition* 

There was agreement that the idea of creating a society for clinical 

nutrition was a good one# that Doctors Robert Goodhart, Robert Olson# and 

Theodore wan Itallie should work cm the definition of purposes and stan¬ 

dards of the society# and that a group of physicians should constitute the 

charter members of the society* 

Prior to a pre-organisation meting in lie-.?.Orleans in October, 1959# 

much exceedingly important ground work was done by Dr. Robert Goodhart and 

his associates in New fork* I know very little of the effort that went 

into this early planning period* Just before the Hew Orleans meeting# the 

American Society for Clinical Nutrition was incorporated in the State of 

New York with Doctors Robert Goodhart, Theodore ran Itallie# Norman Jolliffe# 

Maurice Shi la and Michael Wohl as directors* Who put up the $2*0 incorpo¬ 

ration fee I do not know# but the society already had an angel* Mr* Pliny 

Porter# Publisher of The Amerioan Journal of Clinical Nutrition provided 

breakfast# and under the able chairmanship of Dr. Grace Goldsmith# a tempo¬ 

rary organisation was accomplished and acting committees were appointed. 

It was evident even before this- meeting that The American Institute of 

Nutrition# of which *mny of the founding group were members, felt that a 

disservice mould be done to the promotion of good nutrition In the U.S.A. 

if there were two competing groups# the one oriented toward clinical medi¬ 

cine and the other interested primarily in the basic sciences* After a 

groat deal of negotiation and collective bargaining, a formula was reached 

agreeable to both groups, whereby the embryonic clinical society would be¬ 

come a Bend-autonomous section of the Institute# with the right to hold its 

own meetings# operate its own Journal, and determine its own membership 



requirements* Having established the basis for a united front, Dr* Robort 

Gooihart held a nesting of the Executive Committee in Chicago, April I960, 

to for the final organisation meeting which was held in Atlantic City 

on May 1, I960* At the latter meeting, attended by Dr* .Vooley for the 

American Institute of Nutrition, and by about !|0 physicians interested in 

the new society, a general outline of a constitution was worked out, section 

by section* The acting committees were dissolved, and officers, the present 

incumbents, wars eleoted* You have heard already the reports on the sijor 

aooowpHshr.wnts during the year just past* A very salutary agreement has 

been reached with the Ruben Donnelley Corporation through the good offices 

of Mr* Pliny Porter, by which the American Journal of Clinical Nutrition 

has beoone the official organ of our Society and the treasury has been 

bolstered by a dependable source of incasn* Relationships with the American 

Institute of Nutrition have been solidified, the constitution has been re¬ 

vised and accepted by Council, the mssberehip has been increased through 

the efforts of Dr* Robert Kark end his msnbership committee, and this meet¬ 

ing with the excellent program that awaits you has been planned* I cannot 

forego this opportunity to pay high tribute to our secretary, Dr* Robert 

Hodges, who has done the lion's share of the work Which has made this Society 

a going concern* I wish to pay tribute also to Dr* Robert Ooodhart, who 

has guided the embryonic development of the Society and served ae its 

accoucheur* Counoil, wads up of Doctors Robert Olson, William B* Bean, 

Willard Krehl, and Robert Ooodhart, has been most energetic and helpful* 

And so, a new society has been born to encourage undergraduate and 

graduate education in human nutrition in health and disease, to provide an 

opportunity Tor Investigators to present and discuss their research in 



human nutrition, to provide a Journal for the publication of meritorious 

work on experimental nutrition, and to unify the science and practice of 

nutrition as it relates to clinical medicine* 

It is my opinion that the first of these objectives for which, the 

society must work is the improvement of nutrition education in medical 

schools* Recent surveys indicate how woefully inadequate it is* Most 

schools pay lip service to nutrition education but do little else* In part, 

this ia a revolt against the rdsooncoptlone of our forefathers, who pre¬ 

scribed diets of doubtful value because they had little knowledge and 

nothing else to prescribe* It is a revolt against quacks and food faddists 

who have given the science of nutrition a bad name. It is due to dis¬ 

satisfaction with the concept that nutrition la synonymous with dietetics 

or with the agricultural sciences when, in fact* it is the expansion and 

application of that groat mass of basic knowledge that we call biochemistry 

for the Improvement of mankind's health. Dietetic* provides the mechanism 

of translating that knowledge into actual food consumed. The basic and 

agricultural sciences often point the way to new discoveries, but It re¬ 

mains for the physician and the solentistc associated with him to demon¬ 

strate the importance of food factors to the rmlntenance of good health and 

the elimination of disease In iran* Every nodlc.il .subject from the first 

year of medical school through all of tby govuutuluiVe years contains 

elements or great importance to good health through proper, nutrition* 

Biochemistry forms the cornerstone of the field* A lnrrvi segment of the 

course in preventive medicine and public health uhould doal with nutrition, 

for the object of the nutritionist is to pjomit dlwisa no that his 

patient will be spared the physical suffering and nocuosfLo loos attendant 

upon curing it* Recognition of the pfcyrleal ttigrat of diflcienoy disease 
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should be a part of every course In physical diagnosisj nutrition looms 

large in pre- and post-operative surgical care, in the treatment of burns 

and physical trauma, and in the healing of wounds* In psychiatry, one has 

the problems of anorexia and overeating, in obstetrics, the impact of 

nutrition on the health of the mother and the vitality of the infant, but 

to internal medioine and pediatrics go the lion's share of the instruction 

job in clinical nutrition both at the undergraduate and postgraduate levels* 

In some schools, these arena are covered quite thoroughly* In most 

schools many of than are scarcely mentioned* In schools where there is much 
I 

interest in nutrition among faculty members, there may be a lecture course 

in nutrition, usually in the third medical school year* However, there is 

more and more tendency to reduce the maker of lectures with which medical 

students are boabarded, and to emphasise conferences, small group discussions, 

and careful study of patients at the bedside or in the clinic, where specific 
' 

and pressing problems of patient care leave an indelible nark on the mind 

of the receptive, inquiring student* Lectures are valuable, and always will 

be, for painting the broad picture of a subject for the student, for giving 
4 

him perspective ant' for pointing the way to further reading and study, but 

it will be Impossible to accommodate with lecture series all the new fields 

such as biophysics, genetics, and imaunology which are impinging on medi¬ 

cine now, and It seems unlikely that free time for nutrition leoturee will 

be found in most medical school curricula. Correlative teaching is becoming 

more and acre fashionable because it conserves time, eliminates duplication 

and provides better organization of subjects for the student*. In some 

schools a committee with members from various departments is given the re¬ 

sponsibility for all basic instruction concerning a particular organ or 

system* In the light of these developments, I believe that each school 

should have a coordinator of education in nutrition* To be effective, he 



nust be a good clinical investigator and should have an active intereating 

research program under way. He must lave a solid background la biochc istr./, 

and he must also be an accomplished internist* podiatrician or aurgecri* 

depending upon the clinical department to which he o'vos alleglano®. He 

must bo able to attract bright young men to work with him, men who can 

help with the coordination plan. It mu3t be his job to ferret out all the 

places in the curriculum where nutrition education will have a beneficial 

impact* and to make sure that the subject is covered adequately. He and 

his group will be responsible for any survey lecture tltae that nay bo 

allotted* and with his team he must' bring the principles of good nutrition 

to the bedside. This is the goal expressed in our constitution. It is the 

work to which we must dedicate ourselves In the years ahead. Good nutrition 

ed cation will foster research,- and research will, act a«i a catalyst for 

even better education. It is a goal that can be achieved* but to do it* 

we must have vigorous and enthusiastic members or.-, every nodical school 

facility in the United States of America and Canada* and tho aotivitioo of 

those members must be stimulated by a camittee of bids society. 





AGENDA 

June 15-16, 1961 

Board of Trustee’s Room, AMA Headquarters 

9:15 Coffee 

9:30 I. Call to Order Dy 

II. Program of AMRF and Activities 
in Continuing Medical Education Ys 

III. International medicine Dr. Yoder 
Director of Division 
Environmental Medicine 

IV. Wheat Flour Institute 
Advertising Howard Lampman 

V. General Policy on Addition of 
Specific Nutrients to Foods — 
Joint Statement of Food and 
Nutrition Board and Council on 
Foods and Nutrition Gh 

12:30 Lunch, AMA Cafeteria (Private Dining Room) 

1:30 VI. Committee Meetings 

Publications Committee - Board Room 
Gh 1) New titles and Authors 
Dn 2) Handbook of Nutrition 
Dy 3) Therapeutic Nutrition Handbook 
MJK 4) Nutrition Reviews 
MJS 5) Symposia Cotitroversia 

Committee on Dietary Fat Levels - Room 570, 5th floor 
Hd 
On 
An 
GH 
PLW 
ED 



Committee on Nutrition Teaching in 
Medical Schools, Room 574, 5th Floor 

Jn 1) Speaker at A.A.M.C. Meeting, 1961 
Sk 2) Nutrition Seminar - 1 week - 

Summer, 1962 
OCJ 3) Council Support of Nutrition 
AU 4) Teaching in Medical Schools 

through Symposia, Teaching 
Aids, etc. 

2:30 Council meeting reconvenes 

3:00 VII. Goldberger Award and Goldberger 
Fellowships 
Modification of Fellowship 
Program Dy 

VIII. AMRF Projects PLvJ 

IX. Diet Conferences PLW 

X. Future Council Symposia Dn 

***** 

Kungsholm B.estaurant, (Swedish Room), Ontario and Michigan 
6:00 Dinner 

* * * * * 

Friday 
9:00 Meeting reconvenes 

XI. Committee Reports 

Publications Committee Gh 
1) New Titles and Authors 
2) Handbook of Nutrition 
3) Therapeutic Nutrition Handbook 
4) Nutrition Reviews 
5) Symposia Controversia 

Committee on Dietary Fat Levels Hd 

10:30 Coffee 
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Committee on Food Additives 
Food Additive Legislation 
at State Level Hd 

Committee on Nutrition Teaching 
in Medical Schools Jn 

1) Speaker at A.A.M.C. 
meeting 1961 

2) Nutrition Seminar - 1 week 
- Summer, 1962 

3) Council Support of Nutrition 
Teaching in Medical 
Schools through Sympoisa, 
Teaching Aids, etc. 

Symposia on Adolescent 
Nutrition - Fall, 1961 Sk 

XII. Election of Officers Dn 

***** 



Publication Report 

Published Since Nov. 15, 1960 to May 15, 1961 

Title Author 

Symposium on Infant Nutrition 

1. Amino Acid Requirements 
of Infants 

2. Differences Between Cow's 
and Human Milk 

3. Protein Allowances for 
Premature Infants 

4. Frotein Allowances for 
Full-Term Infants 

5. Iron Requirements of 
the Infant 

6. Clinical Manifestations of 
Genetic Aberrations of 
Calcium and Phosphorus 
Metabolism 

1. Statement - "Formula Diets R. E. Clson 
and Weight Control" and 

0. C. Johnson 

Received 

1. Highlights on the Cholesterol, 
Fats, Diet and Atherosclerosis 
Problem 

2. Diet as Related to F. Ingelfinger 
Gastrointestinal Function 

3. Announcement - Award of 
Research Fellowships in 
Clinical Nutrition 

L. E. Holt, Jr. 

Ha H. Williams 

H. H. Gordon 

G. W. Woodruff 

I. Schulman 

D. Fraser 

Publication 
Date 

1/14/61 

1/14/61 

1/14/61 

1/14/61 

1/14/61 

4/29/61 

5/ 6/61 

Galley sent 
to Editor 

Galley sent 
to Editor 

Galley sent 
to Editor 
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Symposium on Nutrition in Tooth Formation and Dental Caries 

1. General Introduction: 
Factors Controlling the 
Incidence of Dental Caries 

J. H. Shaw 

2. Influence of Nutrition and 
Genetics on Tooth Size, 
Morphology, and Caries 
Susceptibility 

3. Chemical Agents Affecting 
Experimental Caries 

K. J. Paynter 
and 

R. Grainger 

I. Zipkin 

4. Metabolism of Fluorides H. G. Hodge 

5. Cariogenicity of Foods B. G. Bibby 

Manuscript 
sent to 
Editor 

Manuscript 
sent to 
Editor 

Manuscript 
sent to 
Editor 

Manuscript 
sent to 
Editor 

Manuscript 
sent to 
Editor 

1. Report of the Committee D„ B, Hand 
on Food Additives 

2. Oral Fluid and Electrolytes C. Brooke 

3. Disease States Related R. Gubner 
to Obesity 

4. Sodium Restriction G. T. Ray 

5. Essential Fatty Acids R. T. Holman 

. Report of the Committee D. B. Hand 
on Dietary Fats 

Council is 
reviewing 

Manuscript 
returned to 
author for 
revision 

Manuscript 
will be 
returned for 
revision 

Manuscript 
will be 
returned for 
revision 

Council is 
reviewing 

In 
Preparation 

6 
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7. Optimal Weight S. Garn 

Symposium on Clinical Nutrition 

1* Clinical Appraisal by 
Physical Examination 

2. Biochemical Appraisal 
of Vitamin Nutritional 
Status in Man 

30 Clinical Appraisal by 
Anthropometric Evaluation 

W, J. McGanity 

W. N. Pearson 

S. M. Garn 

4. The Dietary Appraisal G. V. Mann 

5. Principles - Food or 
Supplement? 

R. L» Jackson 

Author 'will 
be asked to 
combine paper 
with Clinical 
Appraisal by 
Anthropometric 
Evaluation 

Council 
accepted 

See comment 
Page 2, 
No, 7 

Council is 
reviewing 

Council is 
reviewing 

Promised 

1. 
2. 

3. 

4. 

5. 

Parental Alimentation 

Special Nutrient Require¬ 
ments in Geriatric Nutrition 

Protein in Relation to 
Infection 

Sources and Usefulness of 
High-Quality Proteins 

Recommended Dietary 
Allowances 

H. C. Meng 

N. Shock 

W. Pyles 

W. Krehl 

R. Shank 

March, 1960 

May, 1960 

June, 1960 

July, 1960 

July, 1960 
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6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

1. 

Hypervitarainosis D 

Calcium and Phosphorus 
in the Diet 

Dietetic Use of Sorbitol 

Nutrition Surveys and 
Recommended Dietary 
Allowances 

Function of FDA in 
Regard to Medicine 

C. Woodruff 

D. Watkin 
and 

G. Whedon 

W, Olmsted 

W. Darby 

P, Day 

Addition of Vitamin A 0. C. Johnson 
to Skim Milk 

Addition of Milk Solids 0. C. Johnson 
to Skim M;iIk 

Multivitaminized Milk 

Emulsifiers in Foods 

Antioxidants in Food 

0. C. Johnson 

0. C. Johnson 

0. C. Johnson 

Nutrition Consequences of 
the "'Continuous” Bread 
Making Process 

0. Co Johnson 
and 

D. Bo Hand 

Vitamin E M. Hcrwitt 

Editorial on Folic Acid, W. Darby 
Vitamin Bg, Pantothenic 
Acid and Vitamin in 
Human Dietaries 

Articles to be Rewritten 

Use of Aluminum 
Cooking Utensils 

July, 1960 

Sept., 1960 

Sept., 1960 

Fall, 1960 

2 Importance of Amino Acid 
Balance in Nutrition 

Harper 
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3. Carbonated Beverage 

Dispensing Machines in 

School Buildings 

4. Sodium Content of 

Commercial Spices 

5. Artificial Sweeteners 

6. Joint Statement re: 

Fortification and Enrichment 

7. Disaster Feeding J. Hundley 

Suggested Editorials and Articles 

1. Surveillance of F. J. Weber 

Radioactivity Levels 

in Foods 

2. Multifortification of Dr. Maynard 
Breads and Cereals 

3. Current Developments in 

Margarine Field 

4. Statement - Ethical Status P. L. White 

of Infant Formulas 

5. Goldberger Lecture F. Stare 

6. Role of Nutrition in T. Van Itallie 

Medical Practice 

7. Human Calcium Requirements 

8. Rapidity of Growth as 

Related to Longevity 

R. Nicolaysen, C 

A. R. P. Walker, 

and 

D. Mark Hegsted 

!•. D. Whedon, 

H„ Harrison 

(Invited) 
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9. Linoleic Acid in 
Infant Nutrition 

10. Clinical Significance of 
the Various Carbohydrates 

Dr. Arild Hansen 
Dr. Smith comments: "I have 
learned that Arild Hansen is 
preparing an article on 'Linoleic 
Acid in Infant Nutrition' to 
appear as a memorandum from the 
Committee on Nutrition of the 
American Academy of Pediatrics. 
I do not think the Council should 
request him to prepare a similar 
article for publication." 

Colonel Plough unable to write 
paper in 1960. Letter to Plough 
(Aug. 1960) asking him to write 
paper for 1961. No reply. 

Rejected 

1. Appetite Regulation 
in the Young 

J. R. Brobeck 

2. Folic Acid, 
Pantothenic 
Vitamin 
Dietaries 

Vitamin Bg, 
Acid and 
in Human 

A. Chung 
W. Pearson 
W. Darby 
0. Miller 

and 
G. Goldsmith 

by Editor 
of JAMA 
Sent to 
Editor of 
Journal of 
Diseases of 
Children 

by Editor 
of JAMA 
Accepted by 
American 
Journal of 
Clinical 
Nutrition 
To be 
published 
Sept.-Oct. 
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American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

535 NORTH DEARBORN STREET • CHICAGO 10, ILLINOIS 
Office of the Secretary 

Department of Preventive Medicine 
Washington University 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Doctor Shank: 

May 15, 1961 

Robert E. Shank, M. D. 

WHITEHALL 4-1500 

I am enclosing a copy of the program for the diet conferences 
to be held in Room 2600, 4th floor of the Coliseum on Columbus 
Circle, June 27-29. An honorarium of 150 dollars will be sent 
to you. 

You are the first speaker scheduled for Tuesday, June 27 at 
9 A.M. Each speaker will have 35 minutes. Please limit your 
opening remarks to 10 to 15 minutes and be prepared to lead a 
discussion and answer questions for the remaining 20 or so 
minutes. Please let me know as soon as possible if you will 
use slides or need any special equipment. 

The panel on the use of special dietary products, Tuesday, 
should begin at 3:30. Dr. Goldsmith is being asked to 
participate with Dr. Pollack, Dr. Hashim, and you. 

You are also on as moderator of the Wednesday, June 28, 
session from 2 until 5 o’clock. Should you wish to communicate 
with the participants, their addresses are on the program. I 
have suggested to each speaker that he limit his opening remarks 
to 10 to 15 minutes and that each will have 35 minutes. Five or 
ten minutes will be available between each presentation for a 
break or to catch up. (Note: This is the Gubner whose paper 
the Council will probably reject.) I shall appreciate it if 
you will give credit to The Nutrition Foundation, Inc. for 
their support and cooperation with the Council in presenting 
these conferences sometime during your session. 
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May 15, 1961 
Dr. Robert E. Shank 

I assume that you have received a hotel reservation form 
from the Council on Scientific Assembly. If you have any 
problems be sure to let me know. Dr. White, Dr. Johnson, 
and I can be contacted at our exhibit space (No. 431) on 
the first floor, the conference room (No. 2600), or at the 
Park Sheraton Hotel after June 24. Telephone messages will 
be relayed from the Scientific Exhibitors Office on the 
first floor of the Coliseum. 

We are looking forward to seeing you at the Council meeting 
here, June 15. 

Sincerely, 

Mary Jane Kibler 
Assistant Secretary 

MJK:j s 
Enclosure 



Room 2600, 4th Floor 

June 27, 1961 - Coliseum, New York City 

Tuesday A.M. 9:00 to 12:00 

WHO IS WELL NOURISHED? HOW CAN YOU TELL? 

William J. Darby, M.D., Ph.D., MODERATOR 

1. By Physical Examination 

Robert E. Shank, M.D. 
Professor of Preventive Medicine 

and Head of the Department 
School of Medicine 
Washington University 
St. Louis, Missouri 

2. By Medical Laboratory Tests 

Stanley Gershoff, Ph.D. 
Department of Nutrition 
Harvard School of Public Health 
Boston, Massachusetts 

3. By Anthropometric Evaluation 

Joseph Brozek, Ph.D. 
Associate Professor 
Laboratory of Physiological Hygiene 
University of Minnesota 
Minneapolis, Minnesota 

4. By Dietary Evaluation 

Bertlyn Bosley, Ph.D. 
Chief, Nutrition and Dietetics Branch 
Division of Indian Health 
U.S. Public Health Service 
Washington, D. C. 
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June 27> 1961 - Coliseum, New York City 

Tuesday P.M. 2:00 to 5:00 

THE DIFFICULT PATIENT — HOW DO YOU FEED HIM? 

S. A. Hashim, M.D,, MODERATOR 

1. The Cardiac Patient 

C, Thorpe Ray, M.D. 
Professor of Medicine 
University of Missouri Medical School 
Columbia, Missouri 

2. The Geriatric Patient 

Charles S. Davidson, M.D* 
Associate Professor 
Thorndike Memorial Laboratory 
Boston City Hospital 
Boston, Massachusetts 

PANEL: THE USE OF SPECIAL DIETARY PRODUCTS 

A. Formula Diets 

B. Salt Substitutes 

C. Diabetic Foods 

D. Products for ’’Complete Nourishment" 

E. Prescription Vitamins and Other Nutritives 

F. Polyunsaturated Fatty Acids 
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June 28, 1961 - Coliseum, New York City 

Wednesday A.M. 9:00 to 12:00 

CARDIOVASCULAR DISEASE — RECENT ADVANCES 

Fredrick J. Stare, M.D., MODERATOR 

1. Serum Cholesterol Levels and Their Significance 

E. H. Ahrens, M.D. 
Associate Rockefeller Institute 

and Associate Physician, Hospital 
Rockefeller Institute 
New York, N. Y. 

2. The Essential Fatty Acids -- What Are They, Where Are They? 

Ralph T. Holman, Ph.D. 
Physiological Chemist 
Hormel Institute 
University of Minnesota 
Austin, Minnesota 

3. The Role of Diet in the Management of the Cardiac Patient 

S. A. Hashim, M.D. 
St. Luke's Hospital 
New York, N. Y. 

4. Fats in the Diet of the General Population 

Charles S. Davidson, M.D. 
Associate Professor 
Thorndike Memorial Laboratory 
Boston City Hospital 
Boston, Massachusetts 
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June 28, 1961 - Coliseum, New York City 

Wednesday P.M. 2:00 to 5:00 

WEIGHT REDUCTION AND ITS SIGNIFICANCE 

Robert E. Shank, M.D., MODERATOR 

1. Who is Obese? 

Richard Gubner, M.D. 
The Equitable Life Assurance Society 

of the United States 
New York, N. Y. 

2. "Formula Diets" in Weight Reduction 

Vincent P. Dole, M.D. 
Rockefeller Institute of Medical Research 
New York, N. Y. 

3. The "Module Plan" for Weight Reduction 

Herbert Pollack, M.D. 
New York, N. Y. 

4. Anorexogenic Agents 

Martin G. Goldner, M.D. 
Director of Medicine 
Jewish Chronic Disease Hospital 
New York, N. Y. 



- 5 - 

June 29, 1961 - Coliseum., New York City 

Thursday, A.M. 9:00 to 12:00 

NUTRITIONAL PROBLEMS OF CHILDREN 

Clement A. Smith, M.D., MODERATOR 

1. Phenylketonuria 

Selma E. Snyderman, M.D. 
University of New York 
Medical School 
New York, N. Y. 

2. Diet in Renal Disease - Congenital and Acquired 

Mitchell I. Rubin, M.D. 
Pediatrician-In-Chief 
Children’s Hospital 
Buffalo, New York 

3. Diabetes Mellitus in the Adolescent 

Abraham H. Kantrow, M.D. 
Flushing, New York 

4. Cystic Fibrosis of the Pancreas 

Dorothy H. Andersen, M.D. 
Assistant Attending Pediatrician 
Babies Hospital 
New York, N. Y. 
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June 29, 1961 - Coliseum, New York City 

Thursday, P.M. 2:00 to 5:00 

CONSULTANT PERIODS 

1. Infant and Child Nutrition 

Clement A. Smith, M.D. 
Associate Professor 
Boston Lying-In Hospital 
Boston, Massachusetts 

Selma E. Snyderman, M.D. 
University of New York 
Medical School 
New York, N. Y. 

2, Cardiovascular Disease 

Charles S. Davidson, M.D. 
Associate Professor 
Thorndike Memorial Laboratory 
Boston City Hospital 
Boston, Massachusetts 

Vincent P. Dole, M.D. 
Rockefeller Institute of Medical Research 

New York, N. Y. 

(continued) 
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3. Weight Control 

W. H. Sabrell, Jr., M.D. 
Director and Professor 
Public Health Nutrition 
Columbia University 
Institute of Nutrition Sciences 
New York, N. Y. 

C. Thorpe Ray, M.D. 
Professor of Medicine 
University of Missouri Medical School 
Columbia, Missouri 

4. Prescription Vitamins 

William J. Darby, M.D. 
Head, Department of Biochemistry and Nutrition 
Vanderbilt University School of Medicine 
Nashville, Tennessee 

Harry Bakwin, M.D, 
132 E. 71st Street 
New York, N. Y. 



TO: 

FROM: 

DATE i 

All Council Members 

Dr. William J. Darby 
Dr* Jsnsi B. Allison 
Dr. Charles S, Davidson 
Dr. Grace A. Goldsmith 

Dr. D. Hark Hegsted 
Dr. Robert L. Jackson 
Dr. Carl V. Moore 
Dr. Robert E. Olson 
Dr. Robert E. Shank - Dr. David B. Hand 

Dr. Clement A. Smith 

O^den C, Johnson, Ph.D., Assistant Secretary 
Council on Foods and Nutrition 

■' < 

April 18, 1961 

SUBJECT: Comments from Dr, Darby regarding Council 
Membership (F61A,179,192) 

’*1 should like to have further information concern¬ 
ing Dr. Max Caplan. All 1 have been able to find 
about him Is that which is listed in the College 
directory. This lists him as an assistant clinical 
professor of medicine at Yale, not as a professor 
of medicine. 

^en I first saw his name I thought he was Kaplan 
who used to work on vitamin A and liver, but 
apparently he is not. Since he has been a member of 
the Connecticut Nutrition Council I suggest we ask 
for additional information concerning him from some 
of the people who have worked with that Council such 
as Willard Krehl or George Cowglll. 

,fI have, however, a more basic concern relative to 
this suggestion from Gates. I seriously doubt that 
it is a wise policy to have a member of the Board 
of Trustees of the AMA become a Council menfcer. If 
a Council member during his term is elected as a 
member of the Board of Trustees, it would seem to me 



• 2 • 

that it would be permissible for him to serve in 
both capacities. The converse, however, for a 
meatier of the Board of Trustees to become a Council 
member during his tenure as a trustee and 
particularly if he is not widely known as a pro¬ 
fessional contributor to the field of Interest of 
the Council looks a little bit like a political 
appointment to the Council. 

'*It seems to me a more proper device would be for 
the Board of Trustees to designate a mealier of the 
Board of Trustees who might meet ex officio with 
the Council on Foods and Nutrition. If they elect 
to designate Doctor Caplan this would seem quite 
appropriate because of his interests. This would 
mean, of course, that he would not have voting 
privileges as a Council member." 

*★**★»*»»*» **»**»*★«*» 

OCJsvm 



American Medical Association 

COUNCIL 
ON 

FOODS AND NUTRITION 

535 NORTH DEARBORN STREET • CHICAGO 10, ILLINOIS 

Office of the Secretary 
WHITEHALL 4.-1500 

February 22, 1961 

Dr. Robert E. Shank 
Department of Preventive Medicine 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Bob: 

Charlie Davidson has agreed to "second" my application for 
membership in the American Society for Clinical Nutrition. 
Accordingly, I would very much appreciate it if you would 
send your materials on to him with a note that he in turn 
should send them to Bob Kark. 

Sincerely yours, 

Philip L. White, Sc.D. 
Secretary 

PLW:ed 

cc: Dr. Charles S. Davidson 

P.S. Thank you very much, Charles, for supporting my appli¬ 
cation. I am flattered that you would do so. 







DIVISION OF 
SCIENTIFIC ACTIVITIES 

American Medical Association 
535 NORTH DEARBORN STREET • CHICAGO 10, ILLINOIS 

WHITEHALL. 4-1BOO 

February 13, 1961 

DEPARTMENT OF 
FOODS AND DRUGS 

Philip L. White, Sc.D. 
director 

Dr. Robert E. Shank 
Dept, of Preventive Medicine 
Washington University 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Bob: 

At the Council meeting in December you asked about the 
food emulsifier that caused the problem in Europe. I 
had written a little not but forgot about it until 
recently when the information I was after reached my 
desk. The product was prepared by heating polymerized 
mono-glycerides of soybean oil with maleic anhydride. 
Polymerized soybean oil has been used in Europe for 20 
years as emulsifiers. These are quite similar to a 
product that has been recently approved as a winterizing 
agent for any edible oil. The product on the market is 
called "Claricol". It is an oxystearin which was approved 
as a food additive to be added to edible oils such as 
cottenseed oil, as a crystal anhydride rehabilitated in a 
level not to exceed .125%. The product that caused trouble 
was probably developed when a laboratory chemist found 
that adding maleic anhydride to this mixture during 
polymerization would increase the emulsification properties 
and would also lead tothe development of some anti-oxident 
properties. To date there is no reason to believe that 
such a product is included in any American foods or that 
such a product would ever be approved. 

Whether the polymerized product, "Claricol", would produce 
any symptoms at the level currently employed, it has not 
actually been determined. It is known however, that at a 
107o to 20% level in a standard diet, this product produces 
liver enlargement in rats and reduces growth rate. 
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Part of the reduced growth is probably due to destruction 
of vitamins in the feed during storage, but even at a 
relatively low level, these products cause liver en¬ 
largement in growing rats in a period as short as two 
weeks. 

I hope this information is of assistance^; I am attempting 
to stay familar with the problems related to modified 
fats, heated oils, etc. since there is some possibility 
that this is related to vitamin E metabolism and in some 
cases could be a secondary factor in some diseases related 
to disrupted lipid metabolism. 

If you have any questions on this material please let 
me know. 

Sincerely yours, 

Ogden C. Johnson, Ph.D. 
Assistant Secretary 
Council on Bods and Nutrition 

OCJ:au 



February 10, 1961 

Dr. Robert L. Jackson 
Department of Pediatrics 
University of Missouri 
School of Medicine 
Columbia. Missouri 

Dear Bobs 

I think the person that you are trying to locate is Jean 
Maver. He is in the Department of Nutrition at the Harvard 
School of Public Health. This is why you have not found him 
listed in the Pediatrics Department at Harvard. Actually, he 
is not a pediatrician and is, I believe, a Ph.D. physiologist. 

I think you have done a good job with the statement of 
purposes of the Committee on Medical Education of the Council. 

Sincerely yours, 

Robert E. Shank, M. D 



UNIVERSITY OF MISSOURI 

COLUMBIA 

February 8, 1961 
SCHOOL OF MEDICINE 

DEPARTMENT OF PEDIATRICS 

Robert E. Shank, M. D. 
Washington University School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis, Missouri 

Dear Bob: 

I have tried to look up a "Mayer" in the Pediatric Department 
at Harvard. There is a Roger Tess Meyer. Would this be the fellow? 
If you have any additional information about him or other suggestions, 
we would appreciate hearing from you. 

Enclosed is a duplicate copy of a preliminary statement sent to 
the A.M.A. office including your suggestions. 

Sincerely yours, 

Robert L. Jackson, M. D. 
Professor and Chairman 

RU: ah 
Enclosure 



Its Council on Food* and Nutrition believes there la urgent necessity 

to delineate the responsibilities and challengea of nodical achoole in the 

teaching of nutrition. Graduate* of our acbeola abould provide the Leadership 

ao that the ever increealng body of nutrition knoniedge will be applied 

feater and nor* adequately to laprove the health of our nation and the world, 

Fron the hiatorlcal or world viewpoint it la eaey to underatand why 

Malnutrition la identified with undarnutrltlon or nutritional deficiency 

dleeecea. In the United Stetea where a variety end abundance of food exists, 

the importance of malnutrition too often la not well appreciated. 

Reatooa for an urgent end lamedleta effort to laprove teaching of nutrition 

in nodical acbeola era: 

1. Modern research increasingly brlnge assessment of, or elalna 

for,the role of diet in the cauee end treatment of a variety 

of chronic dioceses. Net only does the nutrltiooal state of 

the patient influence the development end regreeaion of neny 

diseases, but neny diseases, whether infectious, metabolic, 

degenerative, or neoplastic, influence the nutritional statue 

of the patient. Consequently, a nutritional evaluation la de¬ 

sirable for each patient. excessive intakes of food in rslatloa 

to energy output erastea adiposity, which is Intimately related 

to disease states, especially the degenerative diseases such 

as atherosclerosis, diabetes, hypertension, end cirrhosis of 

the liver. The modification and Manipulation of diet is an 

important part of medical therapy and nay become even nora 

important as a measure for the praveatlon end control of a 
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variety of dleeesos. 

. Frau the staudpolnt of prevsstivu aedlciae and of the 

people la the developing areas of the world, —dieIn* 

pax haps hoc it* grutut opportunity la twu of nutrition. 

Organisations Ilka O.M.I.C.E.F., W. U. 0. cad F.A. 0. era 

gravely concerned about the shortago of vail txalaad 

personnel needed for nutrition projects la various countries. 

If Aasrlcaa nodical schools had inromi sad nail in tear a fed 

programs for teach nutrition, they could eerv* aa caataxa 

of netrltlon aduaatlnn for physicians throughout the world. 

III.Teaching of nutrition In most nodical schools is Inadequate* 

In the few undies 1 schools that have a good program la 

aatrltloa there la a strong dopartaaat or branch of nu¬ 

trition which sola tains high estaon with other departments, 

or there are professora with special lataraata la clinical 

nutrition vwMnnoh or nutrition raaoarch who act as catalysts 

to integrate nutrition teaching la the nodical school. 

Undergraduate touching of nutrition la nodical schools 

W8 today often in centered around nutsIt 

dicessee. This is not the n»ct realistic and nooningful 

focus for present day problems. It la necessary to think 

acre la tarn of disturbance* of the biochemical reactions 

of the body, nutritional diagnosis lapliea evaluation of 

blcchaaltal changes ulthla and outside the call as wall as 

abnormalities of lunation and structure of tissues of the 

body. Strootwrel changes 1a tissues are lata manifestations 

of sever* or prolonged depletion. 



TIm baile-MlutUci, aspoctally the Hwhwtit, and tha clinicians, 

aspae tally tha pediatricians and internists, mad to bat tar in ta grata 

chair kao*ledge ao the student can batter appreciate tha praatieal 

application of hla bioeheelstry aa It appliaa to prevention aad treat* 

oeot of diseases. Taoehlag twdi to be barren unlace It la being 

conductad la an earrireoaant enriched uith active reaeerah. In general 

undergraduate aedieal education, aa veil aa andlcal practice( haa not 

kept abreast of tha trananloui advances la nutritional kaoeiedge. 

Rasidoot teaching of notrltien too often la weak, oven la do* 

partnaata of podlacrloa and latoraal nsdinlae. This la a very serious 

deficit because the bouse staff of o »****»«*g hospital provide, by 

ea—ple, good, fair, or poor teach tag far Che nedtcsl student. 

Fo»t-greduate training prograna la nutrition era fan and often 

poorly Integrated uith ellaleal deportnanta. Expansion and lapcvve* 

■wt of present progress nod establishment of additional training 

prograna la cost essential, end perhaps la tha neat critical lnr 

nediata need to provide the key teaching personnel to fill this 

veld. 

A pregrea of continuous education la nstrltloo la oaaeatlal 

for present end future physicians la order to prepare than to hatter 

neat the needs ef their patients and for than to nnahat tha ala* 

inf oca* ties, or leek of laferaattm prevalent abeet diet. 

the Council of Fond and Jtutrltleo of the hosrlaan Wadies 1 

Association has, la tha peat, attempted to provide aa Isyraiad 

poat*graduata oduaatlonel progran for tha ssaaherahlp of ths aoaloty. 

Xa recant years exhibits, dally taaoklig srnifsranass end syapoaluns 



have been bald at tha casual astclagi of the Anar loan Mod teal 

Aeeoo lotion. Syapoaiuun vith county sod atata nadleal soeletlee 

at varioua — dtaal centers la different paxta of tha country hare 

boas bald to aaaiet pkyiUlaaa la batter mating the aoode of their 

patients. In general it haa boon difficult to atiaulate intarcat 

on tha part of the pros tie lot pbyalaUna to attend and actively 

participate in tbaee pragyme. 

Each aohaol should critically raviao its teaching program 

in raUticnahip to nutrition and about* taka noaoaaary stapa to 

fill thla void. 

Drug and food indaietrlae and public health agonal>> need nero 

offoetiro leaderchip from physician* In tha beat uaa and adaptation 

of nodorn nutritional hnoolodgo. Tha public baa before It eon* 

etaatly uu*»e tillable claim about feedc, diata, vitania and 

Mineral cupplomtitc through admrtieamata in nooopopara, mgaalaea* 

radio* talorlaion* and nailed brochure*, Titanic preparation* 

end nutrient enpplamnte ere being ooid in oonr increoolng enounce 

for Mjot end ninor eenpleinte end vary often vithout reaeon. Ih* 

Inform* pbyaloiana ere undnly Utlmmod by bronhwraa and in* 

faro* clonal ne carle 1 frat drug mnufaeturara and indue try for 
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director 

January 31, 1961 

Robert E. Shank, M.D. 
Dept, of Preventive Medicine 
Washington University 
School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Dr. Shank: 

The enclosed copy of the summary of our meeting 
in New Orleans and a more complete report of the 
meeting has been presented to Dr. Youmans. This 
is being sent for your information and also any 
comments. 

Dr. Youmans has agreed to participate in the 
program and will make the initial contact with 
the A.A.M.C. After this contact a formal follow¬ 
up will be sent out by Dr. Jackson or Dr. Darby. 

Comments regarding the statement that has been 
drafted and also a modification of this statement 
will be appreciated. 

Sincerely yours, 

Ogden C. Johnson, Ph.D. 
Assistant Secretary 
Council on Foods and Nutrition 

OCJ:au 
Enel. 



SIMtAXY OF MEETING JANUARY 19 NSW ORLEANS 

/ , 

Th« following conclusions were reached by the Comslttee 
concerning future activities, of the Council, In the sree of 
Nutrition Teaching In Medical Schools: 

l)..It Is proposed that a symposium or group of 
related papers be presented at the Fall Meeting 
of the American Association of Medical Colleges. 
This meeting shall serve as s atapping-off point 
for this program and Its specific purpose shall 
be to Interest medical college administrators 
in nutrition. The program is outlined as follows 
with Individuals presenting information that will 
be aimed at presenting the importance of nutrition 
in the field of medicine: 

MAIN SUBJECT: 

"Meeting the Challenge end Opportunity of 
Nutrition in Medicine Today" 

1. Loognecker,(Herbert, Ph.D.) 
Elvetajem (Conrad A.t Ph.D.) 

2. Griffith (Wendell H., M. D.) 
DuVigneeud (listed in Med. Dir.) 

3. Moore (Carl V., M.D.) 
Robinson (William D., M. D.) 
Filter (Richard W.) 

4. Tounsns (Dr. John B.) 

1) . Responsibility of Medical Schools, The Viewpoint of 
a University President. 

2) Pram the Viewpoint of the Basic Scientist. 

3) Prom the Viewpoint of the Clinical Scientist. 

4. Responsibility in Continuing Medical Education. 

COMMITTEE ON NUTRITION TEACHING IN MEDICAL SCHOOLS 

Participants: DOCTORS DARBY, GOLDSMITH, JACKSON, 
JOHNSON, SHANK AND WHITE 
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designated the first visas as their 
iir. choice and the second is an alternate in 
presenting this pert of the program. The committee 
requested that Dr. John Youmene be consulted 
regarding the presentation of thia suggested 
symposium to the A.A.M.C. It Is essential that a 
place In the program be requested Immediately. 

2) The Initial survey of medical schools regarding 
nutrition teaching shall ba expanded to include 
more specific information from the various areas 
such as pediatrics, pathology, Internal madicine, 
etc. It was suggested that the contact In each 
area be made through an individual active in the 
area and also interested in nutrition. Also, s 
more complete breakdown of tha data reportad to 
data will be made and where necessary, additional 
information will ba requested. Thia part of the 
activity will be conducted by the staff. 

3) One method for increasing the interest in nutrition 
and in the medical schools was tha development 
of a workshop or short course on the importance 
of nutrition in medicine and on developing overall 
programs of nutrition within a medical school 
curriculum. Individuals from tha taaching staffs 
of madical schools would be invited to participate 
and would be given opportunities to discuss their 
programs related to nutrition teaching and to obtain 
additional information on procedures and methods 
which tan be used. Opportunities would also be given 
to britsg together individuals within this larger 
group with others of the same specialty such as 
pediatrics, pathology, ate., for discussions of 
nutrition in their own area of interest. It was 
suggested that such s conference could be held at 
some location and financed through groups Interested 
in the ares of nutrition and nutrition teaching of 
medicine. No specific plana were made but it was de¬ 
cided that consideration would ba mads of holding 
sue* a conference in the summer of 1962. The purpose 
wou d fee to acquaint the key individuals in the 
med.cal schools who have an Interest in nutrition with 
reont changes in the field of nutrition, with problems 
rel<ted to teaching nutrition in medical schools and 
to issist in tha dsvalopmant of practical programs of 
nutation teaching throughout medical colleges. 



The actions of the committee on nutrition teaching 
in medical schools will be brought to the attention 
of the Council on Medical Education and Hospitals 
and where possible, an attempt will be made to 
integrate these programs. 

OCJ:au 
1/30/61 
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1/30/61 
Meat trig of. . . . 

COMMITTEE OH NUTRITION TEACHING IH MEDICAL SCHOOLS 

Place of Meeting: HEW ORLEANS, LOUISIANA, JAN. 19, 1961 

Participants: DOCTORS JACKSON, DARBY, WHITE, GOLDSMITH, 
SHANK AND JOHNSON 

DR, JACKSON suggested that the Council staff should 
continue the survey of medical schools in regard to nutrition 
teaching. This can be expanded by writing directly to indi¬ 
viduals in specific areas within the medical schools, such as 
internal medicine, pediatrics, pathology. These letters 
could be sent out by men known in the specific field and also 
known to be very interested in nutrition. These letters would 
request specific information regarding nutrition teaching at 
that university and in a specific area. For example, I could 
write to pediatricians in the various universities in order to 
obtain the information regarding nutrition in the fiels of 
pediatrics. Other names suggested were: Biochemistry: Dr. 
Griffith or Dr. Darby; Internal Medicine: Dr. Vllter; Pathology: 
Dr. Hartroft. 

DR. DARBY aaid that one of the goals of this Committee 
should be in obtaining recognition of nutrition as a medical 
science, particularly at the administrative level within the 
medical schools. This would mean the deans and department 
heads. These individuals should be acquainted with the 
Interest that the Council on Foods and Nutrition has in 
nutrition and nutrition education and in the results of any 
study that is made. 

It was pointed out by DR. WHITE that one possible 
procedure that could be used is an examination or listing of 
what students should know in regard to nutrition. 

DR. DARBY stated that the administrators within the 
medical school are not particularly interested in what other 
groups think regarding other areas of medicine, particularly 
in regard to what the students should know. It is an 
acceptance of the idea that nutrition should be included in 
medical teaching that is most important for the administrators 
to accept. 

The symposium which has been planned for the A.A.M.C. 
meeting in October might serve as a atarting-off point for 
interesting the administrators in nutrition and might also 

be..... 
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serve as a source of ideas for future activities according 
to DR. JACKSON. 

DR. WHITE said that another possibility would be 
holding workshops in which key people in the various areas 
of medicine within teaching colleges would be brought 
together in order to discuss nutrition and nutrition teaching. 
Such group could be supported by outside funds. 

Funds for such a program would probably be 
available through both government and non-government organi¬ 
sations including industrial trade associations according 
to DR. DARBY. He also said this type of meeting, people not 
normally considered to be nutritionists could be used in 
discussing mi trition in relatin ship to the various clinical 
sciences. 

DR. JACKSON said that at the present time, our 
first consideration should be with planning for the A.A.M.C. 
meeting in October. If we are to prepare a symposium, this 
must be done in the near future in order that the A.A.M.C. 
and the participants have adequate time for preparation. It 
would appear that not more than 2 to 3 hours would be 
available — probably not more than 2 hours -- time for 3 
or at the most 4 speakers. 

DR. DARBY felt that since we erenow collecting 
information, it would probably be well that the information 
on nutrition teaching both already obtained and additional 
information which can be obtained will be made available to 
the speakers. He also said that this material can ha broken 
into the various sections end used es background. One other 
area that it might be well to bring to the attention of the 
medical school administration would be renewed interest in 
international medicine. Government funds are being used to 
set up several canters for training programs as well as specific 
centers for the study of tropical diseases. In all of these 
It would be anticipated that nutrition will be given important 
consideration. 

DR. GOLDSMITH felt that other programs of post¬ 
graduate end continuing medical education should also be 
brought to the attention of these individuals. 

DR. JACKSON said that the program must then point 
out to the administrators why nutrition Is Important in 
wed4 ne, He fel* that we should use people whc. thourb 
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interaated In nutrition, are not thought of a@ nutritionists. 

(Discussion of specific individuals for the various areas to 
be discussed at the A.A.M.C. meeting led to the following 
list of individuals. Tha first name given is the first choice 
and the second the alternate!) 

1. Longnacker, Herbert, Fh.D, 
Elvehjem (Conrad A., Fh.D. 

2. Griffith (Wendell H., M.i) 
DuVigneaud (listed in Med. Dir.) 

3. Moore (Carl V., M.D.) 
Robinson (William D., M.D.) 
Vilter (Richard W.) 

4. Youaans (Dr. John B.) 

(Discussion also was held in regard to the topics and titles 
that could beat be used for the meeting, the entire group 
decided on the following titles:) 

MAIN SUBJECT: 

"Meeting the Challenge end Opportunity 
of Nutrition in Medicine Today" 

GENERAL: 1. Responsibility of Medical Schools, 
The Viewpoint of a University 
President. 

BASIC SCIENCE: 

2. From the Viewpoint of the Essie 
Scientist. 

CLINICAL SCIENCE: 

3. From the Viewpoint of the Clinical 
Scientist. 

CONTINUING MEDICAL EDUCATION t 

4. Responsibility in Continuing 
Medical Education. 



0&. MQLiOQti felt that another thing that mast 
b* decided is what th© Committee is attempting to do and 
why this is important. 

M. SHAM pointed out that there are many reasons 
why nutrition ia important now in th* field of medicine and 
why pressures should be brought to bear at th# present time 
in order to Improve and expend nutrition teaching. 

BE. G0LBSKITH suggested perhaps the best way to 
prepara such a statement is to have the staff prepara an 
outline and then circulate it among the Committee members. 

B&. SHAM agreed to prepare a rough draft as soon 
as possible and get a copy into the Council office. ( A 
copy of the proposed statement is included with this resume 
of the meeting). 

BE. JACKSOM stated that there are several other 
things that the Council might be able to do regarding nutrition 
teaching. One would be conferences or meetings possibly 
held in cooperation with the Council on Medical Education and 
Hospitals. Such meetings could bring out the importance of 
nutrition. A continuing part of the program will fee tc 
complete our survey of nutrition teaching as well as the 
expanded survey of the various areas, this information will 
fee useful in supporting any attempts to develop programs and 
aid individuals in expanding present programs. 

Schools la which adequate support ia not available 
might find that & training grant or related type of program 
would be of value. Such training grants similar to those 
offered by the HIM could help in starting an active program 
related, to nutrition, and once such a program has started, 
interested individuals would find it much easier to continue 
it as an important function within the school. 

During the survey it has become apparent that 
within each university, certain Individuals are most interested 
in nutrition and are in many cases the main spark within the 
school for nutrition teaching. If possible, these individuals 
could be brought together for a one week workshop (Dr. 
Goldsmith does not approve of this word) or discussion 
conference. Individuals would have opportunities to discuss 
their problems and also to obtain additional information from 
those who are interested in nutrition and who have developed 
or are developing overall programs of nutrition within their 



own school. Opportunities would slso tos afforded individuals 
within a specific area such as pediatrics to compare the 
problems and programs that are being carried out in their 
own school. 

DR. DARSY suggested that die University of 
California House cm Lake Tahoe might be a possible site for 
such a conference. While no specific plans were made, it 
was decided diet some consideration should be made to hold 
such a conference in the summer of 1962. This conference 
would be one in which an individual from each of the medical 
schools would be invited. The meeting would be financed by 
funds obtained from groups such as The Nutrition Foundation 
trade associations or industry. The purpose would be to 
acquaint key individuals who have an Interest in nutrition 
with recant changes in the field of nutrition, with problems 
of nutrition teaching in schools, and also to assist one 
another in developing practical programs of nutrition 
teaching throughout the entire medical school. 

Other action which must be carried out will be to 
integrate the program of the Council on Foods and Nutrition 
with the Council on Medical Education and Hospitals. The 
staff shall handle this. 

All background material related to the A.A.M.C. 
■meting will be brought together within the next week. Dr. 
Youmena was well acquainted with this group and should be 
brought up to date as soon as possible with the proposed 
program to be submitted to the A.A.M.C. Speakers who have 
been suggested should be contacted and their availability 
for this meeting determined. Information required by the 
various speakers regarding the present state of nutrition 
teaching in medical schools will be supplied by the Council 
Office. Since the Committee has very specific ideas on what 
it is attempting to do in this meeting, it was suggested 
that each of the speakers be contacted persollfilly so that 
no uncertainty develops on what area and what information is 
to be presented to the A.A.M.C. 

OCJ:eu 
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-Jan. 30, 1961 

The Council on Foods end Nutrition of the A.M.A. believes 

that there is urgent necessity to delineate the responsibilities end 

challenges of nodical schools in the teaching of nutrition and to 

propose effective procedures for qualifying new physicians to desl 

most adequately with the nutritional problcns of today. The need 

for this as an urgent and innediate effort is deuonstrated by the 

facts that: 

1) Modern research increasingly brings assessment of 

and claim for a role of diet in the etiology of a 

variety of chronic diseases. 

2) the modification and manipulation of diet is an 

important part of medical therapy and may bee one more 

important as s measure for the prevention and control 

of a variety of diseases. 

3) the sale of vitamin and nutrient supplements is of 

vast quantity, exceeding that of all other thera¬ 

peutic agents. 

4. Drug and food Industries and public health agencies 

seek more effective leadership from physicians in 

the best use and adaptation of modern nutritional 

knowledge. 

5. Physicians as a group would appear to lean heavily 

on advertising and informational material from drug 

and industry for opinion and guidance in diet modi- 
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flcatlon. 

6. The public he* before it constantly in nee* 

end other media food end diet information which 

may not be consistent with or an extension of fact. 

7. Nutrition teaching in medical schools today too 

often canters about nutritional deficiency diseases. 

This is not the most realistic and meaningful focus 

for present day problems of nutrition. 

8. From the standpoint of the medical needs of the 

world, American medicine perhaps has its greatest 

opportunity in terms of nutrition. 



•‘January 30, 1961-- 

Th« Council on Foods and Nutrition of the A.M.A. 

believes that there is urgent necessity >s dm twee lie iluv 

responAihi Ur t as-aad challenges 'Vftewmt” Mhoe^a^in 

the fceeehiwj ef —»gt1g^r»rKi to propose effective 

procedures for qualifying new physicians to deal most 

adequately with the nutritional problems of today. 

Nutrition teaching in medical schools today too often 

centers about nutritional deficiency diseases. This is 

not the au>st realistic and meaningful focus for present 

day problems of nutrition. Modern research increasingly 

brings assessment of and claim for a role of diet in 

the etiology of a variety of chronic diseases. The 

modification and manipulation of diet is an important part 

of medical therapy and may become more Important as a 

measure for the prevention and control of a variety of 

diseases. 
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January 23, 1961 

Dr. Ogden Johnson 
Assistant Secretary 
Council on Foods and Nutrition 
American Medical Association 
535 North Dearborn Street 
Chicago, Illinois 

Dear Oggies 

I prepared a draft of a statement of purposes for our 
Committee on Medical Education. This was done enroute home 
and it needs a good deal of polishing, but at least it will 
represent my intentions of the other day. Also enclosed is a 
list of my travel expenses for this trip. 

Getting home was a good deal more difficult than getting 
there and once more I found myself deposited in Chicago, with 
the airline finally arranging for me to get home by train. 
Apparently hurried trips in January just don't workl 

I shall be pleased to assist in other ways in the preparation 
of a statement so please call on me as you desire. 

Sincerely yours. 

Robert E. Shank, M. D. 

Encs2 



REPORT OF TRAVEL EXPENSE 

Purpose: To attend meeting of Committee on Medical Education, 
Council on Foods and Nutrition, A.M.A. 
New Orleans, La. 
January 19, 1961 

Air Travel - St. Louis to New Orleans & return $83.50 

Hotel , 8.44 

Meals 11.50 

* Taxi 16.30 

Gratuities  6.20 

Total $130.94 

Robert E. Shank, M.D. 
Department of Preventive Medicine 
Washington University 
School of Medicine 
Euclid Ave. & Kingshighway 
St. Louis 10, Missouri 

* Taxi Fares - 
Home (Kirkwood,Mo. to St. Louis Airport) 4.15 
New Orleans - Airport to the Royal Orleans 4.30 
New Orleans - Hotel to Airport 3.60 
St. Louis Airport to Home 4.25 

$16.30 
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January 23, 1961 

Dr. Robert L. Jackson 
Department of Pediatrics 
University of Missouri 
School of Medicine 
Columbia, Missouri 

Dear Bob: 

I am enclosing a copy of a statement of the kind I was 
thinking of the other day. This was written hurriedly and I 
have not had time to polish it. 

Please feel free to call on me in any way that you desire 
to assist further. 

Sincerely yours, 

Robert E. Shank, M. D. 

Enc 
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COUNCIL ON FOODS AND NUTRITION, A.M.A. 

Please RetunFol« F61A 

January 18, 1961 Vote 1 

To the Council: JAN 3 0 1961 

NOTICE: This number of the Bulletin comprises the first 
issue of a new volume. Volume F60B of the 
Bulletin closed with the December 20, 1960 issue. 
Members may send in their Bulletin for binding, 
or, if preferred, may retain Volume F60B until 
next July. The index will be bound with the 
volume. 

The following have not sent in their Bulletin F60A 

Darby Hegsted 
Davidson Jackson 
Goldsmith Smith 

VOTE ON THE REPORT: 
"MEDICALLY ACCEPTED IN SO MANY RESTRICTED FAT DIETS" - 

EDUCATIONAL FOOD ADVERTISEMENT by the POULTRY AND EGG 
NATIONAL BOARD, CHICAGO: adopted, p. 5 

"OPTIMAL WEIGHT" by STANLEY M. GARN, PH.D., YELLOW SPRINGS, 
OHIO - A COUNCIL REQUEST ARTICLE: adopted, p. 5 

"A SCIENTIST SPEAKS ABOUT TURKEY...” - EDUCATIONAL BOOKLET 
by the POULTRY AND EGG NATIONAL BOARD, CHICAGO: 
adopted, p. 5 

DISCUSSION ON THE REPORT: 
"The two minute story of the quiet miracle...and its 

CONTRIBUTION TO YOUR HEALTH" - 20th ANNIVERSARY OF 
ENRICHMENT LEAFLET - BOOKLET by the WHEAT FLOUR INSTITUTE, 
CHICAGO: p. 6 

"ARE YOU TOO BUSY TO NOTICE?...THE QUIET MIRACLE ENRICHMENT" 
(AD NO. 2 - EDUCATIONAL FOOD ADVERTISEMENT by the WHEAT 
FLOUR INSTITUTE, CHICAGO: p. 7 

'‘THE QUIET MIRACLE ENRICHMENT" (AD NO. 3) — EDUCATIONAL FOOD 
ADVERTISEMENT by the WHEAT FLOUR INSTITUTE, CHICAGO: p. 8 

"HUMAN MEASUREMENTS AND NUTRITIONAL APPRAISAL" by STANLEY M. 
GARN, PH.D., YELLOW SPRINGS, OHIO - AN ARTICLE FROM THE 
SYMPOSIUM ON "CLINICAL NUTRITION": p. 9 

"BIOCHEMICAL APPRAISAL OF THE VITAMIN NUTRITIONAL STATUS IN MAN" 
by WILLIAM N. PEARSON, PH.D., NASHVILLE, TENN. - AN ARTICLE 
FROM THE SYMPOSIUM ON "CLINICAL NUTRITION": p. 10 
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COMMENTS ON CORRESPONDENCE AND ITEMS: 
"Dietary fat and its relation to heart attacks and strokes" - 

A STATEMENT by the AMERICAN HEART ASSOCIATION: p. i2 

SUPPLEMENTAL REPORT: 
‘'EGGS...AND THE FAT RECOMMENDATION IN CURRENT DIETARY THINKING" 

(AD NO. 2699) - EDUCATIONAL FOOD ADVERTISEMENT by the 
POULTRY AND EGG NATIONAL BOARD, CHICAGO - REVISED: p. 14 

"EGGS...THEIR GREAT VALUE IN INFANT AND CHILDHOOD NUTRITION" 
(AD NO. 2700) - EDUCATIONAL FOOD ADVERTISEMENT by the 
POULTRY AND EGG NATIONAL BOARD, CHICAGO - REVISED: p. 16 

"EGGS...HOW MANY...HOW OFTEN?" (AD NO. 2701) - EDUCATIONAL FOOD 
ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, 
CHICAGO - REVISED: p. 19 

"EGGS.,.RETAIN THEIR MERITED PLACE IN THIS PRESENT-DAY PICTURE 
OF SCIENCE-GUIDED NUTRITION" (AD NO. 2702) - EDUCATIONAL 
FOOD ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD 
CHICAGO - REVISED: p, 21 

CORRESPONDENCE AND ITEMS: 

FUNDA-VITE (F) by the HOYT PHAMACEUTICAL CORPORATION, NEWTON 
MASS.: p. 23 

LETTER FROM DR. ROBERT S. GOODHART of THE NATIONAL VITAMIN 
FOUNDATION: p. 31 

FELLOWSHIPS IN CLINICAL NUTRITION SPONSORED BY THE NUTRITION 
FOUNDATION, INC. AND THE COUNCIL ON FOODS AND NUTRITION - 
COMMENTS ON THE PROGRAM: p. 35 

Respectfully submitted, 

Philip L. White, Sc.D., 
Secretary 
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Vote received late (Bulletin of November 21, 1960) 

Discussion on the Report on ,IEGGS.. .AND THE FAT RECOMMENDATION IN 
CURRENT DIETARY THINKING" (AD NO. 2699) - EDUCATIONAL FOOD 
ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, CHICAGO 
(F60B,280) 
On writes: On page 280, middle paragraph, ,fNonetheless, it is 

agreed that the fat content of the adult American 
diet should be reduced from its current level of 
40 to 50% of daily calories to about 30%". I do 
not think this is agreed upon by all authorities. 

On page 281, the term Unsaturated fatty acids is 
not qualified to indicate that 40% of this 7.2 
grams is oleic acid. 

Discussion on the Report on "EGGS...THEIR REMARKABLE VALUE IN INFANT 
AND CHILDHOOD NUTRITION" (AD NO. 2700) - EDUCATIONAL FOOD 
ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, CHICAGO 
(F60B,282) 
On writes: On page 282. "the typical 1,000 calorie diet 

prescribed at one year of age" seems unorthodox. 
Diets for infants are generally prescribed on the 
basis of kg. x 100 calories. I think they could 
eliminate the 1,000 calories which has the 
connotation of a reducing diet. The whole program 
of the Poultry and Egg National Board designed to 
promote the egg as an excellent food for adults must 
be modified by the evidence that is forthcoming 
from the experiments of Bronte-Stewart, that is the 
cholesterol of eggs may be absorbed much more readily 
than that of other foods and may in fact give rise 
to hypercholesterolemia. 

Discussion on the Report on "OPTIMAL WEIGHT" by STANLEY M. GARN, 
PH.D., YELLOW SPRINGS, OHIO - A COUNCIL REQUEST ARTICLE (F60B 
290): 
On writes: I would approve the article by Dr. Garn for 

publication. 

Vol, F61A 
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Discussion on the Report on "A SCIENTIST SPEAKS ABOUT TURKEY..." - 
EDUCATIONAL BOOKLET by the POULTRY AND EGG NATIONAL BOARD, 
CHICAGO (F60B,307) 
On writes: On page 307E. the middle paragraph is totally mis¬ 

leading, the statement that amino acids are 
manufactured from protein is meaningless. The 
essential amino acids, of course, are supplied by 
protein. The number 18 is hard to understand since 
it is generally assumed there are 22 amino acids in 
foods, of which 8 cannot be synthesized by adults; 
this would leave 14, and these can be manufactured 
from carbohydrate and simple sources of ammonia. 

On page 307G, the statement "the when blood 
cholesterol is high, it can be reduced by the partial 
substitution of unsaturated fats for saturated fats", 
I believe should read "polyunsaturated fats" instead 
of "unsaturated fats". 

0x1 page 307H. the listing of unsaturated fatty acids 
as being linoleic, linolenic, or Arachidonic and 
Others is misleading because the other fatty acid is 
oleic acid which is less hypocholesterolemic than 
the polyunsaturates. 

Vol F61A 
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No response from: Dy,Hd,On 

Vote on the Report on ’'MEDICALLY ACCEPTED IN SO MANY RESTRICTED FAT 
DIETS” - EDUCATIONAL FOOD ADVERTISEMENT by the POULTRY AND EGG 
NATIONAL BOARD, CHICAGO (F60B,288,315): that this advertisement 
entitled, "Medically Accepted in So Many Restricted Fat Diets” 
by the Poultry and Egg National Board be considered by the 
Council as being consistent with current authoritative medical 
opinion with due consideration being given to all comments of 
Council members. 
Yes: Dn,Gh,Jn,Md,Sh,Sk 

Vote on the Report on "OPTIMAL WEIGHT” by STANLEY M. GARN, PH.D., 
YELLOW SPRINGS, OHIO - A COUNCIL REQUEST ARTICLE (F60B,290, 
316): that the article entitled, "Optimal Weight” by Dr. 
Stanley M. Garn be submitted to the Editor of the Journal of 
the American Medical Association for publication as a Council 
request article with due consideration being given to all 
Council member comments. 
Yes: Dn (com),He,Md,Sh,Sk (com) 
Dn writes: Approve if Council members' suggestions are accepted. 

Hope clarity to our readers can be improved.' 
Gh writes: Dr. Day's suggestion concerning the possibility of 

combining Dr. Garn's two papers should be given 
serious consideration. 

Jn writes: Agree with comment of Dr. Shank and suggestion of 
Dr, Day that two articles by Dr. Garn be combined. 

Sk writes: Approve; although I believe that there is merit in 
Dr. Day's suggestion. 

Secretary writes: Dr. Garn will be asked to consider the 
possibility of combining his two papers, "Optimal 
Weight" and "Anthropometric Appraisal of 
Nutritional Status of Man". 

Vote on the Report on "A SCIENTIST SPEAKS ABOUT TURKEY..." - 
EDUCATIONAL BOOKLET by the POULTRY AND EGG NATIONAL BOARD, 
CHICAGO (F60B,307,318): that this educational booklet 
entitled, "A scientist Speaks About Turkey..." by the Poultry 
and Egg National Board be considered by the Council as being 
consistent with current authoritative medical opinion with due 
consideration being given to all comments of Council members. 
Yes: Dn (com),Gh,He (com),Jn,Md,Sh,Sk 
Dn writes: Approve Secretary's action. 
He writes: OK but I agree with Dr. Shank's comments. 
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Discussion on the Report on "THE TWO MINUTE STORY OF THE QUIET 
MIRACLE...AND ITS CONTRIBUTION TO YOUR HEALTH" - 20th 
ANNIVERSARY OF ENRICHMENT LEAFLET - BOOKLET by the WHEAT FLOUR 
INSTITUTE, CHICAGO (F60B,322): that this booklet entitled, 
"The Two Minute Story of THE QUIET MIRACLE... and its Contribution 
to Your Health"- 20th Anniversary of Enrichment Leaflet by the 
Wheat Flour Institute be considered by the Council as being 
consistent with current authoritative medical opinion with due 
consideration being given to all comments of Council members. 
Approve: Dn (com),He (com),Jn (com),Md (com),Sh,Sk (com) 
Dn writes: All well and good, but enrichment is only one 

factor to deficiency diseases. These diseases were 
not truly "common" as stated on page 4. Should not 
whole grain cereals be mentioned as nutritionally 
good, too? 
Approve with a few changes - page 322b. Gh writes: 

Paragraph 2, line 4 should be modified somewhat as 
follows: 'Enrichment contributed much toward the 
accomplishment of a quiet kind of miracle." 

Page 322c, line 8: change "alarmed" to "disturbed". 
Also on this page, it is implied that the Council 
approved restoration of breakfast cereals. Is this 
true? 

Page 322e, line 2: delete the word "related" and 
line 8 delete the word "even" before "clinical 
signs of beriberi." In last paragraph 322e - 
change to read "much credit" or "a large share of 
credit" for this achievement, etc. 

He writes: Not too bad. 
Jn writes: Yes - order of presentation could be improved. 

Page 322b -- as well as food iron has been 
added-. 

Md writes: Approve, subject to following comments: 

Page 322b: Authority for the statement that 
"deficiency disease as caused by diet inadequate in 
the specific nutrients of enrichment has all but 
disappeared" is given as a publicity release of the 
American Institute of Baking. Isn’t there a better 
authority? 
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Md writes: (cont.) 

Page 322c: It would be appropriate to mention the 
contribution of the Food and Nutrition Board in 
advancing this program. 

Page 322e: Last paragraph - enrichment does not 
deserve the sole credit as is implied. 

Page 322f: Whether enriched products contribute 
so generously that the diet is no longer deficient 
in the vitamins listed may depend on the amounts of 
the enriched products eaten. 

Sk writes: Approve. 

However, I have a question and a suggestion or two. 
On page 322 b - 1st sentence of second paragraph: 
The statement is largely true but I wonder if this 
claim is totally correct for iron deficiency. 

On page 322e - 4th sentence, 1st paragraph: I think 
that the "even" before clinical signs should be 
taken out. 

Secretary writes: The comments of the Council members will be 
transmitted to the Wheat Flour Institute. 

Discussion on the Report on "ARE YOU TOO BUSY TO NOTICE?...THE QUIET 
MIRACLE ENRICHMENT" (AD NO. 2) - EDUCATIONAL FOOD ADVERTISEMENT 
by the WHEAT FLOUR INSTITUTE, CHICAGO (F60B,323): that this 
advertisement entitled, "Are You Too Busy to Notice?...The Quiet 
Miracle Enrichment" by the Wheat Flour Institute be considered 
by the Council as being consistent with current authoritative 
medical opinion with due consideration being given to all 
comments of Council members. 
Approve: Dn,Gh (com),He,Jn,Md (com),Sh,Sk (com) 
Gh writes: Approve with modifications. 

Page 323a, line 9: delete the word "even" - could 
substitute "at present" or some similar phase. 

In paragraph 2 - enrichment is not the only 
explanation for the disappearance of deficiency 
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Gh writes: (cont.) 

diseases although it is important. Improved buying 
power, food availability and education have played 
a role. 

Md writes: Approve. Page 323a: It is implied that enrichment 
is the sole cause. This is not true. 

Sk writes: Approve. 

But again in the 3rd sentence, second paragraph. 
there reappears "Even clinical signs of". The "even" 
should be deleted because the implication is incor¬ 
rect. The writer seems to imply that clinical signs 
appear as first and earliest manifestations of 
deficiency. 

The verb form is wrong in the third to last line on 
page 323a. It should be i£ not are. 

Secretary writes: See the foregoing comment. 

Discussion on the Report on "THE QUIET MIRACLE ENRICHMENT" (AD NO. 3) 
- EDUCATIONAL FOOD ADVERTISEMENT by the WHEAT FLOUR INSTITUTE, 
CHICAGO (F60B,324): that this advertisement entitled, "The 
Quiet Miracle ENRICHMENT" by the Wheat Flour Institute be 
considered by the Council as being consistent with current 
authoritative medical opinion with due consideration being 
given to all comments of Council members. 
Approve: Dn,Gh (com),Jn,Md (com),Sh,Sk (com) 
Gh writes: Approve with modifications. This advertisement and 

one of the others states that "any diet...is 
improved by eating them" (enriched cereals). This 
is not completely true. These foods may be of good 
nutritional value in any type of diet. 

Page 324a, third paragraph: Should credit go just 
to A.M.A. for recommending enrichment? Should Food 
and Nutrition Board, N.A.S. - NRC be mentioned or 
other groups also? 

He writes: First mention of "iron deficiency". They claim too 
much. I doubt this has disappeared. 

Md writes: Approve. Page 324: Credit might also be properly 
given to the Food and Nutrition Board. 
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Sk writes: Approve. 

Perhaps I can suggest that "any diet" at the end of 
line 4 of the second paragraph on page 324a is too 
broad. Certainly thefe are diets which must exclude 
cereal products such as gluten free and allergy . 
diets. 

Secretary writes: See the foregoing comments. 

Discussion on the Report on "HUMAN MEASUREMENTS AND NUTRITIONAL 
APPRAISAL" by STANLEY M. GARN, PH.D., YELLOW SPRINGS, OHIO - 
AN ARTICLE FROM THE SYMPOSIUM ON "CLINICAL NUTRITION" (F60B, 
325): that the paper entitled, "Human Measurements and 
Nutritional Appraisal" by Stanley M. Garn, Ph.D. be considered 
suitable for publication. 
Approve: Dn (com),Gh (com),He (com),Jn (com),Sh 
Dn writes: Approve if (1) not duplication and (2) if charts 

(not included) are understandable by our readers. 
Perhaps their construction and meaning should be 
classified. 

Gh writes: This is a very good article. I wonder if this 
should be combined with the article on optimum 
weight? Will Dr. Garn indicate specifically how 
chest breadth is measured? Can he, as yet, furnish 
any tables which can be used by physicians in 
appraisal? 

He writes: Good article. 

I do not agree that "The ultimate" tests are growth 
and maintenance. 

Page 3 - we "may" find him. 
Jn writes: See foregoing comment re "Optimal Weight" by 

Stanley M. Garn (F61A, ). 
Md writes: Haven't had time to read this before deadline. 
Sk writes: This paper suffers some of the short-comings of the 

other Garn paper. A little more of explanation in 
certain parts of the paper would give it added 
significance for physician readers. The author 
takes interesting liberties with the English 
language, some of which probably will not be fully 
appreciated by the editors. 
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Day writes: I find Dr. Garn's paper interesting, and favor its 
publication. The following comments bear more upon 
the use to which his views may be put: 

Page 6 (331), last sentence (continued on page 7 
(332) reads: "Constant-pressure fat-fold calipers 
are inexpensively available for the clinic, 
research institution or private office." 

Although I have not searched the medical and sur¬ 
gical supply house catalogs or show rooms for such 
calipers, I do not recall ever having seen an 
advertisement for them in the J.A.M.A. Similarly, 
I have never seen a set in a general practitioner's 
office, nor in a specialist's office for that matter. 

Would one of the members of the Council tell me if 
the medical school in which he (or she) teaches 
employs skin-fold thickness measurements as a part 
of their teaching of physical diagnosis to under¬ 
graduate students? 

What I am driving at is this --we repeatedly hear 
that skin-fold thickness measurements are more 
reliable criteria of obesity than height-weight 
measurements, but they do not seem to have become a 
common measurement in medical practice. Why not? 

Secretary writes: See comments regarding Dr. Garn's paper, 
"Optimal Weight" (F61A, 5). 

Discussion on the Report on "BIOCHEMICAL APPRAISAL OF THE VITAMIN 
NUTRITIONAL STATUS IN MAN" by WILLIAM N. PEARSON, PH.D., 
NASHVILLE, TENN. - AN ARTICLE FROM THE SYMPOSIUM ON "CLINICAL 
NUTRITION" (F60B,337): that the paper entitled, "Biochemical 
Appraisal of the Vitamin Nutritional Status in Man" by 
William N. Pearson, Ph.D. be considered suitable for publication. 
Approve: Dn,Gh (com),Jn (com),Md,Sh,Sk (com) 
Gh writes: A good paper - clearly and succinctly presented. 

I have a few suggestions. 

Page 338, line 3: change "clinical" to "medical" 
nutritionist and on line 5 change "long since" to 
"largely" disappeared. We still see rickets and 
occasionally pellagra. 
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Gh writes: 

He writes: 

Jn writes: 

Sk writes: 

Day writes: 

(cont.) 

Page 340 - bottom of page; The figures apply to 
an adult male, not to any patient’s diet. I believe 
a sentence should be added indicating that recom¬ 
mended dietary allowances of the Food and Nutrition 
Board differ from these in that they represent 
desirable intakes for persons in the United States. 
Incidentally, some of us don’t agree to some of the 
figures in this table. If vitamin A is preformed 
the figures are high and calcium is a bit on the 
low side. Regarding vitamin C: the high figure 
has been omitted. 

On page 344: plasma vitamin C may not be ”zeroM in 
scurvy - depending on method used - could be 
0.1 mg.%. 
I have some questions about this as education for 
the average physician. 

Page 3s ’*The first requirement is simple; take a 
good dietary history." Is it simple and should 
you expect an average physician to take a good 
dietary history? Needs more thought. Do we really 
think physicians or hospitals should set up vitamin 
methods on serum and urine for suspected cases of 
malnutrition? This whole problem would be worthy 
of a Council statement. 
Very good and should be a handy guide and summary 
for many people. Discussion all seemed pertinent. 

Page 352: change does not hold to holds. 
This is a good and informative paper. I believe 
that publication should be recommended. 
This is a lucid and excellent presentation of the 
subject and seems practical for the more learned 
type of internist. I have only two suggestions 
regarding the manuscript; 

Pages 7-9 and Table 2 -- Ascorbic Acid: 

After reading this section several times it is not 
clear to me whether table 2 and its interpretation 
in paragraphs 2 and 3 (page 8 and continuing on page 
9) refer to the test described on page 7, or whether 
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Day writes: (cont.) the data in table 2 relate to results 
obtained on a subject’s plasma taken at random. 

This should be clarified, perhaps as follows: 

Change the first sentence in paragraph 2, page 8 to 
read: '*The gross relationship between ascorbic 
acid intake and ascorbic acid serum levels follow- 
ing the test dose of 15 mg. ascorbic acid per kg. 
of body weight is depicted in table 2.” 

The SUMMARY (pages 23-24) contains discussion of 
material not covered in the body of the text -- 
red cell riboflavin and red cell transketolase. 
These comments about riboflavin and thiamine 
metabolism might be better placed in the paragraphs 
on the respective vitamins. 

Secretary writes: Dr, Pearson will be apprised of the comments 
made by the Council members. 

Comments on Correspondence and Items re 'DIETARY FAT AND ITS 
RELATION TO HEART ATTACKS AND STROKES” - A STATEMENT by the 
AMERICAN HEART ASSOCIATION (F60B,372) 
Dn writes: I feel strongly (1) No statement on medical problems 

should be issued to the public ait least until it is 
available to the physician for study. (2) Any 
statement to the public should not recommend self- 
medication. (3) This statement violates these 
principles. (4) This statement is poorly worded 
and (5) it may cause considerable anxiety. Believe 
the Council should at once take a strong, polite 
stand in J.A.M.A. to physicians. 

Gh writes: In my opinion this statement is a reasonable one 
which is carefully written. It is unfortunate that 
it was released without prior publication and with¬ 
out being brought to the attention of the medical 
profession. My chief criticism is that the con¬ 
clusion seems to be a general recommendation to the 
public for a change in the American diet. It is 
true that on page 378 particular groups of persons 
are singled out who should modify the fat content 
of the diet. The Council in our statement may wish 
to take a definite stand as to whether all persons 
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(cont.) or "coronary prone" persons should modify 
diet. My own feeling is only the latter should be 
so advised. 
Good. 
The American Heart Association statement 
on dietary fat - particularly as it is said to be 
directed to the public - is rash and unwarranted. 
Why go before the public and say "A reduction of 
blood cholesterol by dietary means ... may lessen ... 
atherosclerosis.It must be emphasized that 
there is as yet no final proof .". The state¬ 
ment that it may do so but there is no final proof 
will obviously have the effect of saying "it will 
do so" in the popular mind, aided by ads. 

There are several studies showing that in animals, 
decrease of blood cholesterol by fatty acids is 
accompanied by increases in tissue - e.g. liver 
cholesterol. There has been too much confusion of 
the means (serum cholesterol measurements) with the 
end (assessment of arterial conditions) in this 
field. The public will be more confused as it is 
influenced by bits and pieces of popularized 
information. This statement will help mightily in 
confirming them in it. A minor irritant is that 
the American Heart Association should practice the 
popularized error of calling cholesterol a fat. 
Read with interest. 
Not very different from the conclusions of the 
"Committee on Dietary Fat." So I don’t see how we 
can object. 
It is difficult for me to see that this is to 
accomplish anything worthwhile. 

Au revoir.' I've greatly enjoyed my years of 
service on the Council and my association with its 
members. 
I have been working on the draft of "The Regulation 
of Dietary Fat." My suggestions all seem to be 
editorial rather than scientific. Instead of 
returning 70 blue-pencilled pages, I enclose 2 pages 
to show what might be done on them. 
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SUPPLEMENTAL REPORT on "EGGS...AND THE FAT RECOMMENDATION IN CURRENT 
DIETARY THINKING" (AD NO. 2699) - EDUCATIONAL FOOD ADVERTISEMENT 
by the POULTRY AND EGG NATIONAL BOARD, CHICAGO - REVISED 

TITLE: "Eggs...and the Fat Recommendation in Current 

Dietary Thinking" 

FOR: Medical journals 

The revised advertisement follows 

Eggs...and the Fat Recommendation 

in Current Dietary Thinking 

Cholesterogenesis in man is recognized as a highly 

complex process, only partially affected by the character 

of the diet. Nonetheless, the opinion is often expressed 

that the lipid content of the adult American diet might 

well be reduced from its current level of 40 to 50% of 

daily calories to about 30%. 

The ultimate goal of this recommendation is the 

possible reduction of the incidence and severity of athero¬ 

sclerosis and allied conditions. 

Because eggs constitute an important part of protein, 

vitamin, and mineral nutrition, they are included in 

virtually every authoritative low fat diet. In a diet 

supplying 2500 calories, 30% of which are furnished by 

lipids, the lipids of two eggs comprise only 1/7 of the 
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allowed daily fat intake. 

Two Eggs Provide* 

Protein. 

Carbohydrate. 

Fats (total lipids) 

13 Gra. 

1 Gm. 

12 Gm. 
/ Fatty acids 

Saturated (total) 

Unsaturated 

4 Gm. 

Oleic acid... 

Linoleic acid 

5 Gm. 

1 Gm. 

Vitamins present: A, D, E, K, B^, 

B2, Bg, Bi2> pantothenic acid, 
niacin, folic acid, biotin 

Minerals present: Calcium, phosphorus, 

sodium, potassium, chlorine, sulfur, 

iron, iodine, manganese, magnesium, 

zinc, copper. 

*U.S. Department of Agriculture 

Home and Garden Bulletin No. 72, Sept. 1960 

The nutritional statements made in this 

advertisement have been reviewed by the 

Council on Foods and Nutrition of the 

American Medical Association and found 

consistent with current authoritative 

medical opinion. 

POULTRY AND EGG NATIONAL BOARD 

8 South Michigan Avenue 

Chicago 3, Illinois 

RECOMMENDATION: It is recommended that this revised advertisement 

entitled, "Eggs...and the Fat Recommendation in Current Dietary 

Thinking" by the Poultry and Egg National Board be considered by 

the Council as being consistent with current authoritative medical 

opinion with due consideration being given to all comments of 

Council members. 
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SUPPLEMENTAL REPORT on "EGGS...THEIR GREAT VALUE IN INFANT AND 
CHILDHOOD NUTRITION" (AD NO. 2700) - EDUCATIONAL FOOD 
ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, CHICAGO 

0 REVISED 

TITLE: "Eggs...Their Great Value in Infant and 
Childhood Nutrition" (revised title) - formerly 

"Eggs...Their Remarkable Value in Infant 
and Childhood Nutrition" 

FOR: Medical journals 

The revised advertisement follows. 

Eggs...Their Great Value in 

Infant and Childhood Nutrition 

From the infant’s first introduction to semisolid 

food and throughout the entire growth period, the 

exceptional nutrient value of eggs contributes signifi¬ 

cantly to body needs. 

Egg yolk is often given as the first solid food; it is 

part of the earliest mixed diet and is a good source of iron 

for a nonallergic infant. The typical 1,000 calorie diet 

prescribed at one year of age includes an egg as an im- 

(Q) portant daily constituent; adequate nutrition throughout the 

growing years calls for the nutrients found in eggs. Why? 

The protein of eggs is unexcelled in quality. It is 

a standard against which other food proteins are measured. 
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The essential fatty acids, the valuable vitamin and 

mineral provisions, and the great ease of digestibility 

of eggs qualify this food as one of the most universally 

applicable in the pediatric dietary. Yes, adults too, 

including calorie-watchers, benefit from the nutritional 

value of eggs. 

One Egg Provides: 

Protein... 6.5 Gm. 
Carbohydrate.   0.5 Gm. 
Fats (total lipids).   6.0 Gm. 
Fatty acids / 

Saturated (total) 2.0 Gm 
Unsaturated 

Oleic acid... 
Linoleic acid 

2.5 Gm 
0.5 Gm 

Vitamins present: A, D, E, K, B^, 
B2, Bg, pantothenic acid, niacin, 
folic acid, biotin. 

Minerals present: Calcium, phosphorus, 
sodium, potassium, chlorine, sulfur, 
iron, iodine, manganese, magnesium, 
zinc, copper. 

U. S. Department of Agriculture 
Home and Garden Bulletin No. 72, Sept. 1960. 

The nutritional statements made in this 
advertisement have been reviewed by the 
Council on Foods and Nutrition of the 
American Medical Association and found 
consistent with current authoritative 
medical opinion. 
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POULTRY AND EGG NATIONAL BOARD 
8 South Michigan Avenue 

Chicago 3, Illinois 

RECOMMENDATION: It is recommended that this revised advertisement 
entitled, "Eggs...Their Great Value in Infant and Childhood 
Nutrition" by the Poultry and Egg National Board be considered by 
the Council as being consistent with current authoritative medical 
opinion with due consideration being given to all comments of 
Council members. 
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SUPPLEMENTAL REPORT on "EGGS...HOW MANY...HOW OFTEN?" (AD NO. 2701) 
EDUCATIONAL FOOD ADVERTISEMENT by the POULTRY AND EGG NATIONAL 
BOARD, CHICAGO - REVISED 

TITLE: "Eggs...How Many...How Often?" 

FOR: Medical journals 

The revised advertisement follows. 

Eggs...How Many...How Often? 

The athlete in intensive training may eat six or 

more eggs for breakfast; the middle-aged patient recover¬ 

ing from a heart attack may be advised to confine his 

intake to one or two a week or to eat none. Where then, 

between these extremes, do eggs fit in day-to-day eating 

and in dietotherapy? 

In the normal diet, eggs as the heart of a traditional 

American breakfast, as the main dish of a hearty luncheon 

or supper, as garnish for vegetables and salads, or as 

ingredients in cookery, provide many essential nutrients: 

protein of unexcelled quality, an appreciable amount of 

unsaturated fatty acids, and needed vitamins and minerals. 

In dietotherapy, when the need to maintain adequate 

nutrition is paramount, eggs are given an important place 

in many diets. The importance of their nutritional value, 
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the ease with which they are digested, and their appre¬ 

ciable content of polyunsaturated fatty acids are reasons 

why eggs are retained in the diet, even when reduced fat 

intake is recommended. 

Two Eggs Provide: 

Protein 
Carbohydrate 
Fats and Lipids 
Unsaturated 
Fatty Acids 

Vitamins: A, D, E, K, Bi, B2, Bg, 
b12> pantothenic acid, niacin, 
folic acid, biotin 

Minerals: Calcium, phosphorus, sodium, 
potassium, chlorine, sulfur, iron, 
iodine, manganese, magnesium, zinc, 
copper 

The nutritional statements made in this 
advertisement have been reviewed by the 
Council on Foods and Nutrition of the 
American Medical Association and found 
consistent with current authoritative 
medical opinion. 

POULTRY AND EGG NATIONAL BOARD 
8 South Michigan Avenue 
Chicago 3, Illinois 

RECOMMENDATION: It is recommended that this revised advertisement 
entitled, ,fEggs...How Many. ..How Often?" by the Poultry and Egg 
National Board be considered by the Council as being consistent with 
current authoritative medical opinion with due consideration being 
given to all comments of Council members. 
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SUPPLEMENTAL REPORT on "EGGS...RETAIN THEIR MERITED PLACE IN THIS 
PRESENT-DAY PICTURE OF SCIENCE-GUIDED NUTRITION" (AD NO. 2702) 
EDUCATIONAL FOOD ADVERTISEMENT by the POULTRY AND EGG NATIONAL 

0 BOARD, CHICAGO - REVISED 

TITLE: "Eggs...Retain Their Merited Place in this 
Present-Day Picture of Science-Guided Nutrition" 

FOR: Medical journals 

The revised advertisement follows. 

Eggs...Retain Their Merited Place 

in This Present-Day Picture of 

Science-Guided Nutrition 

In the normal diet, eggs make a splended contribution 

to good nutrition. Few foods contribute so many essential 

nutrients, so excellently balanced, with so few calories. 

In the present concept of scientific dietotherapy, 

whether dietary adjustment is employed to promote recovery 

or for prophylactic purposes, the need to maintain sound 

nutrition is broadly realized. 

Hence most special diets--as recommended by America’s 

outstanding teaching hospitals—contain eggs. Nutritional 

science recognizes the outstanding protein value, the 

vitamin and mineral content, and the relatively high ratio 

of essential linoleic acid to saturated fatty acids in eggs. 
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All this and only 77 calories: 

One egg provides:* 

Protein.   6.5 Gm. 
Carbohydrate. 0,5 Gm. 
Fat (total lipids). 6.0 Gm. 
Fatty acids 

Saturated (total).  2.0 Gm. 
Uns a titrated 

Oleic acid.  2.5 Gm. 
Linoleic acid... 0.5 Gm. 

Also present, vitamins A, D, E, K, 
B^, B2, Bg, Bi2, pantothenic acid, 
niacin, folic acid, biotin, and 
many essential minerals. 

*U. S. Department of Agriculture 
Home and Garden Bulletin No. 72, Sept. 1960 

The nutritional statements made in this 
advertisement have been reviewed by the 
Council on Foods and Nutrition of the 
American Medical Association and found 
consistent with current authoritative 
medical opinion. 

POULTRY AND EGG NATIONAL BOARD 
8 South Michigan Avenue 
Chicago 3, Illinois 

RECOMMENDATION: It is recommended that this revised advertisement 
entitled, "Eggs.,.Retain Their Merited Place in this Present-Day 
Picture of Science-Guided Nutrition" by the Poultry and Egg National 
Board be considered by the Council as being consistent with current 
authoritative medical opinion with due consideration being given to 
all comments of Council members. 
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CORRESPONDENCE AND ITEMS re FUNDA-VITE (F) by the HOYT PHARMACEUTICAL 
CORPORATION, NEWTON, MASS. 

The Council members will recall that the Hoyt Pharmaceutical 
Corporation requested the Council to reconsider their product, 
Funda-Vite (F) for advertising, previously rejected because of the 
presence of fluoride (F60B,268). Council comments (F60B,276) were 
relayed to the company. 

In view of these comments the Hoyt Pharmaceutical Company 
has submitted four literature citations to substantiate their request 
that Funda-Vite (F) be accepted for advertising in A.M.A. 
publications. They are: 

(1) Fluoride Administration: Role of the Pediatrician 
- abstract of paper by Dr. Norman Trieger 

(2) Sodium Fluoride Tablets for Children - a reprint 
by Arnold; McClure and White 

(3) The Problem of Providing Optimum Fluoride Intake for 
Prevention of Dental Caries - A Report of the Food 
and Nutrition Board, National Research Council 

(4) Prescribing Supplements of Dietary Fluorides - 
reprint of the Council on Dental Therapeutics, 
American Dental Association 

These four reprints will be found on pages F60A,3oa. to 
F61A,30j. 

The letter from Mr, John L. Murphy, Advertising Director, 
A.M.A. Advertising Department is on page F61A,24 and the letter from 
the Hoyt Pharmaceutical Company on page F61A,26* Comments are 
requested. 
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AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 

Chicago 10, Illinois 

November 22, 1960 

Mr. John N. Kolen 
John M. Kolen Company 
60 East 42nd Street 
New York 17, New York 

Re: Hoyt Pharmaceutical Company 
In confirmation of phone con¬ 
versation with Miss Boudentt 

Dear John: 

Comments regarding Funda-Vite (F) have just been for¬ 
warded to us by our Department of Advertising Evaluation 
and they ask that we transmit the following: 

"The Council on Foods and Nutrition has been 
asked to comment on the product Funda-Vite (F), 
a vitamin-fluorine supplement. In general, 
their comments are that the Journal should not 
accept advertisements for mixtures of vitamins 
and fluorine. First the possibility of toxic 
effect due to overdosage is such that the measure 
of control is simply suggesting a dose level to a 
Mother, which is not adequate. There is nothing 
that will prevent a Mother from giving larger 
dosages or, in some cases, from allowing a child 
to have access to the product without parental 
control. 

"The statements of the Funda-Vite (F) people re¬ 
garding nutritional or non-nutrient reason for 
giving fluorine appears to be simply an attempt 
to get around the basic issue. That issue is 
whether fluorine should be combined with vitamin 
supplements and whether these will actually have 
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the desirable effects in reducing dental caries. 
The entire Council has objected to the combination 
of fluorine with vitamins. In addition, they 
have stated that if fluorine is to be used it 
should be used as a single treatment and only 
under controlled conditions which would include 
continuing medical and dental observations. 

’There is also some concern among several of the 
Council members regarding the marketing of such 
products in areas where fluoridation or the 
natural fluorine content of the water gives a 
suitable level. This would cause individuals to 
ingest excess fluorine causing mottling of the 
teeth. 

"Based on the above, we feel that the advertising 
of vitamins plus fluorine such as the Funda- 
Vite (F) product would not be acceptable. 

We're sorry we couldn't obtain a favorable response on 
this one, John, but we're sure you will understand our 
Department's point of view concerning this. 

Sincerely, 

/s/ 

John L. Murphy 
Advertising Director 

P.S. Please feel free to communicate with us should you 
have any additional comments or questions. The 
Department tells us they will be pleased to review 
this. 

JLM 
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HOYT PHARMACEUTICAL CORPORATION 
215 California Street 

Newton 58, Mass. 

December 20, 1960 

American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

Attention: Philip L. White, Sc.D. 
Secretary, Council on Foods and Nutrition 

Dear Dr. White: 

Enclosed is a copy of a recent letter we have received 
(through our advertising agency) from the AMA Advertising 
Director relative to our 'Funda-Vite(F)1. 

You will note the references to comments of The Council 
on Foods and Nutrition. We should like to request the 
opportunity to offer our replies to some of the 
questions which have been submitted. 

First, it should be noted that although the use of 
fluoridated drinking water to protect against dental 
caries has been widely endorsed by all responsible pro¬ 
fessional and scientific groups, about 75 per cent of 
our present population are living in areas which are not 
fluoridated. Even in sectors where fluoride has been 
added to metropolitan water supplies, many nearby suburban 
communities are without fluoridation. Furthermore, about 
one half the people of the country live in small towns 
and rural areas where public water supplies are not 
available. Therefore, it is obvious that a major portion 
of our population requires special fluoride supplements 
for the protection of their dental health. 

With regard to specific questions about 'Funda-Vite(F)1 
vitamin fluoride supplement, please note the following: 



1. Control of Administration and Dosage 

Possibly Council members are not aware that 'Funda- 
Vite(F)' is available on prescription only. Thus, 
the daily dosage and the areas where the product 
may be administered are under the complete control 
of the physician. Our labeling, advertising, and 
detailing all contain specific precautions against 
prescribing 'Funda-Vite(F)' in fluoridated areas. 
In addition, the physician is supplied with special 
instructions sheets concerning the nature of the 
product for distribution to the parent with each 
prescription. 

2. Rationale for Use of Vitamin Drops as a 
Vehicle for Fluoride. 

The marketing of 'Funda-Vite(F)' Drops was suggested 
to us by a group of specialists in pediatrics and 
dental medicine at Harvard Medical School and 
Harvard Dental School.(1) They pointed out that 
the major problem in prescribing fluoride supple¬ 
ments is the need for conscientious daily adminis¬ 
tration by the parent over the long period of time 
required to obtain optimum results. This point has 
also been emphasized by other authorities in the 
field and has recently been confirmed in a study by 
Arnold et al. at the National Institute of Dental 
Research.(2) 

Obviously, it is more convenient for the parent to 
administer a single dietary supplement (fluoride plus 
vitamins) than the two supplements separately. This 
convenience encourages long term daily administration 
as desired. A fluoride-vitamin combination is also 
more economical than the sum of the two individually. 
That is, we market our 'Funda-Vite(F)' (vitamins C, 
D, and fluorine) at the same price as 'Funda-Vite' 
(vitamins C and D alone), since the addition of 
fluoride does not contribute significantly to our 
overall costs. The vitamin formulation employed 
is, of course, in agreement with your Council's 
recommendations (3) and is more economical than 
multivitamin formulas. 



The use of vitamin drops as a vehicle for fluoride 
is also in agreement with the recommendations of 
the Committee on Dental Health of the Food and 
Nutrition Board, National Research Council (4). 

"An ideal vehicle should be such that its 
consumption would tend to be self-limiting; in 
other words, the capacity of a child of a given 
age to consume the vehicle should not exceed 
the limit of a safe fluoride intake.* At the 
same time, the nutritive value, the usage, and 
the cost of the vehicle should be advantageous 
to the largest part of the population. Finally, 
the vehicle should be such that there would be 
uniformity of response and ease of regulatory 
control, especially since other sources of 
fluoride may already be available.” 

Even the possibility of accidental ingestion of an 
entire bottle of Funda-Vite(F) would not cause any 
toxic effects (see notes on "Safety"). 

3. Safety 

It should be noted that the use of 'Funda-Vite(F)' 
conforms with all the recommendations of the 
American Dental Association Council on Dental 
Therapeutics (5): 

1. Concentrated fluoride preparations should be 
dispensed only on prescription in order that 
adequate supervision may be provided for 
their safe and effective use. 

2. Supplementary fluorides should be prescribed 
only when the concentration of fluoride ion 
in the drinking water is known and is less 
than 0.7 part per million (ppm). 

3. Dietary fluoride should be continuously 
available throughout the period of tooth 
formation. 

4. No more than 264 mg. of sodium fluoride 
should be dispensed at one time. 
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5. Concentrated fluoride preparations should 
bear the warning statement;"CAUTION: Store 
out of the reach of children." 

6. Prescriptions should be limited to those 
instances where the parent may be expected 
to follow directions carefully. 

According to the National Research Council (6), the 
acute toxicity of fluoride is estimated at 250-500 
mg. F in children. The ADA recommends that no more 
than 264 mg. sodium fluoride (120 mg. F) be dis¬ 
pensed at one time. A 30-ml. bottle of 'Funda- 
Vite(F)' Drops contains 25 mg F; a 50-ml. bottle 
contains 42 mg F; a bottle of 100 'Funda-Vite (F)1 
tablets contains 100 mg F. Thus, an adequate safety 
factor is provided for each commercial package size. 
In addition, our labeling bears the warning: "Keep 
out of reach of children". 

With regard to safety from side-effects, Arnold (2) 
reports that the use of fluoride dietary supplements 
do not produce any significant mottling of teeth. 
Our own experience in marketing 'Funda-Vite(F)1 over 
the past two years has indicated wide acceptance by 
pediatricians throughout the country. Many 
thousands of bottles have been prescribed without 
any incidence of toxicity. 

In view of the foregoing, we respectfully submit that 
'Funda-Vite(F)' merits acceptance for advertising in the 
A.M.A. journals. Our advertising has already been 
accepted by the American Academy of Pediatrics for ad¬ 
vertisements in "Pediatrics". Our advertising also 
appears in the "Journal of Pediatrics" and "The New 
England Journal of Medicine". 

We should appreciate the Council's review of our comments 
and references. For this purpose, we are enclosing copies 
of the literature we have cited for distribution to all 
Council members. 
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If there are any additional comments or questions, we 
shall, of course, be pleased to offer our replies. 

Sincerely yours 

/s/ 

A. Wolbarsht, M.D., FACP 
Medical Director 

AW:jsr 
Enel, 

cc: John L. Murphy 
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Pediatricians, as leaders in the field of preventive medicine, 
consider the total individual. This should include not only general 
health and development, but also dental status. Therefore, pre¬ 
ventive methods in dental health must be included in pediatric 
care. 

t Repeated well-controlled experiments have verified the advan¬ 
tages of fluoridation as the most effective weapon presently 
available in the battle against dental caries. 

Developmentally, calcification of the first permanent tooth 
begins at birth. It is imperative that supplemental fluoride be 
made available to the infant from the beginning of tooth formation 
and be continued for at least eight years for maximum benefit in 
caries prevention. 

Water fluoridation, when finally available through all munici¬ 
pal water supplies, will still only reach about one-half of our 
population. Other vehicles for fluoride supplementation are now 
available and offer controlled, effective, and safe means of 
administration. 

One such vehicle, recommended at the Massachusetts General 
Hospital, is pediatric vitamin drops. Dr. Allan Butler, Chief of 
Pediatric Service at the Massachusetts General Hospital, in keep¬ 
ing with current nutritional concepts, has recommended limiting 
supplemental vitamins to Vitamin C and Vitamin D for the 
normal healthy infant and child. These vitamins in drops-form 
have been marketed* as "Funda-Vite” and, with the addition of 
fluoride, as ' Funda-Vite(F).” The author urges the use of 
Funda-Vite(F)” in order to assure a controlled daily dose of 

fluoride with minimal effort on the part of the mother. 

t Abstract of paper delivered by Norman Trieger, D. M. D., at New England 
Pediatrics Society Meeting, March 16, I960. 



Fluoride alone is also available* in drop-form for the infant 
and as a special lozenge-type tablet for the older child ("Luride” 
Drops and "Luride” Lozi-Tabs). 

When fluoridated water is not available, it is the responsibility 
of the pediatrician to prescribe fluoride supplements because he 
sees the patient long before the patient sees his dentist. 

* Hoyt Pharmaceutical Corporation, Newton, Massachusetts 
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By Francis A. Arnold, Jr., F. J. McClure, 

and Carl L. White 

Although Sodium Fluoride Tablets Control Tooth Decay in Children, 

This Method Is Not Practical for Large Populations 

An accepted method of controlling tooth 
decay is by drinking water that contains, 
either naturally or by design, optimum 
quantities of fluoride (1). There are situa¬ 
tions, however, in which some other way of 
adding fluoride to the diet would be more 
convenient, and from time to time various 
methods of doing this have been suggested 
(2). The one that has received the most 
serious consideration and study is the daily 
consumption of a tablet containing fluo¬ 
ride. A number of studies have been made 
that indicated that some degree of caries 
prevention resulted from the use of sodium 
fluoride or calcium fluoride tablets, but the 
evidence offered in these reports has been 
rather limited (3-6). 

A report by Wrzodek (7), in Germany, 
presented more recent data on the cario- 
static effects of sodium fluoride tablets. 
The results of this study, even by a pre¬ 
liminary evaluation, are quite extensive 
and provocative. Fluoride tablets were 
given to 13,585 school children for a pe¬ 
riod of four years. During this time they 
were observed and compared with a group 
of 4,975 children who did not take any 
tablets. Inhibition of caries intensity aver¬ 
aged approximately 20 per cent for first-, 
second-, and third-grade children who had 
taken the tablets. 

The fluoride-tablet regime followed in 
the study reported here differed in some 
important ways from those followed in 
previous studies. First, some of the children 

began to take fluoride soon after birth, and 
the majority of them began to use fluoride 
tablets before age six. Second, these chil¬ 
dren were a rather select group, because 
their parents were physicians, dentists, or 
other professional employees of the Public 
Health Service who wanted their children 
to have the best dental care, and these 
children and parents were considered ca¬ 
pable of following instructions consistently 
and exactly. With a few exceptions, all 
families co-operating in the study lived in 
the Washington, D.C., area when they 
started the program. 

Method 

Previous evaluation of drinking water 
consumed by children indicated that water 
containing about 1.0 p.p.m. fluoride would 
give the average child 0-3 years old ap¬ 
proximately 0.4-0.6 mg. daily, in addition 
to the 0.2-0.3 mg. fluoride provided daily 
by the average diet (8). This was, in gen¬ 
eral, the basis on which the supplementary 
fluoride was added. 

At the start of this study parents were 
given concentrated solutions of sodium 
fluoride and told to add a quantity of this 
solution equivalent to 1.00 mg. of fluoride 
to the child’s total daily drinking water. 
After two years it was decided that it would 
be wiser and more effective to find some 
method of distributing fluoride that would 
reduce variation in individual measure- 
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ment and also be more convenient. The so- Kreplaced by tablets containing 
NaF (1.0 mg. of fluoride), 
t was important to be sure that 
mount of fluoride each child 
id not exceed a safe maximum, 

home water ^supplies whose fluoride con¬ 
tents were unknown were analyzed before 
additional fluoride was Started. Whenever 
a family moved, which happened fre¬ 
quently, their new water supply was ana¬ 
lyzed unless its fluoride content was known. 
These analyses were done in the labora¬ 
tories of the National Institute of Dental 
Research, where the study was made. 

A three-month supply of tablets was 
given to each family, and they were told 
to ask for more when the original supply 
was nearly gone. Instructions for the use 
of these tablets were: 

Children 0 to 2 years old: Makeup al! water 
added to any formula and used for drinking 
purposes, by dissolving one tablet in one quart 
of water. 

Children 2 to 3years old: Give one tablet every 
other day. This tablet may be taken directly 
with water, or dissolved in a glass of water, milk 
or fruit juice. To be certain the tablet is com¬ 
pletely dissolved, place it in a glass with a 
tablespoon of water, crush and stir until it is 
completely dissolved. Milk, fruit juice or water 
may be added to make a full glass. Stir the 
liquid. 

Children 3 to JO years old: Give one tablet daily 
as directed above for 2-3 year old children. 

CAUTION: Do not increase these amounts. 
While sodium fluoride is not toxic at the levels 
prescribed, it is toxic in higher concentrations. 
These tablets should not be used where the local 
domestic watei supply contains more than 0.50 
ppm of fluoride, Or where the water is being di¬ 
rectly fluoridated for control of dental caries. 
Keep tablets away from childicn. 

Parents were asked to send their chil¬ 
dren’s deciduous teeth to the Institute for 
fluoride analysis as soon as they were ex¬ 
foliated. Several deciduous teeth from any 
one child had to be collected and pooled to 
obtain enough material for an analysis. 
Sufficient teeth were obtained from thir¬ 
teen children. Mr. W, A. Lee, of the labo- 
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ratory of biochemistry' of the Institute, 
analyzed the teeth for fluoride and the re¬ 
sults were plotted against the mean num¬ 
ber at years they had been exposed to sup¬ 
plementary fluoride. The length of ex¬ 
posure is an estimate based on the interval 
between the date of the first issuance of the 
fluoride supplement and the mean of the 
receipt of each exfoliated tooth in the 
analytic pool. 

Most of the dental examinations of chil¬ 
dren in the Washington area were made at 
the National Institute of Dental Research. 
The parents of children who lived in other 
areas were given definite instructions and a 
standard record form to be filled in by the 
examining dentist. Examination records 
were available for 141 of the 221 children 
who received tablets for one year or more. 
Twenty of these were under four or over 
fifteen years of age and were not included 
in the comparisons, so the data that follow 
were gathered from a statistical population 
of 121 children. 

Results 

Nearly two-thirds of the children began 
to take fluoride tablets before their third 
birthdays and almost all before their sixth 
birthdays (Table 1). The age and sex dis¬ 
tribution of the children was nearly equal, 
and the group was not large; therefore sub¬ 
groups of boys and girls were formed, 
and the data obtained for each individual 
in these groups were combined. There 
were 13 children in the 4 to 5 age group; 56 
in the 6 to 9 age group; 31 in the 10 to 12 
age group; and 21 in the 13 to 15 age 
group. The terms “def” (decayed, sched¬ 
uled for extraction, filled) for deciduous 
teeth and “DMF” (decayed, missing, 
filled) for permanent teeth were used in 
recording the results of this study. Mean 
numbers of def and DMF teeth for these 
subgroups are shown in Table 2 and are 
presented graphically in Figures 1 and 
2, with comparative data for children liv¬ 
ing in Grand Rapids, Michigan, before 
water fluoridation; children with-, ten 
years’ use of fluoridated water in Grand 

■ 
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TABLE 1 

Distribution of Children 

No. Years of Ingestion of 
Fluoride Tablets 

NINO 
Age 1 2 3 4 5 6 7 8 9 10 11 12 13 15 

1 

< i 
1 
2 
3 
4 
5 
6 
7 
8 

4 
2 

1 
1 

3 
5 
2 
2 
1 
2 

5 
3 
1 
4 
1 
2 

3 
3 
4 
2 
1 

1 

6 
2 
1 
1 
1 

1 

9 
3 
3 

2 
1 

7 
5 
2 
3 
3 
3 

3 
1 

3 

3 

2 4 
2 

2 

2 
2 
2 
1 
1 

1 
1 

1 

1 
1 

9 
10 
11 1 

8 15 16 14 12 18 26 10 2 8 8 2 1 1 

Rapids (9), Brantford, Ontario (10), and 
Newburgh, New York (11); and children 
of Aurora, Illinois (9), with lifetime use of 
natural fluoride water. 

Table 3 shows the results of fluoride 
analyses of whole deciduous teeth, com¬ 
pared with findings for similar teeth (sup¬ 
plied by Dr. Leonard Menczer, chief, Pre¬ 
school Dental Health Program, Hartford, 
Connecticut) from children using a non- 

VM 
'»>■ 
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fluoride water. A statistical test of the difi 
ference in the mean fluoride content i»- 
both methods of reportmg the analyses.of 
the teeth, with and without fluoride ex* 
posure, is significant at the 0.01 level. \ 

Dental fluorosis was observed in only 4 , 

of the 32 children examined at the insti--,<1?,' 
tute. These cases were all classified as ques- 
tionable except one, which was very mild. 
No fluorosis was reported in children ex¬ 
amined by other dentists. While the exami¬ 
nation form did not specifically request in¬ 
formation about fluorosis, the examining 
dentists were aware of the exposure of the 
children’s teeth to fluoride. 

Discussion 

Evidence of the cariostatic effect, of 
daily consumption of fluoride tablets in 
this study is necessarily presumptive, since 
the data cannot be compared directly with 
data obtained from a control group. How¬ 
ever, it is obvious from Table 2 that the 
cariostatic effect of the tablets on the chil¬ 
dren in this study is comparable to that 
experienced by children who have used 
community water containing approximate¬ 
ly 1.0 p.p.m. of fluoride from birth. Other 
caries inhibitory or accelerative influences 
were not precluded in the design of the 

TABLE 2 

Mean Number of DMF and def Teeth of Children Who Ingested NaF Tablets and Data 

Reported from Other Studies, after Ten Years of Fluoridation 

and after Use of a Natural Fluoride Water* 

Age 
Groups 

NaF Tablets Aurora, 
Illinois * 

Grand Rapids, Michigan! 
Brantford, 
Ontario f 

Base Line 10 yrs. of F 

dcf ±SE DMF ±SE def DMF def DMF def DMF dcf DMF 

4-5. 1 2 ±0 6 , 
1 8 ±0 4 . 
0 9 ±0.3. . ' 

2.7 
3 4 
1.3 

5.2 
5 8 
1.5 

2.5 
3.1 
1.6 

2.6 
3.4 
1 4 

6-9. 
10-12. 
13-15. 

ftp 6±0 2 
2 2±0 5 
4.5+09} 

W-- 

0 8 
2.5 
3 8 

2.3 
6.5 

11 .0 

1 0 
2.9 
6.7 

0 9 
2 8 
5.0 

* Aurora—a natural fluoride water, 
t Grand Rapids and Brantford—fluoridated water, 
t Five of this group were caries-free. 
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TABLE 3 

Fluortoe Contents or Human 

Deciduous Teeth 

IHOWTION 
of Tablet* 

(Yea**) 

0*. 
0V 

15* 
2.5*. . 
4 50. . 
5 25 
5.42.. 
5 75. . 
6 17. 
6 50. 
6 67. 
6.75.. 
6 75 . 
8 25. 
8 50 . . 

Ask 
(Pk* 

Cent) 

74.95 
79 36 
82.06 
85 50 
85 78 
77 13 
82 68 
81 02 
79.18 
79 60 
81 35 
78.50 
81 29 
83.07 
84 57 

Fluorine in 

Oven Dry 
(Pfcr Cent) 

0.0050 
0 0044 
0 0054 
0 0061 
0 0049 
0 0037 
0 0101 
0 0124 
0 0082 
0 0177 
0 0066 
0.0191 
0.0158 
0 0095 
0 0065 

Ash 
(Per Cent) 

0 0066 
0.0056 
0.0066 
0.0071 
0.0057 
0.0047 
0.0121 
0.0153 
0,0104 
0.0222 
0 0082 
0 0243 
0 0195 
0 0114 
0 0078 

water on deciduous teeth. 

* Deciduous teeth from a non-fluoride area. 
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It seems highly probable from this study 
that fluoride taken daily in tablet form has 
a beneficial effect on the teeth, and such a 
program might be used in places where 
children do not have access to fluoridated 
drinking water. However, the fluoride con¬ 
tent of the home water supply must be 
known. Experience gained during this 
study also suggests that a tablet regimen 
could be used effectively in controlled pro¬ 
grams supervised by health authorities, 
such as school health programs. It is doubt¬ 
ful, however, whether any large-scale or 
community-wide program of caries con¬ 
trol would be successful if tablets were 
used. Although the persons involved in 
this study were, on the whole, a highly 
educated group, only about half of them 
actually continued to give their children 
tablets for the necessary number of years. 

Summary 

The mean numbers of def and DMF 
teeth of 121 children who took a fluoride 
tablet con mining 1.0 mg. fluoride as so¬ 
dium fluoride every' day for an average of 
two-thirds of their lives, were comparable 
to def and DMF data previously reported 
for children of similar ages who drank natu¬ 
ral fluoride water or fluoridated water. 

The regimen of daily fluewide tablets as 
followed in this study did not result in 
dental fluorosis of any cosmetic signifi¬ 
cance. The results correspond with what 
has been observed in the use of drinking 
waters containing 1 ppm fluoride. 

The mean fluoride content of deciduous 
teeth of children taking the fluoride tablets 
was significantly higher than the mean 
fluewide content of teeth of children in a 
nonfluoride area. It also appeared that the 
fluewide content of deciduous teeth .in¬ 
creased slightly and propewtionally with 
the length of time the sodium fluewide tab¬ 
lets were taken. 

Although this study indicates that fluo¬ 
ride tablets seem to be an effective means 
of control, water fluewidation remains a 
more practical and dependable procedure 

for caries control in large population 
groups. (The reader’s special attention is 
called to the report erf the Council oa 
Therapeutics,; (American Dental Associa¬ 
tion, J.A.D. A., S6*589-91, April, 1958.) 

AcatNowixDGMENTS.—Sharp A Dohme, Inc., 
supplied the sodium fluoride tablets used in this 
study. 
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UORIDE INTAKE AND DENTAL CARIES 
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evidence that these factors play an im¬ 
portant role in the etiology of dental 
caries, the present prevalence of the 
disease, referred to above, indicates 
that our efforts to apply this theory in 
practice have not succeeded in reversing 
the upward trend of caries. The para¬ 
doxical situation now exists where the 
U.S. population spends, in addition to 
the tremendous cost of dental restora¬ 
tions, very large sums on so-called ther¬ 
apeutic dentifrices. Besides being effec¬ 
tive, the ideal caries-preventive method 
should to the greatest possible extent 
conserve the time, the cost, and the ef¬ 
forts of the individual, and at the same 
time present no health hazard in its ap¬ 
plication. 

fancy and adolescence. Additional evi¬ 
dence is accumulating which suggests 
that beneficial effects are also obtained 
in teeth already erupted in older chil¬ 
dren and that the benefits extend into 
adult life. While all teeth contain 
some fluoride, the amount depends upon 
the fluoride intake (McClure and Lik¬ 
ins, 1951), primarily during the period 
of tooth development. The fluoride is 
probably deposited in the mineral of 
the dental hard tissues in exchange for 
hydroxyl ions in the apatite lattice, giv¬ 
ing a fluorapatite crystal or a mixed 
fluor-hydroxyl apatite crystal. 

A number of biological effects of 
fluorides have been described (McClure, 
1946). Some of the specific actions have 
been studied in sufficient detail to serve 
as a basis for a quantitative estimation 
of the metabolism and storage of fluo¬ 
rides. 

Acute lethal poisoning from inor¬ 
ganic fluorides has been reported in 
sixty cases reviewed by Roholm in 1937, 
since which .time Smith, Hodge, and 
Cox (1953) have compiled a report on 
a total of seventy-seven deaths attrib¬ 
uted to fluorides. It is probable that for 
the adult a retained dose of 5 to 10 gm. 
of sodium fluoride will be lethal* When 
this figure is compared with the 1 mg. 
ingested daily by an adult who drinks 
a quart of fluoridated water (1 p.p.m. 
of fluoride), a factor of safety of 
twenty-five hundred- to five thousand¬ 
fold is established. In a child, the safety 
factor may be estimated at two hundred 
and fifty- to five hundred-fold. With 
water as a vehicle and the concentration 
at 1 p.p.m. fluoride, fiatai poisoning 
from drinking such water is impossible. 

Growth retardation in children as the 
result of fluoride exposure has not been 
reported. In several species of animals 
—mouse, rat, rabbit, guinea pig, chick¬ 
en, dog, swine, sheep, goat, cattle, and 

If. The efficacy and safety of 
fluoridation 

Reports now available indicate that 
for the general population the fluorida¬ 
tion of public drinking water is more 
effective than any other known proced¬ 
ure in preventing dental decay (See 
table 1). Over 15 million people in about 
900 United States communities are now 
served by public water supplies supple¬ 
mented with 1 p.p.m. fluoride. At the 
same time there are as many communi¬ 
ties,- covering more than three and one- 
half million people, using water supplies 
which by nature are provided with a 
fluoride content of 1 p.p.m. fluoride and 
over. On the strength of these and other 
data, it may now be considered as proved 
that increasing the fluoride content of 
community water supplies to an optimal 
level has a caries-preventive effect com¬ 
parable to that observed in communities 
with naturally fluoridated water. Fur¬ 
thermore, it is becoming evident that the 
maximal caries-preventive effect of fluo¬ 
ride is provided to those children receiv¬ 
ing optimal amounts of fluoride during 
the time the teeth are in the formative 
stage; that is, the period between in- 
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normally, (3) that no detectable altera¬ 
tions will occur in bone structure at the 
recommended level of 1 p.p.m., and (4) 
that there is at least a two-fold factor of 
safety in the matter of mottled enamel, 
a response which in large groups of 
children and in numerous communities 
has been so mathematically related to 
dosage that the prediction can be made 
with confidence that unesthetic mottling 
will not be seen with 1 p.p.m. 

III. Vehicles for flu^idaiion 

The type of vehicle siiitable for the 
administration of fluoride must provide 
a safe and effective means of reaching 
the population most concerned; namely, 
children from infancy* ‘^ adolescence. 
Using the data of McCjfuejje (1943) as a 
guide (See table 2) the « Sr should be 
to supplement the usuatf^Mjride inges¬ 
tion with approximately 1).5 mg. fluo¬ 
ride per day in the one-rtb three-year- 
olds, 0.7 in the four- to six-year-olds, 
0.9 mg. per day in the seven- to nine- 
year-olds, and 1.1 mg. per day in the 
ten- to twelve-year-olds (See tables 2 
and 3) An ideal vehicle should be such 
that 'its consumption would tend to be 
self-limiting; in other words, the capac¬ 
ity of a child of a given age to consume ficle should not exceed the limit 

fe fluoride intake. At the same 
I nutritive value, the usage, and 
Ibf the vehicle should be advan- 

_ fto the largest part of the popu- 
"^ipifbn. fFinally, the vehicle should be 

'tjsfh. that there would be uniformity of 
l^SDofise and ease of regulatory control, 
^Specially since other sources of fluoride 
may already be available. The fluorida¬ 
tion of communal water supplies meets 
these' qualifications. But if supplemen¬ 
tary 'fluoride through other vehicles is 
to be attempted it is imperative that the 
fluoride content of the individual water 
supply, as well as that available in com¬ 
mon foods, be determined. 

Fluoride content of food. The most 
extensive literature survey#.mow avail¬ 
able on fluoride occurring naturally in 
food are those prepared by McClure, 
published in 1939 and in 1949. In the 
latter report, he refers to 41 publica¬ 
tions used as source material. More than 
180 foods are listed. The majority of 
foods such as vegetables, meats, cereals, 
and fruits found in the average diet 
contain from 0.2 to 0.3 p.p.m. of fluo¬ 
ride in the foods as consumed. Notable 
exceptions to this range are seafoods 
and tea. Seafoods are shown to contain 
5 to 15 p.p.m. fluoride as consumed, and 
tea from 75 to 100 p.p.m. fluoride on 
the dry basis. (A cup of tea will supply 
approximately 0.12 mg. fluoride.) Ex¬ 
clusive of drinking water, the average 
diet in the United States is calculated 
to provide 0.2 to 0.3 mg. of fluoride 
daily. 

In a survey by Ham and Smith 
(1950) of dietary fluoride consumed in 
Toronto, the food-borne fluoride was 
found to range from 0.18 to 0.30 mg. 
each day. These values for a limited 
Canadian area are in good agreement 
with the averages stated by McClure. 

No important difference was found 
between the fluoride content of diets 
consumed in Cincinnati and in Arizona, 
two widely separated areas. Clifford 
(1945) observed that wheat grown in 
Deaf Smith County, Texas, a high-fluo- 
ride water area, did not have a fluoride 
content significantly higher than wheats 
grown in other areas. Armstrong and 
Knowlton (1942) measured the fluoride 
content of diets used in the Minnesota 
General Hospital and found that the 
average fluoride intake from such diets 
ranged from 0.27 to 0.32 mg. per day. 
McClure (1943) surveyed the fluoride 
intake of children one to twelve years 
old and calculated that their food con¬ 
tained from 0.1 to 1 p.p.m. of fluoride 
on a dry weight basis and that children 
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The Council on Dental Therapeutics has 
received many inquiries from dentists and 
physicians concerning the administration 
of dietary fluorides on an individual or 
prescription basis. In many instances, the 
practitioner wishes to begin immediately 
to provide the dental benefits of fluoride 
for his children or the children of pa¬ 
tients who do not have access to drinking 
water with an optimum level of fluoride. 

It should be emphasized that prescrib¬ 
ing fluoride supplements is not a substi¬ 
tute for community fluoridation pro¬ 
grams. Fluoridation of a municipal water 
supply ensures the availability of ade¬ 
quate dietary fluorides to all children who 
reside in the area served by the water 
system. Fluoridation is a classic example 
of a public health procedure since it 
serves the entire population, requires no 
conscious and sustained effort on the part 
of the individuals within the community 
and automatically restricts individual 
consumption of the fluoride supplement 
to levels which have been shown to be 
safe. There is increasing evidence also 
that some protection is provided for 
teeth which erupted prior to the use of 
the fluoride-bearing water.1 This finding 
suggests that continued use of the fluori¬ 
dated water provides additional benefits 
perhaps through contact with teeth sur¬ 
faces. 

None of the procedures for individual 
administration of fluoride supplements 
completely duplicates the situation which 
exists when the entire community water 
supply contains fluoride at the optimum 
level. It is not certain, therefore, that a 
child will receive as much benefit 
through conscientious use of prescribed 
fluoride as through residence in a com¬ 
munity where a fluoridation program is 
in operation. Cost per child in the use of 

individual preparations is much greater 
than the pro rata cost of a community 
fluoridation program. The results of 
limited observations suggest that only a 
small proportion of parents will continue 
the conscientious administration of fluo¬ 
ride supplements to children over the 
long periods required in the development 
of caries-resistant teeth. 

Certain potential hazards not asso¬ 
ciated with a community fluoridation 
program may attend the individual use 
of fluoride supplements. It is the opinion 
of the Council that concentrated forms 
of dietary fluorides should be available 
only on a prescription basis because the 
safe and effective use of these prepara¬ 
tions requires professional supervision. 
The careless storage of concentrated 
fluorides in' the home could result in acci¬ 
dental poisoning of children. A further 
potential hazard is the possibility of care¬ 
less or improper administration of exces¬ 
sive amounts of fluorides to young chil¬ 
dren over a protracted period of time, 
especially where the drinking water con¬ 
tains a significant concentration of 
fluoride. Resulting dental fluorosis would 
not be detected until the eruption some 
years later of the teeth that developed 
at the time of excessive fluoride intake. 
Because of their possible misuse and 
probable ineffective use, except under 
careful professional supervision, the 
Council strongly advises against the in¬ 
discriminate distribution of dietary sup¬ 
plements of fluorides. 

In spite of these limitations in their 
use, it may be desirable to prescribe 
fluoride supplements for young children 

I. Hayes, R. L.; Littleton, N. W., and White, C. L. 
Pcsteruptive .effects, of fluoridation on first permanent 
molars of children in Grand Rapids, Michigan. Am. J. 
Pub. Health 47:192 Feb. 1957. 

Reprinted from The Journal of the American Dental Association, Vol. 56, Pages 589-591. April, 1958. 
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in selected instances where there is strong 
motivation on the part of the parent and 
a clear realization of the need for careful 
regulation of the daily intake. This con¬ 
clusion is based largely on presumptive 
evidence, but it is also supported by ob¬ 
servations in a limited number of chil¬ 
dren who were given tablets of sodium 
fluoride and examined over periods of 
time sufficient to reveal any indications 
of dental fluorosis and sufficient to pro¬ 
vide suggestive evidence of the develop¬ 
ment of caries-resistant teeth.2 

It is the opinion of the Council that 
the following principles should be ob¬ 
served in the use of dietary supplements 
of fluorides: 

1. Concentrated fluoride preparations 
should be dispensed only on prescription 
in order that adequate supervision may be 
provided for their safe and effective use. 

2. Supplementary fluorides should be 
prescribed only when the concentration 
of fluoride ion in the drinking water is 
known and is less than 0.7 part per mil¬ 
lion (ppm). 

3. Dietary fluoride should be con¬ 
tinuously available throughout the period 
of tooth formation. 

4. No more than 264 mg. of sodium 
fluoride should be dispensed at one time. 

5. Concentrated fluoride preparations 
should bear the warning statement: 
“CAUTION: Store out of reach of chil¬ 
dren.” 

6. Prescriptions should be limited to 
those instances where the parent may be 
expected to follow directions carefully. 

Use of a bottled water containing 1 
ppm fluoride ion has been suggested as 
most feasible during the first two years 
of life when substantially all drinking 
water is provided at home. This water 
is used also for the preparation of 
formulas and other food. Bottled fluoride 
water should meet established standards 
of sanitary and other quality control. 

Fluoride tablets may be employed with 
least difficulty in localities where the 
drinking water is substantially devoid of 

fluoride. The following prescription illus 
trates their use: 

B Sodium fluoride tablets 2.2 mg. 

Dispense 100 

Label: Use according to written directions 

CAUTION: Store out of reach of children 

Written directions should be provided 
according to the age of the child as fol¬ 
lows: 

(1) Before two years of age. Add one 
fluoride tablet to each quart of water 
used for drinking purposes and for the 
preparation of formulas and other food. 

(2) From two to three years of age. Every 
other day add ohe fluoride tablet to 
an amount of fruit juice or drinking 
water which the child will consume at 
one time. 

(3) After three years of age. Administer one 
tablet each day in an amount of fruil 
juice or drinking water that will be 
consumed at one time. 

Prescriptions of fluoride solutions may 
be used more conveniently in a locality 
where the drinking water contains a 
known significant level of fluoride but 
less than 0.7 ppm. The prescription below 
which specifies 0.132 Gm. of sodium 
fluoride is written for use when the drink¬ 
ing water is devoid of fluoride. However, 
the amount of fluoride may be adjusted 
downward by 10 per cent for each 0.1 
ppm of fluoride ion in the drinking water. 
Thus when the level in the drinking 
water is 0.6 ppm, the amount of fluoride 
in the prescription will be reduced by 60 
per cent, that is, to 0.053 Gm. Similarly 
at a level of 0.4 ppm the amount of so¬ 
dium fluoride would be 0.079 Gm. and 
at a level of 0.2 ppm, the prescription 
would specify 0.106 Gm. 

B? Sodium fluoride 0 I 132 
Distilled water, to make 240 | 0 

Label: Use according to written directions 

CAUTION: Store out of reach of children 

Written directions should be provided 
according to the age of the child as fol¬ 
lows: 

2. Personal communication from F. A. Arnold, Jr. 
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(1) Before two years of age. Add one tea¬ 
spoonful to each quart of water used 
for drinking purposes and for the 
preparation of formulas and other food. 

(2) From two to three years of age. Every 
other day add one teaspoonful to an 
amount of fruit juice or water that 
the child will consume at one time. 

(3) After three years of age. Each day add 
one teaspoonful to an amount of fruit 
juice or water that the child will con¬ 
sume at one time. 

The prescriptions illustrated in this re¬ 
port have the advantage of simplicity and 
this factor may encourage the more con¬ 
scientious use of the supplements. In the 
opinion of the Council, any other pre¬ 
scription procedure should also conform 
to the principles outlined in this report. 
When the drinking water is substantially 
devoid of fluoride, the aim is to provide 
supplements of about 0.5 mg. of fluoride 
ion per day for children from two to three 
years of age and about 1.0 mg. per day 
beyond three years of age. As noted 
earlier in the article, these amounts 
should be reduced appropriately in pre¬ 
scriptions issued for children who live in 
areas where the drinking water contains 
fluoride ion at levels of 0.2 to 0.7 ppm. 
The local or state department of health 
may be able to provide information con¬ 
cerning the fluoride levels of water sup¬ 
plies in ^ts area. 

Since it appears that dietary fluoride 
provides its greatest benefit during the 
period of tooth development, one may 
assume that the child should receive 
adequate fluoride until at least 8 to 10 
years of age. By this age, the crowns of 
all teeth but the third molars should be 
completed and about half of the perma¬ 
nent teeth will have erupted. 

No evidence is available to the Coun¬ 
cil to support the claim that prescription 
use of fluoride will provide dental bene¬ 
fits in adults. 

In its classification program, the Coun¬ 
cil on Dental Therapeutics will now give 
consideration to products containing so¬ 
dium fluoride to be prescribed for use as 
dietary supplements'. These products will 
be evaluated in accordance with the 
standards established in this report and 
in the Council’s Provisions for the Ac¬ 
ceptance of Products. 

Tablets containing fluorides in the 
form of calcium fluoride or bone meal 
have been classified in Group D3 (unac¬ 
ceptable) because it appears difficult or 
impossible to provide an accurately con¬ 
trolled level of “effective” fluoride for the 
patient through the administration of 
these slowly soluble fluoride products. 

3. Current status of dental uses of fluorides, J.A.D.A. 
45:468 Oct. 1952. 
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CORRESPONDENCE AND ITEMS re LETTER FROM DR. ROBERT S. GOODHART of 
THE NATIONAL VITAMIN FOUNDATION 

Comments will be appreciated on the following letter from 
Robert S. Goodhart, M.D. to John H. Talbott, M.D. A reply must be 
drafted for publication with the letter in the Correspondence Section 
of The Journal. 

COPY 

THE NATIONAL VITAMIN FOUNDATION 
149 East 78th Street 
New York 21, N. Y. 

Robert S. Goodhart, M. D. 
Scientific Director 

December 15, 1960 

John H. Talbott, M.D. 
Editor 
The Journal of the American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

Dear Doctor Talbott: 

Dr. Askey’s statements about nutrition and vitamins, which 
appeared on page 1332 of the November 5th, 1960 issue of 
the Journal, were of great interest to me. I was particu¬ 
larly intrigued by his comment that "America has contracted 
a new ailment - vitamania." (Shouldn't this be vitamin- 
mania?) 

The estimated 1960 retail dollar volume of the pharmaceutical 
vitamin business is 525 million dollars. This includes all 
vitamin preparations (e.g. single and multiple vitamins, 
supplemental and therapeutic, hematinics, parenteral) and all 
outlets. The average actual cost to the consumer of 100 
daily multiple vitamin doses is between $4.50 and $4.75. At 
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$4.50 per hundred, one year's supply of vitamins costs 
$16.43 per person. This fixes the maximum possible extent 
of vitaminmania at less than 18 per cent of our estimated 
1960 population of 180 million; however, we know that rela¬ 
tively few people take vitamins every day and that, there¬ 
fore, the number of vitaminmaniacs must be much less than 
32 million. 

Actually, 75.6 million people, or 42 per cent of the popula¬ 
tion, take vitamins and, on the average, they take them only 
133 days out of every 365. Less than one-half of the people 
taking vitamins less than one-half the time hardly fits in 
with the diagnosis of vitaminmania; however, let us pursue 
the matter further. 

In 1960, physicians' prescriptions, written or oral, will 
account for 174 million dollars worth of vitamins and 
another 34 million dollars will be chargeable to hospitals. 
There is left 317 million dollars worth of business 
apparently arising from the direct purchase of vitamins by 
the consumer. This figure is misleading, however, since 
more physicians recommend than prescribe vitamins. A survey 
conducted for the Foundation in 1954 showed that 84.3 per 
cent of the people who took vitamins took them on the recom¬ 
mendation of a physician. Market research studies by the 
Merck Chemical Division placed the figure, in 1958, at 70 
per cent. If we take the latter, more conservative figure, 
and subtract the cost of hospital vitamins from the total, 
we find that vitamins to the value of 147.3 million dollars 
are being purchased annually by the public without medical 
advice. If all of these people were vitaminmaniacs, and 
presumably it is to this group that Dr. Askey referred, the 
total number of individuals in this category could not 
exceed nine million, or five per cent of the population. Of 
course we know that most people who take vitamins are not 
compulsive vitamin eaters. Actually, in 1960, 22.68 
million people will buy their vitamins without a physician's 
recommendation; so, the number of vitaminmaniacs must be 
lower than nine million, although we appear to be approach¬ 
ing the irreducible minimum, now being within the bounds of 
the "lunatic fringe". In this connection, it possibly is 
pertinent that, in 1960, 2.4 per cent of the population will 
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purchase vitamins from door-to-door salesmen (in 1959, the 
figure was 2.92 per cent). An additional 5.9 per cent will 
purchase vitamins from mail-order houses; however, some of 
these preparations have quite reasonable formulas, are 
cheaper than similar products purchased at drug stores, and 
are recommended by physicians. 

Another way to approach this matter is to determine the sub¬ 
groups within the population to which vitamins are going. 
Children from zero to nine years of age constitute 22 per 
cent of the population but they consume 34 per cent of all 
vitamins sold in the civilian market. Even so, only 64 
per cent of them receive any supplemental vitamins. The 
motivation for vitamin use is the physician's recommendation 
86 per cent of the time (91 per cent for children under 5 
years of age). 

The group from 10 to 34 years of age comprises 36 per cent 
of the population but accounts for only 25 per cent of 
vitamin consumption. Only 29 per cent of this group takes 
any vitamins and 58 per cent of the time this is on the 
recommendation of a physician. Persons 35 years of age and 
older comprise 42 per cent of the population and 41 per cent 
of them consume 41 per cent of all vitamins marketed. Sixty 
per cent of the vitamins taken are taken on the recommenda¬ 
tion of a physician. 

At the ages of 10-14 there begins a marked drop in vitamin 
usage, apparently associated with the child’s escape from 
the care of the pediatrician. This drop continues to ages 
20-24, at which time it reaches a low of 16.6 per cent more 
or less regular usage. This time of life coincides with 
the period of lowest incidence of disability, least concern 
about health and least contact with physicians. Unfortu¬ 
nately, it also includes a period of very rapid growth and, 
for women, of reproductivity and lactation. These are the 
ages when the diets of many females are the cause of much 
concern to nutritionists. At ages 25-29 the use of vita¬ 
mins begins to increase, coinciding with an increasing 
incidence of disability and visits to the physician. 
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By far the most important influence determing the use of 
vitamins is that of the physician. I can see no reason 
for concern over vitaminmania as a public health problem, 
nor can I see any reason for coining the term. I think 
that there has been an abuse of therapeutic vitamin pre¬ 
parations, primarily by physicians and due to their 
failure to distinguish between therapeutic and supple¬ 
mental, or maintenance, formulas. The Journal could 
perform a real service by repeatedly emphasizing the 
distinction. 

I do not agree with the philosophy expressed in the 
following paragraph which appears on page 1322 of the 
November 5th, 1960, issue of the Journal: 

*The modern processing of foods, expedited 
transportation, and refrigeration exclude 
almost all possibilities of vitamin deficiency; 
it would appear sensible, therefore, for the 
housewife and the restaurateur to take over the 
responsibility of providing a well-balanced 
meal and for the physician to assume the respon¬ 
sibility for prescribing vitamin supplements in 
potential or frank deficiency states." 

Does this mean that the physician should not concern him¬ 
self with the prophylactic aspects of nutrition, but 
should confine himself to the treatment of the obviously 
ill? 

Sincerely yours, 

fa/ 

Robert S. Goodhart, M.D. 
Scientific Director 

RSGrRDG 
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CORRESPONDENCE AND ITEMS re FELLOWSHIPS IN CLINICAL NUTRITION 
SPONSORED BY THE NUTRITION FOUNDATION, INC. AND THE COUNCIL 
ON FOODS AND NUTRITION - COMMENTS ON THE PROGRAM 

The Council members will be interested in the following 
letter from Gilbert B. Forbes, M.D. of the University of Rochester 
to Robert L. Jackson, M.D. Comments are requested. 

COPY 

THE UNIVERSITY OF ROCHESTER 
SCHOOL OF MEDICINE AND DENTISTRY 

and 
STRONG MEMORIAL HOSPITAL 
260 Crittenden Boulevard 
Rochester 20, New York 

December 21, 1960 

Dr. Robert Jackson 
Professor of Pediatrics 
University of Missouri 
School of Medicine 
Columbia, Missouri 

Dear Bob: 

I am writing to discuss with you a situation which has 
concerned me. This is the fellowship program for 
Research in Clinical Nutrition which is offered by the 
Council on Foods and Nutrition of the A.M.A. 

I happen to be a member of the Honors Committee of our 
school and have had some experience in setting up summer 
fellowships for our medical students. Each summer we 
manage to provide for forty summer fellowships for our 
students, the support which comes from various sources. 
By comparison with these fellowships, the program offered 
by the Council on Foods and Nutrition seems most inadequate 
(only ten are offered for the entire country) and requires 
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an extraordinary amount of work to be done in submitting 
the proposal. Furthermore, a considerable length of time 
elapses between initiation of the proposal and the final 
decision of the grantor. 

It seems to me that such a program adds very little to the 
overall scene as it pertains to medical student summer 
fellowships. I want to ask you, as a member of the Council, 
whether some thought could be given to revising the pro¬ 
gram in order to make it broader and more easily available. 
Could you, for example, consider the possibility of select¬ 
ing ten medical schools each year and ask each of them to 
propose a candidate for fellowship, which could then be 
selected by the Council so that all would participate in 
the due course of time. Another suggestion is for the 
Council to increase the total number of fellowships avail¬ 
able so that more schools could participate each year. 

I thought I would pass these thoughts along to you for it 
seems to me that summer research fellowships for medical 
students are very desirable, and that the present 
facilities should be expanded and made more easily avail¬ 
able. It's nice to have these awarded on merit basis; but 
in the last analysis, the poor student could conceivably 
gain as much from such an experience as the superior 
student. 

With seasons greetings, 

Sincerely yours, 

/el 

Gilbert B. Forbes, M.D. 

GBF: mj s 
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Do you vote to adopt the following: 

Report.- 

1. "THE TWO MINUTE STORY OF THE QUIET MIRACLE...AND ITS CON¬ 
TRIBUTION TO YOUR HEALTH" - 20th ANNIVERSARY OF ENRICHMENT LEAFLET - 
BOOKLET by the WHEAT FLOUR INSTITUTE, CHICAGO (F60B,322, F61A,6): 
that this booklet entitled, "The Two Minute Story of THE QUIET 
MIRACLE... and its Contribution to Your Health"- 20th Anniversary of 
Enrichment Leaflet by the Wheat Flour Institute be considered by 
the Council as being consistent with current authoritative medical 
opinion with due consideration being given to all comments of 
Council members? 

Yes 

2. "ARE YOU TOO BUSY TO NOTICE?...THE QUIET MIRACLE ENRICHMENT" 
(AD NO. 2) - EDUCATIONAL FOOD ADVERTISEMENT by the WHEAT FLOUR 
INSTITUTE, CHICAGO (F60B,323, F61A,7): that this advertisement 
entitled, "Are You Too Busy to Notice?,..The Quiet Miracle Enrich¬ 
ment" by the Wheat Flour Institute be considered by the Council as 
being consistent with current authoritative medical opinion with due 
consideration being given to all comments of Council members? 

Yes 

3. "THE QUIET MIRACLE ENRICHMENT" (AD NO. 3) - EDUCATIONAL 
FOOD ADVERTISEMENT by the WHEAT FLOUR INSTITUTE, CHICAGO (F60B,324, 
F61A,8): that this advertisement entitled, 'The Quiet Miracle 
ENRICHMENT" by the WHEAT FLOUR INSTITUTE be considered by the 
Council as being consistent with current authoritative medical 
opinion with due consideration being given to all comments of Council 
members ? 

Yes 
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Report (cont.).- 

4. "BIOCHEMICAL APPRAISAL OF THE VITAMIN NUTRITIONAL STATUS 
£ IN MAN" by WILLIAM N. PEARSON, PH.D., NASHVILLE, TENN. - AN ARTICLE 

FROM THE SYMPOSIUM ON "CLINICAL NUTRITION" (F60B,337, F61A,10): 
that the paper entitled, "Biochemical Appraisal of the Vitamin 
Nutritional Status in Man" by William N. Pearson, Ph.D. be considered 
suitable for publication? 

Yes 

Any discussion on the following: 

Supplemental Report.- 

5. "EGGS...AND THE FAT RECOMMENDATION IN CURRENT DIETARY 
THINKING" (AD NO. 2699) - EDUCATIONAL FOOD ADVERTISEMENT by the 
POULTRY AND EGG NATIONAL BOARD, CHICAGO - REVISED (F60B,280,312, 
F61A,14): that this revised advertisement entitled, "Eggs...and the 
Fat Recommendation in Current Dietary Thinking" by the Poultry and 
Egg National Board be considered by the Council as being consistent 
with current authoritative medical opinion with due consideration 
being given to all comments of Council members? 

Yes 
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Supplemental Report (cont.).- 

6. "EGGS...THEIR GREAT VALUE IN INFANT AND CHILDHOOD 
NUTRITION" (AD NO. 2700) - EDUCATIONAL FOOD ADVERTISEMENT by the 
POULTRY AND EGG NATIONAL BOARD, CHICAGO - REVISED (F60B,282,313, 
F61A.16): that this revised advertisement entitled, "Eggs...Their 
Great Value in Infant and Childhood Nutrition" by the Poultry and 
Egg National Board be considered by the Council as being consistent 
with current authoritative medical opinion with due consideration 
being given to all comments of Council members? 

Yes 

7. "EGGS...HOW MANY...HOW OFTEN?" (AD NO. 2701) - EDUCATIONAL 
FOOD ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, CHICAGO - 
REVISED (F60B,284,314, F61A,19): that this revised advertisement 
entitled, ,fEggs...How Many. ..How Often?" by the Poultry and Egg 
National Board be considered by the Council as being consistent with 
current authoritative medical opinion with due consideration being 
given to all comments of Council members? 

The nutrient contents of two eggs as given in page 20 is at variance 
with those given in other statements of this series. Reference to 
the source of information is not given in this advertisement but is 
given in the others. Can we request consistency? 

1 
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Supplemental Report (cont.).- 

8. "EGGS...RETAIN THEIR MERITED PLACE IN THIS PRESENT-DAY 
PICTURE OF SCIENCE-GUIDED NUTRITION" (AD NO. 2702) - EDUCATIONAL 
FOOD ADVERTISEMENT by the POULTRY AND EGG NATIONAL BOARD, CHICAGO - 
REVISED (F60B,286,314, F61A,21): that this revised advertisement 
entitled, "Eggs...Retain Their Merited Place in this Present-Day 
Picture of Scince-Guided Nutrition" by the Poultry and Egg National 
Board be considered by the Council as being consistent with current 
authoritative medical opinion with due consideration being given to 
all comments of Council members? 

Yes 

Any comments on the following: 

Correspondence and Items.- 

9. FUNDA-VITE (F) of the HOYT PHARMACEUTICAL CORPORATION, 
NEWTON, MASS. (F60B,268,276, F61A.23)? 

Although I have some sympathy for this approach, I am not satisfied 
that the Council should approve this particular preparation. If this 
is done, there will undoubtedly be other more difficult evaluations 

\ 
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Correspondence and Items (cont.).- 

10. LETTER FROM DR. ROBERT S. G00DHART of THE NATIONAL VITAMIN 
FOUNDATION (F61A,31)? 

This is a very difficult letter to reply to. I believe that the reply 
should reaffirm and restate Dr. Coodbart's statement on page 34 -- "there 
has been an abuse of therapeutic vitamin preparations, primarily by 

ti physicians . I, also, believe that some issue should be taken with 
his position stated in the last three sentences of his letter. 

11. FELLOWSHIPS IN CLINICAL NUTRITION SPONSORED BY THE 
NUTRITION FOUNDATION, INC. AND THE COUNCIL ON FOODS AND NUTRITION - 
COMMENTS ON THE PROGRAM (F61A,35)? 

I think that the request of Dr. Forbes is a very reasonable one. I 
would hope the Council could make these fellowships as easily and readily 
available as others now are. 

Any other comments? 

NAME DATE January 28, 1961 
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Philip L. White, Sc.D. 
director WHITEHALL 4-1500 

January 12, 1961 

Dr. Robert E. Shank 
Dept, of Preventive Medicine 

and Public Health 
Washington University 

School of Medicine 
Euclid Avenue and Kingshighway 
St. Louis 10, Missouri 

Dear Bob: 

The enclosed information covers the meeting 
that we had in Washington and is background 
for the meeting in New Orleans. Additional 
information will probably be sent so that 
you will have it by Monday or Tuesday of 
next week. 

You have a confirmed reservation in the 
Royal Orleans Hotel for the evening of 
January 19th. We plan to have our meeting in 
this hotel so that there won't be any problem 
in getting from the hotel to the meeting. 

If you have any questions, please call. 

Best regards, 

Ogaen u. jonnson, Ph.D. 
Assistant Secretary 
Council on Foods and Nutrition 

OCJ:au 
Enel. 



CLOSING COMMENTS: 

PANEL DISCUSSION OF TEACHING NUTRITION IN MEDICAL SCHOOLS; 

PR. HARTROFT: 

though dietary histories are difficult to take, it 
is still true that they can play an important part in the 
diagnosis of disease, the fact that they are important 
emphasises the need for better instruction and better 
development of new techniques that can provide the information 
that the physician requires when he Is treating the case. 

PR. K&KHL: 

Information regarding eating habits, change in 
weight, etc., all can play a part in diagnosis and should 
be followed up. Training that can provide the physician 
with necessary background information for not only 
collecting information but interpreting is necessary. 

DR. OLSON: 

Absolute accuracy in collecting diet information 
is not necessary, but general trends and concepts regarding 
nutrition should be obtained from patients as a routine 
matter. 

PR. HBGSTBD: 

In order to describe the reasons for having nutrition 
taught in medical schools, some concern should be given to 
reasons why there is no reason for this type of training. 
At least some individuals would feel that this area should 
not be stressed. It is difficult to say whether the 
problem can best be handled by individuals interested in the 
subject or by integrating tha material into the various 
areas of medicine. It would appear that it could not best 
be solved by setting up departments of nutrition. 

DR. SMITH: 

The answer to the problem is probably best reflected 
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In discussing each of the areas of medicine with individuals 
principally interested in that area. While those interested 
in nutrition frequently point out the poor quality of work 
and careless techniques regarding nutritional problems* 
individuals in other areas of medicine probably see the same 
results with the same Individuals. A careless individual 
is probably careless in all areas of his work. Perhaps the 
best means of improving nutrition is by improving the 
teaching quality and teaching of this subject, the area 
of nutrition is particularly important, however, since it 
is the one area of medicine that has fallen prey to quacks 
and pseudo*scientists. The physician should be able to 
combat these Individuals or at least to give intelligent 
information to the patient who comes in with the suggestion 
that certain food patterns or food supplements can 
effectively cure diseases. 

PR. JACKSON: 

It is quite obvious that the same program cannot be 
set up for each school, but that individual programs which 
best fit the faculty and student body in regard to teaching 
nutrition should be organized. There is an implication that 
in each case the most important opening is in relationship 
to an individual, be he in the Dept, of Biochemistry, 
Internal Medicine, Pediatrics, etc., who la Interested and 
qualified in the area of nutrition and is interested in 
attracting both students and his teaching colleagues to 
the role of nutrition in medicine. 

PR. 0LSQR: 

The basic problem appears to be one of obtaining 
trained and interested individuals. These individuals should 
be teaching nutrition at the clinical level since the interest 
of the medical school is to prepare excellent clinicians 
who will go out and practice medicine in the area of need, 
and basically a good physician is a well* trained physician. 
The physician haa stayed away from dietetics and this general 
area of nutrition because of failure to understand and to 
adequately comprehend what value this could be to him in 
his practice. The use of Joint appointments between groups 
such as school of public health nutrition departments and the 
college of medicine can prove to be of value. Such Joint 
appointments offer an opportunity to apply nutrition in the 



various areas of medicine 

More attempts should be made to correlate physiology, 
enzymology, and biochemistry to clearly point out functions 
and relationships. For example, the relationship between 
dietary intakes of a given vitamin, thecf feet of this vitamin 
within the metabolism of the body, and the effect of 
disruption of this metabolism or reduced intake of 
vitamins. All should be interrelated. 

DR. HAND* 

Biochemistry am prove to be the best basic source 
of information in regard to medicine. However, it would 
probably be best to deviate from the classical teaching of 
biochemistry and orient medical biochemistry and the 
nutritional aspects of this biochemistry to diseases and 
metabolic disorders. Also, rather than be designed to 
supply Information on the various nutrients, more emphasis 
should be plaeedm foods and their relationship to diet^on 
protein, fat, carbohydrate, which is generally done in 
current teaching procedures. 



SURGERY (Doctor Tidarick) 

We'd like to esk ourselves after 25 years of this 
kind of exposure how much has rubbed off on medical 
students, this we cannot assess. We can only get two (2) 
guesses of what we are trying to survey, this being 
referred to earlier hers today only tells us one aspect 
and that is their ability or facility in miltilsting 
certain kinds of symbols in objection of examinations and 
that is a rather shakfcy way to judge how much of the 
information having to do with the basic aspect of 
nutrition, have been part of medical students. 

At the State of University of Iowa, I suppose the 
students received no more or no less than most of the 
other medical students today. More-or-less the actual time 
is devoted to aspects in nutrition in medicine and pediatries. 
I've been asked to comment on it in teaching of surgery. 
There certainly have been recognition in the past decade 
that the very^toTe that nutrition plays and the necessity 
at least that some nutritional grasp on the part of medical 
officers in dealing with complicated surgical procedures. 
The surgeons and surgeon specialists have been less concerned 
with the recognition and consideration of the specific 
deficiency studies and more concerned with the preventive 
defects in dealing with mal-nutrition and particularly in 
patients with long and continued periods of advanced 
gastro-intestinal breakdown. We certainly have these 
categories of patients very generously represented in the 
University hospital's population. The surgeon today, in 
dealing with these, must provide for a complete substitute 
in terms of water, minerals, vitamins, protein, fat and 
carbohydrates sometimes for days or even weeks on end. 

There's been a great increased interest in metabolic 
response to the major operations in the past decade and to 
increase perception and difficulties of medical surgeons. 
University hospitals and departments of surgery do talk daily 
in rounds and conferences about water and minerals and 
calories; they sound like dietitians. Those especially who 
deal with gastro*intestinal disease and surgery of infants 
more than others. As far as the student^ education, I'm 
certainly glad to teach with what he thinks is important 
and also disregard what he thinks is of little importance. 



SURGERY (2) 

It Is found desirable in the initial course in surgery 
which is given in the sophmore years some 30 to 32 hours 
long, to talk about this gigantic art in terms of review. 
They have to call together things the students have 
already received in biochemicals and physiology. Metabolic 
response to surgical operations have been Illustrated and 
all of these tilings are Illustrated with patients; and then 
specific modalities are demonstrated and various needs of 
providing nutrition, supplements, formulas, composition, 
preparations and feeding techniques are demonstrated, the 
remainder of the applications of nutrition apply to daily 
contacts the students receive in wards and conferences 
and clinics. He is anxious to see the homely, practical 
applications that contemporary hospitals of nutrition 
serve. But — at the same time *- (Ms student develops 
me simultaneous skepticism and he learns crSdely to 
differentiate hospitals and dietitians. Yhe dietitians 
must participate in conference, Grounds and discussions. 
If the dietitian* s chair is centered or chair and desk is 
centered, they can cry into the wilderness until doomsday 
and there will be no change as far as the incorporation of 
formula dietitians into an already bulging medical 
curriculum. So, 1 think in our discussion as far as the 
surgical teaching in nutrition is concerned we have to 
differentiate between nutrition and dietitians, recognise 
(hat we need more applications for dietetics in the bedside 
of the clinics and it must be done by the dietitians 
participating in a dignified way at the place where nutrition 
is concerned — at (he patient's bedside. 



OBSTETRICS AMD GYHECOLOCY (Dr. McCnltv) 

As far aa the teaching of nutrition in regard to 
obstetrics and gynecology, it can pretty well be sunned up 
in terms of practice. First, one has been related to weight 
control and the emphasis diat has been placed on weight in 
control in pregnancy. The obstetrician has done s good job 
in this area within certain limitations. This is about as 
far as the obstetrician has gone. When it comes to the 
concept of getting adequate nutrition, this has usually 
been a matter of writing a prescription and this applies to 
pregnancy. Certainly this is a period in which additional 
control is placed on the patient and as s result of this, 
there is an opportunity to capture an additional say about 
5 million women a year. This is the number of patients that 
come to doctors, practitioners, specialists and the like each 
year in this country. 1 think la general there is another 
thing that Z might like to add — that the teaching of 
nutrition as it is in the undergraduate and in the post* 
graduate level both residency trained and also refresher 
course training for your long*time graduates is that nutrition 
is considered a 'dirty word." It is basically acquainted with 
dietetics and even as we have come along the table in discussion 
there has been emphasis on the diet aspect without thinking in 
terms of other asms that are necessary to provide a nutritional 
diagnosis of the patient or actual dsflclencles. I know of no 
laboratory in the state of Texas at the present time in which 
it is possible to get a serum ascorbic add determination as 
an example. X would suspect that this is probably true in most 
of the states. The biochemical arm is a clinically 
useful tool, but is not available except under research auspices 
in many areas. Certainly the points that Dr. Griffith brought 
out in relationship to lack of clinical background is true in 
our area and others, this is both in respect to the normal 
as well as the abnormal. Because of ay own personal interest 
in it, I aa now giving the course in nutrition and biochemistry 
and nutritional aspects. I am also giving it in medicine. 
This is because of an individual situation, but 1 think it 
exemplifies the technique which the pre-cllnical people can 
use to bring nutrition back to the student .5o Next, the thing 
that is involved is what facilities atom we have in terns 
of our curriculum to stimulate student interest in the under* 
graduate program. Many of our curriculum are lacking in 
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flexibility in which s period of tine for special training is 
svaliable. In our own institution we have an allocation of 
46 hours which is added in bits and pieces not including 
the elective tine in which nutrition in one fora or another 
can be taught. But these 46 hours are spread out and given 
in almost all of the departments. The major emphasis pre- 
elinically is in biochemistry. The major emphasis clinically 
is in the area of pediatries. It seems that the unique 
opportunity in 46 hours and what we should have done in 46 
hours is a correlation that involved both the pro-clinical 
and clinical areas. The nutritional education is being 
dispensed by the drug detail man and is being dispensed so 
that as long as this is the easy way aa others mart ioned, we 
have a battle in this regard. Others have mentioned the 
feet of stature! Too often nutrition Is related to dietetics 
and diststisns cooking. It would be far better if nutrition 
was treated as s single subject relating to diet therapy and 
in clinical nutrition the physician does not seam to want to 
be too closely associated with the dietitians cooking in 
foods. 

On our staff wa do aae nutrition situations which, 
if not deficiencies, are borderline on it. Every once in a 
while in Che surgical line are cases of hrokendown wounds or 
wounds that fail to heal. This is known as the protoplasm 
syndrome. I don’t know how to define protoplasm syndrome, but 
we are looking at it aa a possible nutritional problem. 

When we move into the research emphasis in the 
general field of obstetrics and gynecology, I can of course, 
recall three or four Individuals in the field of obstetrics 
and gynecology who are working in the nutritional aspects. 
Other emphasis has bean placed in our field and in othem, 
and these people are sort of lone wolves in a variety of ways. 
Resident staff in our institution don't know anything about 
diet therapy — students don't know anything about diet therapy. 
If it ware dependant on the law they could probably get a 
passing mark on the national board in regard to outlining in 
terms of carbohydrate, fat, and protein breakdown. We have 
failed In the two institutions that I have been in, in not 
having house officers who really have any interest and 
understanding of the nutritional management of the patient. 
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The interest in nutrition in the students ability 
in areas of nutrition and diet therapy will be placed upon 
those of the faculty and staff* We must interest our 
students in these areas but perhaps first we must increase 
the staff interest so that we have individuals interested 
and capable of presenting useful and valid information. 



PREVENTIVE MEDICINE (Dr. Shank) 

In terns of locus concerning oneself with diet 
and health, I think the Department of Preventive Medicine 
is a good choice. Dr. Krchl Indicated that this is an 
individual matter with the patient, and this is of course 
correct but there are lots of things most of our medical 
students don't seem to know by the time he gets it — 
about what an adequate diet is and this of course, is 
their opportunity. There are many places in which you can 
do this in parts of the curriculum; they can be given in 
the Department of Medicine. 

Most departments have responsibility for teaching 
of blo-statlstics. This teaching la our school is done by 
bio*statisticians, but they on the other hand require certain 
data with which to work with other students. One cf the 
things I have found useful is the utilisation of the 
nutritional experimentstion. One good example has to do 
with the requirements of the specific nutrition and the 
results of a variety of experiments. The principles that 
are originally from studies of infectious disease now 
applies well to the other types of disease. In trying to 
demonstrate this to the student there is nothing better 
than the data from nutrition surveys. 

Now, many departments of preventive medicine at 
the moment are evaluating in a variety of teaching efforts 
as related to the community. Now this may be done on the 
family health program ftp one kind or another. In either 
instance there is again a real opportunity to get student's 
attention and some evaluation of it in teams of evaluating the 
patient's total problem. Moreover in the out-patient depart¬ 
ment, there is an ideal opportunity to get the student 
concerned with the problem of obesity which is the largest 
nutritional problem with which they deal with and to get 
them to obtain some concept of when weight reduction is 
fully required. One of the tilings that continues to 
strike me is that medical students can talk about calftrie 
diets but they have little knowledge about these diets. This 
just gives them an opportunity to canter again on what 
requirements should be. These are just examples but again 
I think that a department of preventive medicine really has 
an ideal opportunity to teach nutrition. 



CHEMISTRY (Wendell Griffith) 

Z would like to present this in terns o£ what X 
Hvtr»v the objectives of our chemistry department should be 
and Its Inclusion In nutrition and the teaching of bio- 
chemistry to the medical students. The extent to which the 
subjectlves are realised In the experience, and because 
these objectives are not realised some of the problems that 
I think are Interfering with this realisation. 

First, the type of teaching which would give a 
knowledge of the nature and composition dt food stuffs with 
special reference to nutrients; the role of these nutrients 
along with the dietary sources of the nutrients and their 
inter-relationships. 

Secondly, the relation of food to growth and 
development which would mean the biochemical basis which 
would lead to preliminary presentations of this material 
into the departments of obstetrics, etc. 

Third, the recognition of knowledge and recognition 
of specific nutrients within various nutritional deficiencies. 
1 am listing seme of these separately in order to emphasise 
them. 

Fourth, the recognition of the role of nutrients 
in so-called chronic diseases, disease of the elderly 
including causes of nutrient deficiency, that don't give 
rise to deficiencies and the difficult question of balance 
of nutrients. 

Fifth, a special nutrient requirement for nutritional 
re-generation and consistencies, the toxicities of infection 
or environmental or industrial toxic products. This would 
include requipments during disease or during surgery and 
particularly the nutritional requirements in re-habllitation 
after wasting diseasas. 

Sixth, the relation of the composition of the diet 
to the problems of intestinal tract including the matter of 
bulk in the diet and effect on hydrogen ion changes, as 
relatad to the micro-flora. Also, the factors that prevent 
well being in many people regardless of the changes, and 
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lastly the role of special diets of diseases, such as 
carbo-hydrate in diabetes, etc. Certainly these 
objectives are far from realised and in giving any 
reasons for this failure, Z of course, would include 
vy inadequacy as a teacher as Number One. 

The only opportunity for the teaching of 
biochemistry by a biochemist has been in the first 
semester of the first year attended at the UCLA. 
Teaching as you all know is difficult because medical students 
are in such confused state with entering medical school and 
then they are so frequently overwhelmed with the courses that 
sometimes one wonders if they stop to think that they are not 
going to practice medicine. One aspect of this teaching which 
I think it generally well done, has to do with this role 
of nutrients as co-factors, and metabolism, and this is 
one point where it is difficult to tell just what is meant 
by nutrition teaching because one could include intermediary 
metabolism as nutrition or one could exclude this largely 
upon the teacher. I am aura that many of those who are 
biochemists and are discussing enzyme systems would feel it 
completely beneath their dignity to relate these matters to 
food, but a discussion of vitamins for instance as co-factors 
is related to their role aa nutrients in foods. 

The third source of difficulty and this would be 
the difficulty! think, that would apply to all of the 
subjective#, except the first one which has to do with 
chemistry in food and metabolism; the difficulty that 
biochemists find in talking about even the basic principles 
of the role of food stuffs. 

Now this is then one of the problems that tend 
to Interfere with the realization of the subjectives. Other 
problems have to do with attitude. 1 would list these as 
follows: 

First .. Attitudes that teachers of basic science 
as related to subjects commonly called dietetics and diet 
therapy. The very serious difficulty that one could easily 
overcome which is our failure to associate food stuffs with 
nutrients, food stuffs with rehabilitation after wasting disease. 
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(There is an advantage of talking about foods In terms of 
these other aspects of nutrition.) Attitudes of not being 
milling to talk about matters that involve cooking. 

As far as the clinical attitudes, one of the 
most serious is what X mould call * with all due respects — 
a muddled approach to nutrition, Another attitude which 
mould effect particularly the clinical departments mould be 
this tendency to put responsibility for tills teaching to 
other teachers. Then there are some general attitudes that 
effect all of us as teachers of students and consumers of 
food. These are important too, because these apply to people 
mho are in the medical school, and this has to do with 
general attitude towards Foods and Nutrition. The problem 
of food additives in Itself Is a stumbling block, because 
people mho are responsible for the chemicals in food. Xt 
makes them have less confidence because it is some asset 
to list the dangers, and alleged dangers of chemicals of 
all kinds in foods. This becomes a very serious matter when 
this is pointed out by the pressure groups in the food 
industries and people who are concerned with the sale of 
meat, with soups, with fats, etc; as not all of this teaching 
is consistent. This tends to confuse the consumer, and make 
him wonder if he can trust anyone who talks about food. Xt 
seems to me that this might not be serious but it is one of 
the stumbling blocks; the lack of confidence with those who 
talk food and what does constitute a good diet. Also, those 
people interested in nutrition mho talk about only what is 
wrong nutritionally and relate nutrition to dental disease. 
Do people think we have failed, and that we have missed-the- 
boat completely? Have we left this area open to those who 
have attempted to sell special products and treatments to 
the public? Xn order to do a good job in teaching nutrition 
one must be aware of the many attitudes that have been 
mentioned; an awareness of these can assist one in planning 
programs and courses which will give the student a good 
background and those areas of nutrition which will be most 
available in his practice. Frequently, theimprovement is 
related to the individual, to the faculty member but can 
present interesting and valid information. 



CHEMISTRY (Or. Pay) 

Naturally with my interest In nutrition, what we 
did in my course was a good basic series of lectures and 
acne laboratory experiments in nutrition — whether the 
students profited by it, X don't know. For one 3-year 
period back in the early 1950's, I was a member of the 
Biochemistry Department of the National Board of Medical 
Examiners and helped make up some of these "instruments of 
torture" that are forced on medical students or on medical 
graduates. 1 believe there are always five members of 
that Panel. One of them seemed to be interested in fats, 
and lipids, and fat metabolism, and he didn't seem to have 
an interest in anything else. 

One man seemed to feel that all of biochemistry 
was ensymology, specifically the enzymology of the krebs, 
cycle. A person had written a question about methionine as 
an essential amino acid, and he didn't seem to know anything 
about this. But this very astute man was an expert on 
electrolyte balance and minor elements in blood and blood 
gas. And there was one man chose aim in life was to 
teach blood clotting in biochemistry. I don't know whether 
it is possible to teach medical students nutrition or not. 
At least many of the students that X tried to teach bio¬ 
chemistry to frankly said that when they got to the final examl 
nation "now thank God X can forget all of this useless 
information." Perhaps that's only characteristic of students 
in Arkansas. Me did develop some laboratory experiments 
in our course in biochemistry a few years before I left 
Arkansas — some animal experiments, a few on the students 
themselves, ascorbic add loading tests, and things like that 
I think are of value. Unfortunately there doetf&'t seem to be 
a good laboratory manual available that can be used for 
hboratory teaching of nutrition in medical schools. Every 
man has to design his own. Somebody who desires to write 
a book might do that. I don't know whether my comments have 
any value or not. I'm not too happy with ray 32 years. I'm 
afraid that they forgot everything that they learned. 



PATHOLOGY (Dr. Hartroft) 

X think perhaps if X nay, sir, X would like to 
speak a little bit on my feeling about the teaching of 
pathology of nutrition the way it probably is dealt with 
in many schools and perhaps a little about what we do. X 
didn't do very much homework for this meeting, but out of 
curiosity 1 looked in a number of textbooks that I know 
are widely used — 10 — and half of these do not even have 
a chapter on pathology of nutrition. The other half have 
a chapter on this but it's old and general, and doesn't go 
into the pathology of deficiency, amino acid imbalance, 
and this sort of thing. Also, most of these textbooks 
you know run around 1,000 pages and where there is a 
chapter on pathology of nutrition In some form or another 
as such it never is more than 10*15 pages long. Another 
thing X was interested in running through the abstract of 
the survey and every year it talks about nutrition being 
taught by a department of medicine, department of biochemistry 
sometimes pediatries; pathology was mentioned in only one 
instance. 

As far as X know, pathology of nutrition is not 
being taught as such in any place in the country, and 
looking through the National Board of Examinations, fiacre 
are several sections that apparently deal directly to 
nutrition. These ere included in pediatries, medicine, etc. 
Whether some of these would include some information on 
pathology, X do not know. This would depend on the questions 
in general teaching. The teaching of pathology of nutrition 
la neglected. 

In research X don't think this is the case. 
Because X locked up the programs of the last couple years, 
X think there is a good representative there of research 
going on in the country on various aspects of pathology of 
nutrition. This work has baan perhaps a little one*aided 
or lopsided in the field of seleroala and then more recently 
cardiovascular disease. A lot of academic courses contain 
some reference to this material, but apparently I suspect 
X am not including very much in undergraduate courses. 
Earlier this week I took up a liver biopsy from e patient 
and it turned out that this woman had lived on $35.00 every 
two weeks for 1 don't know how many years. The resident 
presenting the ease said that her diet was very bad because 
file didn't have enough money to buy anything so then 1 
•eld well, what was her protein-carbohydrate intake. Oh, 
he didn't know that. Some say it's too difficult to take 
nutritional history. I doubt it, they are not interested 
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because they don't know end this is e bit of e Shock to 
me. Zn alcoholics, etc. we have got to know what portion 
of his calories came from alcohol and what from good 
food sources, this data is never available in any medical 
school that X have been associated with. In our own 
course, we don't do enough on diet history information. 
We do, however, give from year to year eight to ten days 
(as I call then). These go from 9 to 1 in the morning, 
directly on experimental pathology and pathology of 
nutrition. This represents some fifth or sixth of their 
time. Probably we overweighed this. The students resist 
this. Every year it turns out in Pediatrics they have 
one or two really first-class oases of scurvy and rickets, 
and so instead of jumping into the more basic aspects of 
pathology of nutrition the first introductory hour has 
bean with good luck spent with the Pediatricians who 
actually faring some of these children over and show them, 
then they talk about it. This is not really the aspect 
of pathology of nutrition that 1 want to particularly 
emphasize but a sort of dramatic thing and you have got 
to 
important because I think the electron microscope 
is going to make a fairly reasonable contribution to 
knowledge of pathology of nutrition. We have some evidence 
already in our own department of lesions that we think are 
specifically the kind of deficiency that we are looking 
at. 

We don't assign experiments in pathology of 
nutrition to every student. The fellows don't want to do 
it, but all of the students in pathology have the 
opportunity to do some small but original research project. 
We give them time for this and a good portion of these are 
in the field directly related to the pathology of nutrition 
because of the Interest of the staff. So we get a little 
of it over. They also have the very nice manual of applied 
pathology of nutrition. A good quarter of those are nutritional 
experiments one way or another and that I think that manual 
is being more widely adopted each year In many of the schools. 

There la a good text- hook on the Pathology of 
Nutrition and going through this during a course can present 
a good background to the student. Photographing certain 
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patients and certain tissue material which illustrates some 
area of nutrition la also helpful, and is easier than 
attempting to have the student purchase all of the various 
texts, carrying adequate illustrations. At present, I 
admit that we do not have a first-class student acceptance 
hut % hope that some day in our institution, as well as 
throughout the nation's medical school, that the importance 
of the pathology of nutrition will be truly appreciated. 



MEDICINE (Dr. Millar) 

At Tulane we have a somewhat different set up •• 
but not different enough to make it good I hasten to say. 
We have heard a lot In the last few years of integration. 
I think that the tendency to integrate nutrition into other 
disciplines is not a very attractive one because I think 
that the possibility is very real that it would be integrated 
into nothing. It's hard to know what has been given end 
who gives it and how good it was when it was given, and 
of course, this la the primary problem of clinical faculty 
training. Dr. Jackson mentioned that the Western Reserve 
System served to teach the faculty — well I believe that 
the faculty could go through this long enough to teach 
nutrition. This would help because as a scientist in a 
clinical department and teaching in the Department of 
Biochemistry, 1 think I can say frankly that most of the 
clinical people at Thlane know very little nutrition and 
hence they can't teach very much. One doesn't usually 
teach things that they are not very well informed about. 
Because you do get an occasional smart student who knows 
more than you do and you have to learn very quickly to 
listen rather than talk. Like other schools, most of the 
nutrition is given in the Biochemistry Department. It 
might be a little bit surprising and dueto the fact that 
Dr. Goldsmith is Professor of Medicine, I am iso in both 
departments, the fact is that 1 give lectures on nutrition 
and biochemistry but I have yet to give one in any clinical 
department after eight years. I volunteered many times, 
of course, but people are skeptical of volunteers •• and 
perhaps they are justified. We have twelve lectures in 
biochemistry and about eight lectures over the last two 
years — Junior and Senior years — that is they don't get 
eight lectures each year — they are divided •* they don't 
want to waste the student's time too much, apparently. 
They have about two lectures in clinical diagnosis. Well, 
theoretically this ought to be fine to Show them the 
pictures of diagnosis of nutritional diseases and clinical 
diagnosis. 

This is about the only time they will see these and 
these are only in pictures because we don't have the examples 
to show then any more. They will see the pictures and maybe 
again they will sea them in a couples of years when they are 
Seniotts when they get nutritional lectures. Again they 



Medicine (Dr. Miller) 

never see them in patients so that just to shoe them signs 
and symptoms and clinical diagnosis although useful, do 
not impress the students and as a result | think we have 
poor student interest in nutrition, this is for several 
reasons — one is that the faculty is not Interested in it 
and the students aren't interested in it because they 
don’t recognise nutritional problems. What nutrition 
they do know, they only think of it in terms of very dramatic 
things such as vitamin deficiencies which we don't see often 
enough to make it interesting to them. They don't think of 
nutritional problems in relation to cars and management of 
all diseases and 1 think this is where improvements should 
lie in trying to teach medical students what are the 
nutritional problems in the everyday practice of medicine. 
The nutritional problems in the United States are not vitamin 
deficiencies. The makers of vitamins have done us a great 
disservice about so much ballyhoo about vitamin deficiencies 
and multiple vitamins. Every medical student thinks that •- 
why learn about tham when you can gat it for one a day. It's 
so much easier to buy it than to learn it. Me must attract 
the student's attention as well as the faculty, and, of courts 
ultimately if we attract the Interest of the students, we 
will grow faculty that will also be interested in nutrition. 



pironcs Maa mHfo&LSaxsM 

9m disadvantage — much of what X would like to 
eay — has bean said and yet X can perhaps bring together 
sene of the ideas that has been expressed here today. X 
think first of all, there's a difference between the 
nutritionists and the dietitians and X think we all recognize 
this. The dietitian oust have a background so that she can 
work with the nodical nan and with the nutritionist that we 
have in the departments. (X often say nutrition and 
dietitians like X'n separating the two in subject natter.) 
the application in nutrition principles to actual food is 
so important, in the food that the patient actually gets. X 
was going to say to you and X thick X will say, that in the 
dietitian's field there are three (3) areas in which the 
nodical student Should have a nutrition background. Two (2) 
of these are probably wore attitudes than they are actually 
that of lack of information. X fell that from his training 
that he knows something about the biochemistry of the cell, but 
he doesn't seen to look at the full picture as related to 
eonplete nutrition and all of the factors that are important. 
The second thing is that he knows their individual function 
but he doesn't pull these all together in a total diet and 
see their inter-action. 

Hie third, of course, X think is fairly well 
recognized and the question has been what the medical students 
need to know about the actual food dhieh supplies certain 
nutrients. X think he has to know something of this if he 
is going to be a general practitioner. He is constantly 
having to advise the patient. He is constantly having to 
answer questions. Furthermore, he can write all the diet 
restrictions he wants, but unless these are accessible information, 
unless the patient can get the diet when he goes home, the diet 
restriction is of no avail. So, X think that the dietitian is 
going to have to be a serious member of the medical team. 
However, Che has to meet her responsibilities. 

We've got to get above stairs and indulge ourselves 
because this is the area which we enjoy too. X think first 
of all she can help the medical student assemble all of the 
Information he's got. She Should illustrate how food can be 
put together for the use of his patient. Out of this she 
can hlap him to realise the inter-action along with it. 1 
thick that she can really give him acme idee of what food 
Is going in this prescription. In this, he knows whet the 
limitations of natural foods are. Another area in which we 
can help him 1 think is to show him whether or not the diet 
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is going to bo acceptable to the patient. This bee been 
done in • number of nodical schools. The boys have bed 
s chance to eet the diet that they have prescribed. 

Out of this too, I think vs can convey a little 
bit of psychology of the patient’s feeding. X still think 
ve know sons thing about it. tie have such things as the 
surgical patient and the doctor insists upon s 3000 caloric 
diet being presented to bin. Sometimes ve go to the doctor 
end say "I’d like to start lev end build up" end the doctor 
seya "Mo, 3000 calories!" Well, this seams unrealistic. 
Perhaps if ve can demonstrate to him the person that has 
made progress from s low level end built up. Perhaps vs 
can show him how actual withholding of food from the patients is 
sonatinas better than this continuing over-feeding the patient. 
He would then be e little bit more realistic sad understanding 
of tbs patient’s accepting the food. The sans thing goes with 
a reduction diet) how a patient frequently will loss weight more 
readily if he starts with a mil amount of weight loss as e 
goal. 1 would agree with many of the things that vara said 
about the diet history. Especially the fact that diet history 
has to be taken in many ways. These various things have to bo 
correlated before ve emn find out actually whether the patient 
is telling ua whet he thinks ve vent to know or whether we 
ere interpreting whet he's saying correctly. 

We can give him some idea of food composition, 
which he usually doesn’t know. He doesn't know the simple 
tools that he can use readily end quickly. He thinks of the 
greet long tables of food composition but he can't tall you 
quickly hew much protein this patient bed today. Z think he 
likes to be able to evaluate what his patient's had and X think 
ha Should be able to evaluate quickly. It gives him e tool 
to work with end X think ve can help him in this stage of 
the game. X think ve can also help him to talk with the 
patient in words that the patient understands because a 
doctor has to vary often instruct the patient. We're ell 
familiar with the terms that the instructor uses, end the 
patient doesn't understand them at ell. And, because ve have 
been instructing and have learned through experience Same of 
the things that ve must not do, ve can help the medical 
student do this. Hov, X think this can ell be done or e 
greet deal of it can be done in the ward round, in conference 
and by individual consultation. I'd feel thatsomebody has to 
glvs the medical studant acme mors serious end complete 
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coverage of nutrition then can be gotten on a ward round. 
1 think that a medical student has to have some practical 
knowledge of nutrition that goes to the whole man. I do 
think the dietitian can contribute, and I hope she will 
meet her obligation. 



INTERNAL MEDICINE (Dr. Mueller) 

X didn't think X would have much to say; ao many 
have said so many things that I wanted to say. X think Or. 
Smith has hit on a very important point on how does one 
evaluate teaching in general and how does one evaluate 
nutrition teaching. X don't think there are any good ways. 
How one ever evaluated a curriculum I really don't have any 
idea and you can talk to people at Western Reserve and they 
will say so. This meeting was evaluated on the basis of 
nutrition training and is primarily from general experiences. 
X think this was really about the only way one could do this 
at this time. X don't think the autopsy man could necessarily 
request what nutrition has taught or what is said on the 
chart. The number of vitamins sold might be used. X think 
that you will see on looking at the Department of Internal 
Medicine that nutrition is not taught as such. This is one 
of the big problems with the teaching of nutrition. X will 
agree from my own personal assessment, however, that 
probably the teaching of nutrition in departments of medicine 
is inadequate, generally speaking throughout the country. 

The most basic reason has been said here three or 
four times already this afternoon. The main reason for in* 
adequate trained personnel in the departments of medicine is, 
as far as I'm concerned, that there isn't a defined specialty 
in nutrition that a resident can see ahead of him to use as 
opening into medicine. All of the future teachers in clinical 
departments of medicine come from resident staffs. Obviously 
there is much better reason to be a hematologist or a 
pathologist. 

Probably 85% to 90% of medical students are primarily 
motivated to practice medicine. This particular specialty 
does not lend itself well to individual ability and one of 
the major problems in why wee don't have adequately trained 
personnel in departments of medicine in teaching nutrition is 
the lack of student interest and enthusiasm in nutrition. 
This probably reflects the attitudes in departments of medicine 
which X have just talked about rather than in individual 
problems with the student. X ham the majority of the third and 
fourth year medical students and they are interested in 
practicing medicine and may not be so interested in some of 
the basic science approaches — regardless of what level of 
medical nutrition you are going to teach. 

X think there are many students that as soon as you 
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start writing a formula, they are sound asleep in the back 
room. Another discouragement la in the education in history 
of diet. Unfortunately still a large part of medical education 
is based on patients. Patients very rapidly learn what is 
wanted on dietary histories. X think we will have to accept 
this and X think this is one of the problems about dietary 
histories which can be very frustrating to say the least. 

As far as any suggestions of what we might do for 
nutrition training in departments of internal medicine, we 
should push strongly toward division of nutrition within 
departments of internal medicine rather than having somebody 
interested in low salt diets or acme thing lika this. Xt 
seams to me that it is important that if possible divisions 
as such should be used. This will produce some economy. The 
establishment of society which 1 think ie erne of the basic 
ideas behind the recent developments of the American Society 
of Clinical Nutrition may produce e quorum# where e person on 
the clinical level becomes known as a clinical nutritionist. 
This may then allow him to develop a department within 
departments of medicine. 

There ere also eveileble student fellowships In 
nutrition and X think many medical schools ere doing this, We 
now do this on a volunteer basis. We have 25% of our class 
take student fellowship during their fourth year in one 
deperkaent or other within the department of medicine, and 
certainly if you have e department of nutrition there would be 
acme available in that department. You then have a chance to 
interest somebody in becoming e teacher. 

As far ee developing teaching techniques within the 
currlculiaa es exists now in the department of medicine, it 
seems to me that this it important that the person who ie in 
charge of this to sit down end think clearly and develop e 
eyetemised way of approaching this problem. By developing e 
rather logically or chronogically program within those three 
years seems to be a logical approach. 

A panel discussion always comes up, generally 
sneaking as one way of solving the problem — the panel deal 
falls very short. You get e biochemist and e clinician together 





PEDIATRICS .. (Dr. Barbero) 

Dr. Jackson has asked me to say something about nutrition 
in relation to pediatrics. To tell the truth X don't know 
any tiling about it. Being responsible for describing something 
about pediatries in nutrition - since pediatrics comes up quite 
frequently it is quite a large order. 

Xt may be defined a little bit • first to see what has 
happened to pediatries* Sometimes we like to know what 
nutritional problems are, as it might be helpful to know where 
deficit may lie and where some of our contribution of teaching 
might go. All of you are rather aware of some changes which 
have taken place in the incidence of the nutritional deficiency 
diseases. All of the developments have led to a decreasing 
level of our geographical area. The population in institutions 
have begun to exhibit sure problems of chronic disease, chronic 
illnesses, emotional re-active patterns which have changed 
principles of what one might begin to intend in the nutritional 
problem. 

There are several major breakdowns which can be pointed 
out related to nutrition in general. First, there is a major 
concern regarding feeding problems and dietary modifications 
which are very difficult to explain. There is a considerable 
amount of material put forth on the commercial side in regard to 
all types of feeding that plays a part in the feelings and ideas 
of the student. Secondly, there are still some breakdown in 
regard to intake but these are of minor importance. At least 
in regard to low intakes few eases of rickets, etc. may appear. 
Some of these may be related to other chronic problems rather 
than simple intake. However, obesity is appearing to a greater 
extent in children and tills breakdown of intake concerning food 
habits may be of importance. Emotional disturbances also have 
a part in the problems regarding intake. These may play an 
important part in nutritional failures in certain chronic 
metabolic, chronic infectious diseases, anemia, etc. Next, 
there are some problems of nutritional losses in regard to loss, 
through vomiting, direct emotional disturbances, dis true ting 
normal eating practices and other similar problems that are not 
of an infectious or strictly physical Illness type. Under this 
group disturbances can be put in a class by themselves, since 
these should be handled separately. Lastly, there are problems 
related to the control of diabetes, and also in relation to 
food allergies. 

In regard to teaching in the field of Pediatrics, we have 
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Another thing 1* that the attitudes of the faculty are of 
great interest. We have been trying to look * this a 
little bit and it Is interesting to note their ability to 
look at fact. But, one begins to feel that there is an 
attitude based on prior experience, butphased on this, the 
individual amber who is really involved in training, seems 
to pint out standards which come out of experiences and not 
on fact and this certainly has been confusing to the student. 
We decided that we would re-educate the faculty of pediatrics, 
and get together all that we can lay down. Another interesting 
aspect that we have done is to take a look at the student^ 
own attitude of how we teach. It is fantastic what the 
student renumbers and what has influenced him on deciding 
on what is right and not right. We may get some direction 
of this kind of approach as we begin to put it out in open, 
and discuss it a little to see if there is a way to modify 
or influence such attitudes. It is quite fair that in the 
problem of nutrition with respect to pediatries, we are 
dealing with not only with facts, but are also dealing with 
a great number of very important attitudes which exist in 
the family, the doctor and the relationship of the doctor and 
the family. 



PEDIATRICS (Dr. Smith) 

Doctor Jackson brought forth the question of trying to 
hang an individual who can't nova. It strikes me that the 
faculty will strongly eaphasise in this attitude the questions 
in nutrition by it*emphasis wholly in a broad area. It is 
interesting If you will take a group of students and ask then 
about constipation. The practittner will be faced with this -• 
how does he get this test and what it means? He gets it from 
some attitude in relation of what he finds out on his own.. 
Some practi&ners treat this with a spasmodic, some practibiaers 
treat this with anti-spasmodic and there is also a host of other 
possibilities. The question is, although, this may look more 
important, it may be more important in terms of understanding 
human biology, human ecology that some were Integrating in our 
concepts of nutrition not only the conflicting as well as the 
large groups of the widely accepted, so that the discouragement 
that develops from the conflicting approaches to the student 
in seeing such diverted use encouraged from so many sources and 
so many good image figures which are so important to the 
individual that he begins to grow. 

let's not forget that those who are concentrating their 
pediatrics and nutritional research on trying to define how 
much protein a newborn baby should be fed. One-half is doing 
it right and the other half is doing it wrong; or it may be 
that it doesn't matter very much as long as the bhby is quite 
healthy and free from infection. The question Chat is - how 
much of the precious time of medical students which is one of 
the most precious things we have now and it seems to be that we 
should be very careful before we decide that because somebody 
doesn't like what they know. 

We are not interested in how much protein but how the 
student approaches the working out of this problem. W« would 
like to have the student utilise the basic biochemical and 
nutritional knowledge to reach his own conclusion on this 
subject. Both these levels may be wrong* I would like to see 
our students being able to carry a better medical career, as 
students of medicine utilising the basic information, nutrition 
and biochemistry can provide to attack these problems and read 
the literature to try and figure out what's going on as our 
science and knowledge develops. I would hope that one of the 
projects of this meeting would be to take a very close look — 
asking some questions, etc. but At would seem to be that this 
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First of all, X believe that teaching of nutrition - 
like teaching of anything is a basic pre-requisite. First of 
all it requires a teacher who has something to say and knows 
how to say it in a stimulating and effective manner. We do 
not have people who have a serious enough interest in this 
topic to give us the necessary push that is needed to make 
students understand that this is an important basic science. 

We need students who have a capacity to learn and 
a real interest and desire to learn. Of course, the time 
necessary for these students and teachers explain this problem. 
The time issue is a tremendous one. Every time you talk 
about teaching in more nutrition, this means that something 
is going to get squeezed out. In most medical schools the 
first year is occupied in at least half of the total available 
hours by anatomy. Doctor Griffith has also alluded this point. 

We would like to see the patient coming through the 
ward then and we are going to try to teach him something 
about clinical medicine and clinical disipline with the basic 
facts on hand, so that he can approach an understanding of 
pathological and physiological aspects as presented to him 
by the physical examination of the patient. We would also 
like to emphasize to our student that if is Important to know 
the patient who has the disease and the disease that the 
patient has. This is sometimes, I think, greatly overlooked. 
I was literally amazed to see in my recent clinical experience 
that the students do come on the wards with very limited back¬ 
ground knowledge of not only nutrition, but on the basic 
science as well. They are out to know about the disease, but 
they are not boo much interested in the basic science aspect to 
really understand this disease. 

1 have a great optimism however on whether this can 
be done in the teaching of nutrition in the clinical field, 
and this of course should be given required personal common 
interest. I think one only needs to pick up any chart of any 
patient in any hospital in this country to see this lack of 
nutrition information. The medical student or the house-officer 
is often quite willing to accept the story that the patient 
eats well or he eats frequently and let it go at this. 
Furthermore, you will see as the characteristic feature in 
almost every medical chart, the statement well developed or 
well nourished. If you were to count up the well nourished 




