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Abstract

In 1924, Haven Emerson, professor of preventative medicine and former health
commissioner for the city of New Yorkjong with his colleague Louise Larrimore,
published the results dfie first major epidemsiogical study of diabetesThe study

found a wide ange of factorsassociated with diabetescluding; race, affluence,

lack of physical activity and changes in dietary habits, in particular a growing
abundance of all foods. Overall, the findings suggested that diabetes was influenced
considerably by soal, econanic and environmental factorespite these findings,
governments, the medical profession and academics have predominantly focused on
drug development and have tended to favour pharmaceutical responses to the
disease, despite the fact that ohBf6 of diabetes (Type 1) is treatable with insulin.

In contrast to this medical focus, this thesis adopts a social and cultural analysis of
chronic disease in the twentieth century which considers the idea of Type 2 diabetes
as a 06di sea8gge ebhtdsokictalchdnges suthithe development of
agriculture, industrialisation, dietary changes linkeddwances irthe food industry

and the growth of the pharmaceutical industry and its consequent power to determine
how disease is defined @treated. Using oral history testimonies this thesis outlines
the changes in dietary recommendations received by diabetic patients against the
backdrop of these changes occurring throughout the course of the twentieth century.
Through this lens, this &sis places the curreepidemic of Type 2 diabetes in
historical perspective, illuminating the ways in whioledicaladvice and treatmest

areshaped byocial, cultural and political contet
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Chapter 1.

Introduction

In these days when newspapers and magazines are continually

pouring forth a flood of popular advice about properties df tie

hungry audience that eagerly devours anything pertaining to health

the layman finds it difficultto steer a safe course amthe

i nnumer abl e afodrsutamidt idomé&Ami d the tradi
past, the dogma and propaganda of the presergnthasiasm of the

food faddist and the indifference of a healthy majority, one scarcely

knows where to turn for sane and dependable advice.

Written anonymously in théournal of the American Medical Association1913,

the above extract unveils the &b familiar dilemma of what to eat, what not to eat,

and the fallibility of nutritional advi c
with the health implications of consuming refined ayghe quotatiorhighlights

important questions regarding theigins and reliability of nutritional advice,

revealing a tension that still lingers today between the traditions of the past and
6novel 6 i deas of t hheregescibesamdifferenceWlwardse t h e
such advicebyt he &6 he al tforyndividaals avithi atdiet@lated disease,

good health has often hinged upon the ebb and flow of nutritional advice and
emergent understandings of the relatitip between diet and disease. This is
particularly true for people diagnosed with Type 2 diab, for whom the principle

o f mai ntaining a 6égoodd or OObalanceddo di

over a hundred years.

'!Anonymous, 6 SAMA®DBL:7 (4943),p.432d 6 ,
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Historically, diet has been implicated in both the aetiology of diabetes and, in the
absence of a cure, has been the keycontrolling symptms and longerm
management.The findings of the first major epidemiology study ddluktes carried

out in New York, published i6924 by health commissioners Haven Emeld®@06

1997) and Louise Larimorefound a range of factors inkntial to aetiology.
Among thesewere race, affluence, lack of physical activity, changes in dietary
habits, but above all, theaving abundance of all food®2rincipally, Emerson and
Larrimore identified a significant correlation between thporeed rise in diabetes
incidence and mortality and the consumption of sughich seeme@&ndemic across
every level of society. Twenty years later, English physician Percy Stocks, having
studied diabetic mortality in England and Wales from 1861 to ,194an to
observe a similar correlation. Stocks drew attention to the marked decline in diabetic
incidence and mortality during the two World Wars, leading him to conclude that the
rationing of all foods, particularly sugar, provided the most palpaktaeation’

This data was reassessed in 1966 by English surgeons Cleave and Campbell who
found a similar link between a decline in sugar consumption during both world wars
and a corresponding decline in diabetes mortaliynnatural, refined carbohydest

in the form of white flour and sugar, they argued, could be linked to a host of
conditions from varicose veins and peptic ulcers to coronary artery disease, obesity
and diabete$. Echoing these concerns amidst rising deaths from coronary heart

diseasan the postwar decades was British nutrition scientist John Yudkin. While

’H. Emer son and L. MNellitust A contiibutionrtceits epiddiiolagy basee s
g hi efly on moArchias$ df IntgrnalsMedicind4s5t(1924% fip., 58630.
Ibid.
“P. Stocks, O6Di ableX42> anod tsad me yo fi ntodre@léflact or s af f
Hygiene 43:4 (1944), pp. 24247.
®D. P. Burkitt,Refined Carbohydrate Foods and Diseaé®ndon: Academic Press, 1975), p. 35.
®T. L. Cleave and G. D. Campbell, o¢6Diabetes, Coro
Journal of the Royal College of Genal Practitioners 18:85 (1969), p. 122.

13



Yudkindéds North American adversary, Ancel
campaign targeting dietary fat as the culprit of -dgated disease, Yudkin
maintained that the nutieinal component responsible was not fat, but refined
carbohydrates, in particular sudaryudkin solidified his indictment of the role of

sugar in diabetes and many other chronic conditinritis seminaPure, White and

Deadly inwhi ch he donlyalsmall gadtionéof what we already know

about the effects of sugar were to be revealed in relation to any other material used as

a food additive, that material would promptly be bandied.

As a result of decades of historical research connecting tdsle nutrition and

lifestyle, diet is now considered one of the key aetiological factors involved in adult
onset diabetes among a host of additional risk factors including age, race, body
weight and heredity. Yet, while diet remains a central featuraang discussions on
prevention, aetiology, setha nage ment , and, more recent|l
there remains a lack of consensus on what constitutes the ideal diabetfc diet.
Contemporary medical discussions regarding the relationship betweteandi Type

2 diabetegT2D), prompted by its unrelenting rise since the Second World War, have
highlighted a history of 0futile <cycles
organisations and nutritionists have failed to reach a consensus on thdetéal d

the prevention rd management of T2H Consequently, over the course of the last

century, the dietary regimens endorsed for managing diabetes have been subject to

3. Yudki n, 6Di etary fat and dietary suUagneet in r1el
2 (1964), pp. 6; A . Keys, 6Coronary he aGirtulatibn 4164 §1976),p. N s even
186-195.

8J. Yudkin,Pure, White and Dead)y{London: Penguin Books, 1972), p. 162.

6Di abet es Riabstés UR Htpsi/vewwsliabetes.org.uk/preventihgpe-2-
diabetes/diabetassk-factors

YG., Taubes, O6What i f New¥dksTimas? DulyBO®2RnTayordbal,g f at | i e 7
ONutritional basi s ®&MJ37§@ROR1)R 1449 abet es remi ssionbd,
Y . savyer and E. A. M. Ghaab eDiabdbibga5? (2009 lppld.i on and D

~
/
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periodic overhaul s, rangi n ginstilin erantolieh e &6 st
60free dietsd of the 1930s, t o wsawithdtlse a g r a
increasing availability of insulin. With the emergence of the-loéztrt debate in the

postwar era, and the subsequent ushering in of thefddvera, diets considdsty

higher in carbohydrate began to be recommended to diabetics for the first time, a
move which has since been contested in light of more transparent knowledge
regarding t he swoglawnsed do-fatddotsdi A$ deeslitmirthis
reversal,today dieary recommendations for T2Bre beginning to turn away from
decades of low at advice in favour of a Obal anc
consumption of Ohealthy f at s §atsbstitutesshol eg
and refined carboltyates:? It is the purpose ofhis thesis to compreherttiese

cycles, to better understand how dietary advice has been forged, as well as the
historical forces which have prompted change and such sweeping reversals of
diabetic guidelines. As this thesiemonstrates, such overhauls have been shaped

not only by developments in medicine and the science of nutrition, but have been
driven by the ideas, experiences and agendas of key individuals, both patients and
professionals, as well as by wider developraamtd events occurring within the very

culture and society in which debates about diet and diabetes have taken place.

While diet has beean important part of diabes management, and remainsracial
component in controlling symptoms, the risebddmedical explanations from the
1970s onwards began to consider dietary prescriptions redundant and concentrated

attention instead on finding pharmaceutical solutions to managing the diSease.

1240 tips for healthy eatingifyouarea r i s k of tDiphetes UK 9 $epterhbert2@2%. 6 ,
BK. M. West, o6Diet Therapy oAhnalDoftbreat Medicine?9:3A n Anal vy
(1973),pp. 4250 34; F. Q. Nuttall , dabetes Cageth(lo83d)dp.el97?Di abet i c

15



Within this context, as the oral testimonies carried outHd researctattest,diet

therapy, once the principal form of treatment, has been consigned to the realms of
alternative medicine and as a result is often lacking in consultations with newly
diagnosed patiens. A n I ndi cati on of d fatest in theher apy
management of diabetes can be foumddcent research that describes diet as the
6novel 86 solution that mi ght just hol d t
diseasé® This comes only sixteen years after the results of the DiabetesnBlozv
Program(DPP) study, a randomised clinical trial that found that diet and exercis

were more effective thadrugs such as metformin at controlling and prewenthe

onset of PD.'°

As medical historian Roberta Bivins miéies, from a westerntwentyfirst-century
perspective, O0bi omedi ci ne 6-establighedayetptear b o
sweeping cultural authority granted to modern science is relatively* newhile

diabees has all the hallmarks of esdase subjected to medicalisafithe aim of this

thesis is to demonstrate the complex history of contemporary diabetes management,
presenting both the owenedicalisation of diabetes and its consequences while also
shedding light on the developments beyond medicine which have shaped ho

diabetes is treated. Moving away from the tendency to present the history of diabetes

207 ; F. C. Wood and E. L. Bi er man, 6l s Diet t he (
Massachusetts Medical Society, (1986), pp. 12227.

n the interviews carried out for this research, only two participants could recall receiving dietary

advice upon diagnosis which in both instances was in the form of diet sheets produced by the

pharmaceutical industry. The GPs interviewed for this research explained this in terms of a

combination of factors; reliance on practice dietician or referral to titatimics, the ease and

effectiveness of new medications, and a lack of instructiomutnition anddietary prescriptions

during medical schodtfaining

s, Boseley, 6Radical diet can reverse dyype 2 di s
has f @Guardiah® December201/. Tayl or et al, O6Nutritional b a
r emi sBMJ 8 §2021), p. 1449.

Di abetes Prevention Program Research Group, ORec

Lifestyle Interventioo r  Me t fNew EmglamdbJournal of Medicind46:6 (2002), pp. 39303.
" R. Bivins,Alternative Medicine? A HistoryOxford: Oxford University Press, 2007), p. 4.
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as Othe history of i nsulind, this thesi
social framework which views the history of diabetes in the twentieth ceatuay
disease of civilisation, shaped not only by the rise of agriculture, industrialisation, the
food and pharmaceutical industries, but by the pursuits and agendas of individual
clinicians, integrating women into the history of diabetes for the first, @mevell as
incorporating the lived experience of patgetitemselves. It is a history which
considers the interplay between individuals, ideas and industry and how their
interactions on both a local and global level have shaped how diabetes is treated an
understood. Ultimately, it is the aiof this thesis to ascertain how the fate of the
dietary prescription in diabetesould becomeso obscured afo seem an
unfathomable notionn a disease primarily understood to t&used by diet and

lifestyle.

In order to answer this question, this thesis investigates the history of the diabetic
diet and dietary recommendations for diabetes, including its origins and place within
the contemporary management of diabetes, its evolution alongside the development
of novel medicines, and how the effectiveness of diet in diabetes has been perceived
by both patients and clinicians throughout the twentieth century. The thesis provides
a contextual account of the history of diabetes, which not only contributes to the
histaries of food, nutrition and science, and specifically to the history of diabetes, but
also engages with challenging and sometimes contentious issues in the history of
medicine. Such issues include medicalisation, the development of the idea of food as
medcine, the role of drugs in treating dietary related illness, and the geneticisation of
disease. Finally, the thesis considers how patients themselves have interpreted and

engaged with medical advice and contemporary disease models, in particular how

17
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diaketic patients have interpreted and negotiated the notion of individual
responsibility inherent in contemporary selbnagement models, and the interplay

between the self, society and the managenteditibetes.

The argument set out in this thesis, inrshis that diet was not disregarded after
discovery of insulin, as often pears in traditional narratives. rémained crucial to
managing diabetic symptoms and the prevention of later complications until the
development of the first oral hypoglycaerdrmgsin the 1950s, whethe importance

of diet, and discussions of primary prevention, began to wane. Yet, as laid out in the
following chapters, it would be simplistic to suggest this constitutes a straightforward
tale of medicalisation. Rather, a cdepinterplay of socioeconomic, political and
ideological factors ranging from global wars to international debates on nutrition, as
well as the influence and ideas of individual historical actors, all contributed to how
diet has been perceived. Givengbdarguments, and the importance of context, the
thesis is organised in chronological order with chapters wdachreflect key stages

and developments in diabetes and within tiséd of medical history thahave
shaped understandings of aetiology arelddurse of diabetes managemeht.order

to provide a historical context fdhe place of diet in diabetesh@pter 2 considers

the origins of diet therapy in the treatment of diabetes both before and afteagbe
availability of insulin. This chapterchallenges the notion inherent in diabetes
histories that insulin neatly supplanted the use of diets in the treatment of diabetes,
demonstrating instead the sustained importance of diet in controlling symptoms and
the faith physicians placed in tntion to increase longevity. As diabetes
transformed from an acute to chronic disease, physicians continued to uphold the

importance of die Moreover, as experience with dietary regimens expanded, the

18



rationales for controlling dietary intake expanded beyttradr basic physiological
benefits towards a greater acknowledgement of the social andofimyiclal needs of
the patient. Chapter 2 thus illustrates how the discovery of insulin, far from
replacing diet, enabled physicians to examine and utilise deet@d for emotional

wellbeing and later in the context of watfeetive citizenship as well.

Chapter 3 analyses where advice for diabetics originated in the years following the
availability of insulin, examining the influence of new authorities whicterged in

the 1930s and 1940s and the subsequent shift in responsibility to inform patients
about their condition from family physicians to patient organisations and the state.
Within this period, the eablishment of the first patient organisation foalzktes, the
Diabetic Association, followed by the outbreak of the Second World War and
rationing, spurred revisions to the diabetic diet and altered the rationales provided for
its use. Chapter 3 situates dietary recommendations of the 1930s and 1&40s wit
this historical context in order to illustrate how the move towards a more liberal diet
for diabetics was shaped not only by the availability of insulin, but complex,
synchronous events such as the formation of the Diabetic Association, and later,
conceerns surrounding natiohafficiency produced by warThe second strand of the
thesis considers diet therapy and diabetes within the context of the expansion of both
the pharmaceutical and foauusties exploring the ways in which these industries
and tleir products transformed how diabetes was managed and how the relationship
between diet and disease was understobde impact of war on thancidenceof
diabetes and mortality promptegleater consideration of the primary prevention of
diabetes. Accordgly, a number of key figures drew attention to the role of diet, in

particular the benefits of a restricted carbohydrate diet, in preventing cacheit

19



diabetes. While genetic discourses and the idea of hereditargspmsition had

convinced early twdreth-century specialists that the development of diabetes in

family members was somewhat inevitable, the wartime decline in diabetes and its
complications during a period of food restrictions had suggestedntiat could be

done to postponer prevent chbetes altogether. By the 1950s, diabetes specialists
upheld the role of diet in both treating and preventing disease, with some individuals
such as the British scientist Harold Him
could be regulated, thethere would be no need for medical intervention at all.
However while these discussions around prevention were taking place, so too was

the development of the first oral awliabetic drugs. Towards the end of the 1950s,
individuals diagnosed with diales, in addition to diet and insulin, were now
confronted with an extensive array of n
agents such as Orinase dlgenformin. Chapter &aminesthe development of the

first oral hypoglycaemic drugs for diabetes andsiders the fate of diet therapy

within a context which was becoming increasingly preoccupied with the
pharmaceutical management olsehse. Analysing the contentions which arose

within the medical professioover the use of the new drugshdpter 4 explags their
development from the initial discovery and marketing stages through iatienal

Institutes of Health (NIH) funded U.S study, théniversity Group Diabetes
Programme (1961978), the first largescale trial designed to test their effectiveness
which, controversially, providedonsiderable evidence of harntilising archival

evidence from the Rockefeller Archive uch as the medi cal pro
publication on the evaluation of new dru@ibe Medical LetterChapter 4 challenges

the ndion that the development and mass use of oraldaatietic agents represents a

20



neat tale of medicalisation Instead, it outlinesnew evidence of the division,
suspicion and uncertainty which arose over the use of the new drugs and their use in
managingmilder cases of diabetes. Despite such hesitancy among certain sections of
the profession, oral hypoglycaemic agents quickly became the principal form of
treatment from the 1960s onwards, shifting medical attention away from dietary
interventions and saai and environmental discussions of aetiology, towards a focus
on O6prevention through ear | y-diabetic @us.i on o
Building upon the previous chaptersiapter 5 sheds further light on the historical
developments which &@red the fate of diet therapy and the p@at interest which

had gathered in support of primary prevention through an evaluation of attempts to
uncover Ohiddendé cases of di abetes amon:t
examines how the reblut of mas screening campaigns, and the focus they placed
upon familial risk and genetics, aided support for the pharmaceutical management of
diabetes, relegating diet to a minor key in the yeat decadesWith a key focus on
aetiology, @apter 5 considers thele of diabetes detection campaigns in shifting
understandings of diabetes from the psychosocial explanations present around mid
century toward a firmly biomedical view in which heredity resurfaced as the most
viable explanation behind the evacreasinghumber of new case While hapters

4 and 5 explore the influence of pharmaceutical expansionhangeneticisation of
diabetes, Gapter 6 explores the concurrent debates which played out alongside the
development of oral drugs and the detection campaighich further impacted
diabetic management in the pegr decades. Coinciding with the development of

the first antidiabetic drugs and the expansion of their use in the treatment of milder

patients, was the pestar -Bdaet 6 deb atderationaof tHeirobkerot e c o1
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diet in disease and the individual nutrients responsible for conditions such as
coronary heart disease, stroke and diabetes. Chapteexamenes the didteart

debate and its significance for diabetes, exploring the introdustion d lad W di et s
and debates surrounding the use of artificial sweeteners and their impact on-the post

war management of diabetes. Bringing allhede developments to the fordnapter

7 examines the lived experience of diabetes. Utilising patietimt@ses carried out

with people with diabetesPWD), this concluding chapter considers how patients
themselves have negotiated the advice given to them about diet and the legacy of the
themes explored throughout the thesis including; responsibility, ichdil versus

social explanations for disease, the medicalisation of diabetes, and the moral

implications of contemgrary selfmanagement models.

Sources

In order to answer the research questions of this project, a wide range of primary
sources have beaonsulted which reflect the involvement of patients, the medical
profession, the pharmaceutical and food industries, and the media in shaping diabetes
managenent in the twentieth century.The first set of primary sources, utilised
throughout the thesiss ipublished medical literature written by diabetes specialists,
nutrition scientists and physicians which span the twentieth century to the present
day. Some of the mamhl journals consulted includéhe British Medical Journal

the Lancef the Journal d the American Medical AssociatiorDiabetes the
Canadian Medical Association Journahnnals of Internal Medicine, Metabolism

and thelnternational Journal of EpidemiologyIn addition to published medical
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literature, the thesis draws upon archival mateincluding physician manuals,
speeches and correspondence, public health reports, patient handbooks-laglg self
literature, medical textbooks, dietary guidelines and nutritional recommendations,
public health campaign material, pharmaceutical athesments and a number of
academic and popular publications by leadingntve¢h-century nutritionists. A
number of key archive colldons were consulted, includinghe Joan Walker
Collection at the University of Leicester Special Collections, the Wmalkchibrary

for the History of Medicine, the Lothian Health Archive, the Joslin Diabetes Center
and the Rockefeller Archive Center. Accessing the latter, located in Boston and New
York, allowed for a comparative analysis of diabetes management in Brigithe
United States, revealing both tensions and collaboration between diabetes clinics
particularly in the postvar period surrounding the use of the new oral
hypoglycaemic drugs. Included in these archives are collections of unpublished
archival evidece, such asorrespondence between diabetes specialists, patights an
pharmaceutical manufactureradustry advertisements, medical records relating to
patient experietes of the new drugss well asndustry and physician responses to

the medical trials such aghe UGDP (@961-1978. This evidence nobnly reveals
patient and professional responses to the trial and the use of oral medications in
treating milder diabetes, bulso the involvement of third parties, such as the
pharmaceutical industry, shaping how mild diabetes was managed and understood.
Moreover, these collections reveal the diverse responses among the medical
profession towards contentious topics such as the results of the UGDP and the
continued use of antliabetic drugs despitaegative reports from clinical trials

Complementing the published primary source material, this evidence contributes to a
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more complete picture of diabetes management in Britain and the United States in
the twentieth century.Another key source utilised tbughout the thesis are media
reports relating to the latest developments in diabetes such as the discovery of insulin
and oral hypoglycaemic drugsAnalysing media reports reveals that the media
played a key role in shaping ideas about aetiology, incp&t the notion of diabetes

as a typically genetic disease. These reports provide a key source of evidence on
how the media reinforced aetiological theories which promoted individual
responsibility and treatment solutions which focused on pharmaceutical
management. As well as reporting on specific developments in diabetes, media
reports provide a useful source of evidence for understanding thevpodebate on

diet and diseas@and the foods which were labellessponsibldor the rising rates of
diabketes and coronary heart diseas® number of American and British media
sources were consulted includingme,the New York Timesthe Washington Post

the Boston Herald the Boston Daily Advertiserthe Guardian the Timesand the

British Broadcasting Grporation (BBC).

Crucial to understanding the changes in dietary recommendations and treatments for
diabetes throughout the twentieth century are the stories of PWD themselves.
Accordingly, oral history testimonies constitute the final category ofgrgrsource
material utilised. One of the principal aims of the thesis was to uncover patient
understandings and lived experiences of Type 2 diabetes, in particular to investigate
how PWD have understood their condition and how they have negotiated tbe adv
given to them about how to impre their health through diet.The decision to
incorporate life history interviews into this project stemmed from the desire to

include a sense of what E. P. Thompson
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include the vates of real people in order to create a fuller, more democratic
historical proces® Oral history allows us to collect information and evidence from
people and communities who lack a voice or access to appropriate spaces to express
their experiences; heaat was the aim of this project to resolve this issue by using
personal narratives of diabetes as a key source of evidence. The history of diabetes
accounts for a surprisingly small body of literature within the history of medicine.
Within these existingpistories is an overwhelming tendency to focus on the history

of insulin and the individuals involved in its discovery and development. Like many
early histories of medicine these accour
masteryof disease, in Wich patientspr women in medicine, rarely appear. With

t he exception o fBittelGweet:i Biabete® ulrbulim emdo the
Transformation of lliness historians have overlooked the lived experience of
diabetes While Feudtner utilises patient tesonies in Bittersweet these are
principally concerned witiNorth American patientsvith Type 1 diabetegT1D),
meaning to date, the vog®f people with T2Care entirely abs# in the history of
diabetes.In order to fill this gap in the literaturehis thesis relietieavily upon the
testimonies of people living with T2D, thus providitte first history of its kind.
Thethesis analyses these narratives within the social, cultural and political context in
which individuals experiences of diagnosisldreatment of diabetes have occurred.

In agreement with the meritg oral history made by E. Fhompson and Alessandro
Portelli, oral history methods were incorporated into this research in order to elicit

more personal and detailed interpretations)qferiences of health, but, also, to find

BE., P. Thompson, dimésditermry Supplemerii\pris E966pppay9-80.
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the deeper meaning behind these ¢&%perie
Whois responsible for our healthllow do we interpret the aetiology of disease and
what forces have helped to shape the advice wéveeedout them?How do these

same forces then infence how we negotiate them?

Nineteenparticipantswere interviewed, comprising thirteen peopliagnosed with

T2D in the kst fifty years, five health care professionals and one health policy
maker Intervieweeswith diabeteswere recruited by attending diabetes support
groups in Glasgow and Edinburgh and, to ensure geographical representation,
support groups in the Scottish Highlands were also contacted which allowed
participants from rural areas tordributeas well. In addition to newnterviews
carried out by the researcher, existing oral history collections were alsodutilise
including the Wellcome Trudunded Oxford University oral history project
6Di abet ed Tiseseointdrviewsd whictwere primarily carried out with
English and Welsh participants, provided a valuable addition to the Scottish
interviews conducted for this research and enriched the overall representation of
OBritishdé experiences. R e gareenotavailabley , Nor
however, ongoing research by Northern Irish historian Lauren Young will
incidentally fill this gap in representatiéh. The oral testimonies were analysed in
accordance with two of the key theoretical perspectives used in oral higtery;

O6remini scence model 6 whi ch i s primarily

recovering voices and placing them on record while it is still possible, and the

YE. P. Thompson, dimésditermry Supflemerti\pri ¥9660pp.27SH0; A.
Portelli, o6Living Voices: The Or aQralHistosyt or y | nt er
Review 45:2 (2018), pp. 23248.

20 www.diabetesstories.com

L. Young, O6A Curse of a Disease: Exploring the
Patient Memoryo, PhD thesis, (Queens University,
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6community model & which involves the cri
terms of cultwal context and theories of narrative and language. Narrative @snalys
techniques such as those developgdMVike Bury and Catherine Riessman were

used which allowed the research to uncover crucial elements of the diabetic
experience thamre fundamentally absent in traditional sour@esUsing these
techniques to analyse elements of the narratives such as; language, tone, volume
range and rhythm of speech revealed unspoken meanings within the narratives, both
individual and collective, wich ultimately have enriched this research and raise a
number of poits worthy of future research. Gr aham Dawsonos t h
6composured was also wutilised for t he n
carried out for this researchAccording to Dawsn, in life-story telling composure

has a double meaning; it refers to both the active cultural construction of the
narrative and its psychosomatic effect, in other words the sense of self within our
social world the interviewee chooses to depict throughbet course of the
interview?® For many lifestory theorists, composure is an ongoing process whereby
interpretation and reinterpretation nevem d s . For PentreagnnotSu mme r
stop, because the social world is always in flux and we are constae#ting ways
ofunderstandinp ot h it and o’lUshegthethesy ofxcompbsurain i t 6
interprethg patierdcentred narrativeffers insight into how the person being
interviewed views themselves in relation to their condition, as well asthew

perceive the condition to be viewed by wider society. This form of analysis proved

2c. K. Ri essman, o6Strategic uses eaxsfs:narAr ateiswaricrh
Social Science and Medicing0:11 (1990), pp. 119512 0; M. Bury, oOlllness Nar
Fi ct iSacinl@gp of Health and Ilines23:3(2001) pp. 26385.

%3 G. DawsonSoldier Heroes: British Adventure, Empire, and limagining of Masculinities

(Oxford: Routledge, 1994).

*bid.
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particularly useful for interpreting the interviews conducted for this thesis, allowing
for a numberf key themes such as stigma and responsibility to be discerhed w

the interviews were analysed batlividually and as a whole.

The interviews conducted were sestiuctured in that they followed two of the main
interview formats used in oral history. The first stage of the interview involved using

the life hista y i nterview format, during whioch
speak freely with no time limit, providing the opportunity to disclose background

i nformation and gauge a sense of the ir
This method typically invives a great deal of listening and little questioning and

thus naturally varies between participants; where some interviewees felt comfortable

to talk at length about their past others struggled to recall this information or simply

did not include it beceae they felt it was irrelevant. Towards the end of the

interview the interviews took a thematic approach in which participants were asked a

set of specific questions related to tlesearch interests, for examphow did they

feel alout the care they hadeceivedand whatdid they believewere the main
contributory causes of diabetes and the most effective forms of treatdentioice

of interview locations were provided in order to allow participants to be interviewed

in a location they felt most comford@b Most of the interviews were conducted in

person either in an interview room within the Scottish Oral History Centre, at the
participantés own home or in a | ocal com
participant felt uncomfortable meetingperson or their health prevented them from

doing so the interviews were conducted via email or telephone. Once completed and
transcribed, interviewees received full transcripts of their interviews and were given

the opportunity tonake amendments or onaihswers. In the eveparticipants were
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happy with their trangipts, no editing was required. The interviews were then
analysed and in some instances interviewees were sent dglloguestions to
encourage them texpand on some of their answersAll of the interviewees
responded and often provided more information than origirdisclosed in the
interview. As historians Juliette Pattinson, Corina Peniddod and Penny
Summerfield have shown, the oral history intervisaan intersubjective process,
throughout whichgende, social status and generatioan either subtly or overtly
shape the narrative which is t6ftl.In the context of the interviews carried out for
this researchinterpersonal dynamics such as social stagjasderand generatiortp
varying degrees and at different moments, served to infludecmterview process

and how the narratives were told=or example,n the interviews conducted with
participaits with a university education encountered lengthy, descriptive
explanations of rudimentary concepts a number of occasiondVhile myage and
gender may have influencethe narrator feeling compelled to providhese
accounts, social class aeducationappeared to be more influential in determining
who rmarrated them Si mi | ar to Pattinsonds experien
veterans, my experience of gendered subjectivities were not clear cut. While at times
it felt as though my position as a young, female researcher, particularly in interviews
with educ#ed, retired, male intervieweeshaped the tone and content of the
interview, at other times interpersonal dynamics such as social class and relatability

appeared to override gender in how interviewees composed their narrakives.

“p. Summerfield, 6Culture and Composure: Creatincg
I nt er Joureahd the Social History Societly (2004), 6593; C. PenistoiB i r d , Histo@r a |

The Sound of Memoryo6 iBrd(&s)HBatbey Berygo€G@d Pberi Feat
Guide to Approaching Alternative Sources ( Lond o n: Routl edge, 2009), p.
thing that mad eexamainggensiedtintertsubjécbvities ineerviews with British

secr et wawo nveentbesr atHhiss@0:@ (2911)Rp. 2483w
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example,interviewees to wha | had revealgé my family history of diabetewere
more likely to providea personal, emotive account which came from a place of
mutual undestanding of the psychologicalomponents of the condition and its
effects on their lives. On the wie, rapport was easy to build with both male and
female interviewees and, contrary to genaesumptionsseveralmale interviewees
wereas open atemale respondentandboth gendershowedthe ability to beopen

andconwersational about their lives.

In the instance of interviewees wishing to retain anonymity they were asked to
provide their preferred pseudonym and any information which may have revealed
their identity was omittedrom both the transcript and audio recording his
methodology provided rich and unique understanding of what it means to live with

a chronic disease and a better knowledge of the symptoms, causes and tseatmen
avaiable for T2D. Ultimately however, it allowed the voices of ordinary people to

be heard and work owar ds <c¢creating a Oshared aut |
something that until now has been wholly lacking in histories of diab&téile in

recent years scholars have questioned the viability of achieving true shared authority,
this thesis approachehe concept as a collaborative process which does not end with
the interview, but continues well after the completion of the reséardfor this

research specifically, this will entail ongoing work between the researcher, the

%M. Frisch,A Shared Authority: Essays on the Craft and Meaning of Oral and Public History

(Albany: State University of New YorRress, 1990).

L. Sitzia, 6A Shared A OrahHistory Reyiew30:1X2003), ppf70 s si bl e
101.
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Scottish Government and thetes support groups to ensure these narratives are used

to shape health policy.

Finally, in addition to the interviews carried out with PWD, a number of interviews
were conducted with health care professionals and poliakers. The former
include inerviews with general practitioners working in Glasgow as well an
interview with Joan McDowell, the first specialist diabetes nurse in Scotland. These
interviews served to expand knowledge of how diabetes has been treated both past
and present, as well adfer new insight into the development of the tfidsabetic

clinics in Britain. Additionally, the interviews with G® provided a nuanced
understanding of medical education in Britain during the time period covered in the
second half of the thesis. Thidfered a clearer understanding lmow medical
students and health care professionadse educated on oral hypoglycaemic agents
and in turn how this transformed the treatment solutions offergdtients in general
practice. One final interview was caad out on an archival visit to the United States
with Karen Collins, former Deputy Chief Medical Officer of New York City Health

and Hospitals Department. Before running the office of Healthcare Quality Clinical
Services in New York, Dr Collins began herar eer by completing
degree in history and science at Harvard before moving on to study medicine and
move into health policy. Dr Collins has worked in health policy for many years, in
particular working on improving access and quality ofecéor underprivileged
populations living with a chronidisease in the United State$his interview drew
attention to the importance of the connection between the way health care is funded

and the insurance system in America and the significant digsanitioutcomes in

28 At the time of writing, all intervieware n the process of being archivatithe Scottish Oral
History Centrehttps://atom.lib.strath.ac.uk/sofacchive
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patients with diabetes from poor populations and ethnic mtgs Additionally, it
covereda range of recent diabetes selhinagement and prevention programmes
currently being undertaken in various states that are looking to be ocollexver the
coming years and offered an interesting comparison to the views of the British
medical profession regarding the potential to revergrish diabetes into remission.
Together, the oral history interviews carried out for this research provaege of
perspectives, knowledge and insight which were not available in traditional archival
records, which ultimately contributes a richer, more reflective history of diabetes

built upon the experieres of those who have lived it.

Literature

Diabetes Hstories

Today, increasing rates 2D and its associated costs account for 9 percent of the
annual National Health Service (NHS) budget (approximately £8.8 billion per year),
positioning diabetes prevention and management as a national public headiinconc
demanding dynamic policy respong@sin 2019, diabetesvas ranked ninth in the

top ten leading causes of death worldwide by the World Health Organisation
(WHO)* Yet despite such a position within contemporary muhgalth problms,

T2D remains a small and undeesearched field within the history of medicine.
Typically, both acdemic histories and clinical textrace the history of diabetes to

ancient Greece where diabetes was first described by Greek physician Arataeus as a

). Smith, o6Health Matt ePublicHealfh Erglargid May2@8.Type 2 Di
¥6The Top 10 Chu/kvevswho.iht/m&i@eentrb/@cisheets/fs310/antessed 18
February 2021.
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dnysterious liness[where] the etk and | i mbs mél ltikeimang o t he
diseases, the very first histories of diabetes to appear were those written by medical
professionals themselves, rather than historians. Included among these early
histories are the textof prominent diabetologists such as Elliot P. Joslin and Frank

N. Allan. These early histories, written exclusively by male members of the medical
establishment, largely offer superficial, descriptive accounts of developments in
diabetic treatment. Typal of these accountsthe History of the Treatment of
Diabetes by Dieby Canadian physician Frank N. Allan chronicles the evolution of
diabetic diets as prescribed by leading physicians up until the discovery of insulin.
Characteristic of early hist@s written by medical professionalsastendency to

recount a descriptive chronology of the latest advances and often the reality, which

was that those with severe diabetes were only living a few a years longer than a
century prior, was often misconstrued favour of a narrative of progre¥s.

Mor eover, early histories of diabetes st
developments in diabetes management to the wider social, economic and political
context in which they occurred. Without such analysjsthese histories often

conclude around the discovery of insulin and assume that this was the end of diet
theray i n di abet es ,whea seatdnt by diet ha@ neechedt iss mast

successfu point, insu®fin was discoveredb?

31 FeudtnerBittersweetp. 4.

¥E N.Alan,6 The Hi st ory odf Dti lned eT doernatlwiftberBthedcardDietetic
Association6:1 (1930)p. 235

¥ bid, p. 237
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The next contributiorto the literatue on diabetes to appear duritige late 1940s

were histories commissioned by tioaal diabetic organisations. Again, these

histories provide straightforward accounts which approach diabetes in rather clinical
terms neglecting an analysi$ diabetes within its soctoultural structures. Lee

Sander8 The Philatelic History of Diabetes: In Search of a Cym®duced and

published by the American Diabetes AssociatikDA) in 1947 attempts to
categorise the history of diabetes into four depelertal and chronological periods:
thedescriptiveperiod, which covers the age of antiquity and early attempts to try and
understand and label diabetes, dmegnosticperiod which transpired throughout the
Renaissance, thexperimentaperiod in which tle discovery of insulin occurred, and

the presentherapeuticera which is broadly defined in terms of the need to make

insulin more widely availab® The Austral i an AlHistory eft es S
Diabetes in Australiwommissioned by the medical andestific branch of Diabetes

Australia in the 1990s, provided a similar account of diabetes, placing its
organi sation at the cen® Centributing adshelar Year
history to that of the ADA, D ielg tirectse s A u ¢
attention towards T1D and the role of insulin. By contrast, T2D features little
throughout the text and appears only within a framework of drug development, thus
contributing to the notion that T2D is most amenable to pharmaceutitady than

dietary, solutions.Notably absent in institutional histories is a discussion of the use

of diet in managing diabetes and its role in the condiionset, preferring instead to

focus scientific accomplishments rather the social and environmentalrsfacto

implicated in the disease.

3. J. SandersThe Philatelic History of Diabetes: In Search of a Gukérginia: American
Diabetes Association, 1947)
% F. Martin, A History of Diabetes in AustraligMelbourne: Miranova Publisherk998)
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From the 1960s to 1980s, interest in the aetiology of diabetes gathered as mass
popul ation screening campaigns to uncove
of literature on its features and the history of its treatmd®esembling the first

histories of diabetes, many of these were written by physitiansd historians and

focused primarily on the clinical progress made by male physicians such as the

di scovery of Featareslinithe HistoryfobDiabeiay foroegample,
mirroring the biomedical milieu of the
biological pathogenesis, primarily its potential genetic basis, dedicating little
consideration to the sociocultural elements influential to its onset orived |
experience of the conditiofi. Similarly, The Discovery of Insuliby Canadian

historian Michael Bliss, concentrates more or less on the 1920s and the events
surrounding the discovery and isolation
personal paps, Bliss retells the narrative, or myth, that insulin was discovered
solely by Banting and Best, elucidating their role as only part of the discovery of
insulin, Bliss reveals the taught process of scientific discovery and the multiple
individuals, and thir contributions, that are often omitt¥d By narrowing his focus

to the conflict involved in the discovel
narratives, limits its scope to the history ®lD and lingers on advances in
treatment, chiefly the dcovery of insulin in 1922 Such broaestroke accounts as

those outlined here, have distracted from the lived experience of diabetes and have
often downplayed the role of patients in constructing their own means ef self

management.

% . E. PoulserFeatures in the History of Diabetolog§Copenhagen: Munksgaard, 1982)8p. For
other works of this kind, see N. S. Papaspyfd® History of Diabetes MellituéStuttgart: Georg
Thieme, 1964)

37 bid, p. 209.

% M. Bliss, The Discovery of InsulifChicago: The University of Chicago Press, 2007).
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The turn of the newnillennium and the unabating rise of diabetes, particularly in its
milder form, stimulated a renewed interest in diabedsseflected in a number of

new histories which attempted to document and piece together the theoretical and
scientific developments wtin have led to contemporary treatment models. Among
this new collection of texts to consider diabetes in historical perspective; Chris
F e u d t Bittersw&et: Diabetes, Insulin and the Transformation of llIf{2683),

El i z ab et RatalFThinstdDeabdtes ia Britain until Insulif2009) and Robert

Tat t eDiabetds:ITeedBiographf2009) have, until now, constituted the primary
body of literature on diabetes. The first of theBigtersweet Diabetes, Insulin and

the Transformation of llinedsy practicing paediatrician Chris Feudtner, explores the
social and cultural history of diabetes in the-prd postinsulin era. Drawing on
medical archives and letters exchanged between patients, their family members and
staff at the Joslin Diabetes @e= in Boston, Feudtner recosarihe history of T1Dn

children in the United States throughout the twentieth century. In turning away from
the tendency to neglect the |lived realit
history of diabetestooffe t he pati ent s perspective.
Feudtnerodos testimonies are | imited to a
living in the Boston area and thus the diversity of perspectives atedimhs the
titl e sugges rasfocuskre thd itonies ofonmedical progress, viewing
insulin as emblematic of both the triumphs and disappointments of twentieth century
medicine. In the days before insulin when diabetes was fatal, starvation diets could
delay death in adults and thielerly, but for children the disease progressed rapidly,
leading to rapid weighioks, ketoacidosis, and deatiith the discovery of insulin,

as Feudtner elucidates, diabetes transformed from an acute to chronic disease as
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insulin offered a novel means tontrol the disease, extending the lives of PWD
significantly. Yet, as Feudtner points out, it was not a cure for the disease. Insulin
served to further clarify the distinction between the two apparent forms of diabetes,
demonstrating the difference theen those whose bodies did not produce any
insulin but could now inject the hormone and ward off the severest of symptoms, and
those who appeared to suffer only mild symptoms and could manage these by
altering their diet . thepeesedtationeof diabetesreman c o
model condit on t hr ough whpacahditgan wife wditsheiassed t r
Through the lens of insulin and those with lived experience of T1D, Feudtner
demonstrates how the discovery of insulin transformed dialbetes an acute to

chronic disease, altering the illness experience of diabetes into one that, although
easier to manage, came wrought with new complications and new forms. Through

an examination of archival sources, mainly letters between Joslin, hiatpaiied

their family members, Feudtner weaves together the history of diabetic care,
primarily around the Boston area in the twentieth century, exploring narratives of

T1D and insulin use from some of the first patients to be treated with it.
Additionally, Feudtner raises questions around some of the key themes in the history

of medicine, such as responsibility, encouraging the reader to consider who is
responsible for health, the state or the individué? t t e r stremegthes tlid in

Feudt neruunsverngof theforgins of diabetes, and the role of individuals

such as Joslin in facilitating and nurturing ideas of personal responsibility for disease

and the notion that successful management hinged as much upon moralistic ideas of
60goodod bpahtaveour as it did upon science.

Feudtner 0s reliance on a very narrow g
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predominantly white T1D juverel patients from the Boston are&lowever he is

careful to note that these individuad® not represent all diabetics, nor do they

furnish archetypal diabetic experiendes. Moreover, while Feudtner openly

criticises the dominant biomedical model inherent in modern understanding of
diabetes, arguing tha foalsing on physiology and technolggnarows our

per spect i, eudtef, tod) ertributds t the existing narrative that centres
attention on medical interventions and suggests that insulin and drug therapies neatly
supplanted the use of diet in managing diab&tedn a table ot | i ni ng 6Cyc
Periods of Diabetes Transmutationd Feudt
were the main forms of treatment available in the@&2 era, followed by low

calorie diets from 19122. Feudtner then lists a series of medical innowatsuch

as insulin, antimicrobials, andfiypertensives, transplants, pancreatic surgery and
dialysis, thus suggesting that diets have only been used in thespla area and

were disregarded thereafter with the discovery of new technologies. Though
Feudt ner includes a small section on Ot he
primarily in relation to insulin and these cycles are not examined in anydgteélt
Feudtner e xligbktia ilivesswerh affected not only by changes in the
medial world butal s o by br oad e ffleetisgty crefesehcingcthea n g e s
Depression and the Second World War, but ultimately withholds historical analysis

here. This thesis, by contrast, completes this gap in the literature by historically
analysing the twader social changes which have affected PWD and the care and

treatment options they have been afforded.

% FeudtnerBittersweetp. 16.
“lbid, p. 41.
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El i z ab et RatalFThinstd Ridbéted B Britain until Insulins guilty of similar

limitations, centring its focus around the discovery cfulm and the changes to

diabetic care in the immediate passulin era. However, unlike previous histories

Furdell dedcates greater attention to theeas which helped forge modern
understandings of diabetes, for example by delving into the compéoges of

diabetes which circulated inthegrensul i n er a, from Gal enoés
and diet to medical astrology and herbal mediéneThe bookds centr
however is one which rests on the discovery of insulin and the subsequent changes
wrought to diabetes management. In a brief consideration of T2D, Furdell
acknowledges the role of diet and lifestyle factors implicated in the onset of diabetes,

yet her overall argument is one that points to pharmaceutical solutions and medical
technologis for successful management. Where Type 2 is discussed in the book,
Furdell 6s main agenda is to reinforce h
genetic disease, pointing to human genome research as the solution to understanding
diabetes and referrimipt hose offering alternatives as
att modernm@& di ci ne and b ?gvordoven, while Funell elainise s 6

in the bookb6s preface to offer oO6a biogra
doct or s a patientpr@ices feature sedy,little if at all throughout the book

and are often overshadowed by those of the medical profession.

Covering much of the same groumiabetes: The BiographgndThe Pissing Evil:
A Comprehensive History of Diabetes Mellitbg retired diabetologist turned
historian Robert Tattersall provide the first general outline of diabetes history,

tracing the history of medical and popular ideas about diabetes, from the earliest

“LE. L. Furdell,Fatal Thirst: Diabetes in Britain until InsulifLeiden: Boston, 2009).
%2 bid, p. 160

39



description found on Egyptian papyrus to contemporary resgsto the current
epidemic?® Concentrating primarily on technological developments as Tattersall
himself admits,Diabetes: The Biographyghronicles twentieth century scientific
innovations in diabetic care from the chemical analysis of sugar in the torithe
discovery of the importance of the pancreas, the manipulation of diets and the
extraction of hormones which allowed for the discovery of insulin in the 1920s.
Where Tattersall grapples with the mid to late twentieth century, with which this
thess contends, his scope, perhaps reflecting his clinical background, is largely
scientific, focusing on the outcomes of recent clinical trials and the ability of the
pharmaceutical industry to respond to the present epidemic of diabetes. However,
like Feudner, Tattersall refrains from painting insulin as a wonder drug, defining the
posti nsul in era as 6the dark agesd he off el
of insulin, noting the way in which it transformed diabetes into a chronic disease,

lead ng to an Oepidée€mic of complications©é6.

Where Tattersall provides an overview of the scientific developments which have
altered diabetic management in the twentieth century, in more recent years historians
have turned their attention to more spedéaures of diabetes historyn Managirg
Diabetes, Managing Medicin€hronic Disease and Clinical Bureaucracy in Rost

War Britain, historian Martin Moore presents a wedlsearched and engaging social
and political history of diabetes management in Britaithe poswar era* Moore

carefully traces the political attention granted to chronic disease management in

“3R. TattersallDiabetes:The Biography(Oxford: Oxford University Press, 2009); R. Tattersdlthe
Pissing Evil:A Comprehensive History of Diabetes Melljt()sfe: Swan & Horn, 2017).

“R. TattersallDiabetesp. 82

“>M. D. Moore,Managirg Diabetes, Managing Medicin€hronic Disease and ClinicaliBeaucracy
in PostWar Britain, (Manchester: Manchester University Press, 2019).
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Britain, examining the wider social and political context of attempts to bureaucratise
disease management, and the key actors involved in ghapamagement and

forging the current structures and systems in place. In moving away from the
archetypal 6hi story of diabetes as the h
analysis of how the management of such a demanding disease has beemshaped
twentieth century by considering the influence of national politics, neoliberal
ideology, and policy agendas upon thitees of management in diabetes care and
treat ment . Mooreds main contributions |
such & health visitors and patient organisations, and the hidden connections
instrumental in the creation of bureaucratic observation systems and in the tireless
promotion of diabetes as a political concern. These areas in particular, provide
significantcontr but i ons to the |l iterature and Moc
this era offered a new perspective which was wholly lacking in previous histories. In

the earlier chapters, Moore examines changes to diabetic care that occurred as a
result of the azation of the NHS, exploring the acceleration of hosthiéeled care

and the development of bureaucratic tools for managing diabetes by a small group of
clinicians. Charting the planning process and key actors involved in the creation of
regional diabeteservices, as well as discussions about chronic disease management

in the 1950s, Moore demonstrates how diabetes became entwined in the medical and
political interests of the time and was central among discussions regarding how
chronic disease could be edrfor in the community. In this context, new guidaince

shaped by both GPs and other community care atterserged in an attempt to

expand diabetes care beyond the walls of the hospital. In subsequent chapters,

Moore details the convergence of bothveloinnovations and professional and
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political interactions involved in the remaking of diabetes management, exploring the
development and expansion of matinics throughout the 1970s, the rise of
surveillance medicine, the shifts in discussions arousdemtative medicine which

led diabetes to remerge as a political concern duringet1970s, and the
involvement ofpatient organisations in the development of standard and guidelines
in British diabetes care over the last quarter of the twentieth cenlikg Feudtner,

Moore uses patient testimonies as a means to complement traditional sources, rather
than to form the core narrative. Nevertheless, he uses oral testimonies to good effect,
effectively il lustrating tadmbetween mé&dwise cl ai
and politics and the lived realties of diabetes which resulted. While Moore briefly
touches upon aetiology in the introduction, he chooses not to contend with how these
changes in management shaped wider debates surrounding aetiolmgydoes

Moore delve too deeply into the development of specific treatments such as oral
hypoglycaemic drugs or the international debates surrounding their use, despite
focusing on the same time period. Neverthelésanaging Diabetes, Managing
Medicine contributed a mucimeeded new perspective of diabetes history which
replaced an excessive focus on insulin with an insight into the rise of surveillance
medicine, and the resulting responsibility and expectations placed on PWD and their

practtioners thais evident today.

Historians havelsobegun to assess the history of diabetes in relation to race and the
ethnography of disead®. Laying the foundations for a greater social and cultural

focus, hi st or i a miabéteslAeHhistory dfuRade naadidease

“8 For a historical perspective see A. M. Tuchniabetes:A History of Race and Diseag@ew
Haven:Yale University Press, 2020). For a sociological perspective of émbed race in the U.S
see also J. Douc@attle, Sweetness in the BlooRace, Risk and Type 2 Diabetédinneapolis:
University of Minnesota Press, 2021).
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provides the first history of diabetes of its kind, exploring the changing demographic
of diabetes and the stories that accompahy particular populations are at greater

risk of developing the disease. Of particular relevance to this theBisiis h ma n 6 s
historical analysis of diabetes detection campaigns in thewaosera. Screening
programmes in the United States revealed diabetes to be a disease of minority groups
exposing the extent of racial and ethnic incidence and the vast inequabtireof
present compared to the white diabetic population. According to Tuchman, the
revelation of the true incidence of diabetes among black and Mexican American
communities, led to greater knowledge about diabetes, and the potential
consequences and conggltions without treatment within these communities. In
contrast to Jeremy Greeneho depicts the development of oral hypoglycaemic
drugs and population screening as a tool to medicate largely healthy populations,
Tuchman demonstrates how populationecnei ng t o find Ot he hic
taken up by black communities and civil rights leaders in a bid to achieve equal
health care and eradicate racial health injusfitdacorporating the agency of black

leaders into histories of screening, Tuchmanarp:

That so many of those million were found among populations that
were neither white nor middle class can best be explained by the
civil rights movements battle to gete nation to recogniseand then

to eradicate racial and economic injusticé¥.

In identifying a range of actors involved in the history of screening in the U.S,
Tuchman demonstrates the central role of black leaders and physicians in

establishing dibetes as a civil rights issue.In doing so she illustrates the

47J. A. GreenePrescribing by Number®rugs and the Definition of Diseas@altimore: John
Hopkins University Press, 2007).
“8 TuchmanDiabetes:A History of Race and Diseage 147.
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complexities of thisperiod in the history of diabetes which have hitherto been
overlooked, revealing a history of diabetes which transcends the development of
insulin to reveal, instead, a history intimately linked to poverége and health

disparities.

This thesis coniibutes to the existing literature outlined above, providing a historical
analysis of further aspects within the history of diabetes which have yet to be
examined, such as the role of female physicians in the history of diabetes, the
development of the fitsoral drugs for diabetes and their influence upon aetiology
and treatment, the role of patients, their practitioners and patient organisations in
shaping how diabetes has been managed, and the influence of wider events, ranging
from war to international @bates on diet and disease, in shaping how diabetes has
been treated andnderstood. Moreover, as much of the existing literature has
concentrated on the United States or T1D, this chapter fills a significant gap in the
literature by accounting for the @eopment of diabetes management in Britain and

the perspecties of people with T2D as well.

One of the main disputesmongst historians of diabetesswhether we can broadly
define 6diabetic symptomsé when dieml i ng
of T1D and T2D. Louise Curth warns of the danger of attempting to apply modern
biomedical standards, disease labels and ideas to-diagnose or reconstruct
conditions described in historical texts, noting how definitions of healthillmess

are firmly linked to the time, culture and society of the place in which they are

situated®® This means that historians must be careful when approaching diseases

“L. H. Curt hDia bbeFtag sa |i nT hB rr iSoaal Histony of Médicinelona93i | i n 6 ,
(2009),p. 637.
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like diabetes which were not always diagnosed and labelled as distinct groeg as t

are today The division of T1D and T2Ds still a fairly recent categorisation,
therefore earlier, broader definitions found for example in physician handbooks of

the late nineteenth ancmy twentieth centuries whichef er t o odéacut ebd
forms of the disease may not simply transfer to modern categories used to understand
and define diabetes today. This thesis aligns with the points outlined here by Curth,

and put forth elsewhere suelsF e u d t Bittersw@et that as diseases can mutate

and change biologically over time historians must be cautious when applying modern
understadings to historical accountsAs far as possible, this thesis will refer to

Type 2 di abedgiemplay &@di2dbe toewhén deating @ithi | d d
earler time periods when the classification T1D and T2&e not yet availablelt

will avoid the use of treatmesspecific categories such as rAmsulin dependent

diabetes mellitus (NIDDM) as this has become somewhat outdated in recent years as
many patiets traditionallyco s i der ed &6 mi | dade inereasitgly bekrave T
prescribed insulin to manage their symptoms. With respect for those living with
diabetes, and to avoid labelling people by their condition, this thesis will refer to
Opeopl ebwittels 6di( PWD) rather than o6diabet.i

histories of diabeteand older medical literature.

Patient-Centred Histories

According to the Oral History Association, oral history is a field of study and a
method of gathering, pserving and interpreting the voices and memories of people,
communities, and participants in past events. It is both the oldest type of historical

inquiry, predating the written word, and one of the most modern, initiated with tape
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recorders in the 1940and now usingwenty firstcentury digital technologie®.

According to the late Roy Porter, patient narratives are vital sources of primary
evidence of social and cultural discourses which allow the historian to better
understand how sickness has been labelled, ave | | as the individ
assumptions about the conditi> Reveverause,
as historian Erin Jessee has identified, while oral history expands our gaze to
consider intimate accounts of the human experienceallkgrimary sources, it has

its limits and issues which make it controversfalYet, as long as these ethical
considerations are understood and adhered to by the researcher, the inclusion of
individual and community responses to health, sickness anccahédiatment can

contribute innovative perspectives of health and disease both past and present.

Despite a broad consensus on the merits of oral history methods in the history of
medicine, historians of diabetes have tended to eschew the use of Iparteeae,
incorporating the patietd perspective into histories of diabetes only in receatsy
Paul T h o e sMoined sf the Pastwhich provides an extensive
historiographical review of oral history researotveals the conspicuous absence of
oral history projects which engage with PWD, and patient narratives geri&rally.
With the exception of Feudtner and Moore, the histories of diabetes cited in the
above literature review have relied primarily upon traditional archival sources rather
than the ue of patient testimonies taken from PWD themselves. Where patient

testimonies have appeared in the history of diabetes they have besed uitili

* Oral History:Defined, Oral History Associam, https://www.oralhistory.org/about/eorakhistory/,
accessed 6 October 2021.

®R. Porter, 6 ThomgMeadtiiceanlt 6Hsi swio&hepry dnd SonietyBl2 | o wo ,
(1985), p.193.

2E. Jessee 6 The Li mit €thicsfand®etlodolodyiAmid Highly Politicised Research
Set t OrldHstory Review38:2 (2011), pp. 28307.

*3P. ThompsonThe Voice of the PasBral History, (Oxford: Oxford University Press, 2000).
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multifarious ways; Moorefor example utilises existing oral histories to complement
traditional sources, whr eas Feudtner 6s use of patient
of patient letters from a small patient population of people with T1D held in the
archive of the Joslin Diabetes Centre. More recently, doctoral reseaftiuars
Bradweland Lauren Young ha&vconducted oral histories in Scotland and Northern
Ireland making use of oral histotp place lived experiences of T1D at the centre of
historical research Their use of oral history methodology aids a deeper and more
meaningful understanding of patteexperiences off 1D, shedding new light on

patient expertise, changing patient expectations and the reorganisation of the
consultative relationship, as well as patient experiences of novel medical devices

such as insulin pens, insulin pumps and glucoseitors>>

Due to the prevailing focus on T1D in the histories outlined above, this thesis directs
its attention toward those who remain absent in the existing literature. To
incorporate the views of people living with T2D, the thesis exploits bothirexisral

history collections, as well as interviews conducted by the researcher to analyse the
lived experience and perspectives of an illness which has grown significantly in
recent times. By including oral history as a principal methodology, thissthesi
contributes to the existing literature by providing the first patemtred view of the
history of diet and diabetes, a fundamental perspective which has yet to be tackled by
historians. As the interviews carried out iabetes Storieghe existingcollection

used in this thesis, offered only those perspectives of English PWD, the interviews

*sS. Bradwel , drpe tDiabated and e Gbrsultative Relationship, 19882 2 6 ,

(University of StrathclydePhD thesis2 0 2 0 ) ; L. Young, Bxploriggghese of a Di
Hi story and Lived Exper i enc e (Qoetns DrivarditghDettssis,t hr ough
2022).

*° |bid.
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conducted for this research sought to include the perspectives of Scottish people
living with T2D and their practitioner®. The following provides a brief oveiew of

the development and merits of oral history and a review of some of key patient
centred histories undertaken in recent years which encompass theoretical

perspectives and methodologigsich complement this thesis.

In his seminal article publishad 1985, Roy Porter proposed an alternative history

of medicine, one which placed patient experience at the heart of accounts of health

and illness. Until now, he argued, the history of healing had been the history of
doctors and thus he challenged histos to move away from physici@entred

accounts which prevailed among histories of Western medicine. According to
Porter, it takes two to make a medical encounter, the sick person as well as the
doctor, yet 0t he suf f er ginsboth itssdcial andn t he
cognitive dimensions, was"> rPoourttienredsy airgtr
encouraged a profound historiographical shift, prompting historians to create an
alternative history of medicineryfroomne whi

bel owo. I n 19 9 1Spciali Histora of MedicineRawl THompson,t h e

commented further on the limited use of evidence from oral history or life story

%% In recent years, encouraged by the debate over Scottish Independence, numerous commentators

have drawn attention to the lack of Scottish perspectives not only in history, but on television, in

literature andn the media as well. This thesis strives to overcome this by striving for greater
inclusion of Scottish voices. For some exampl es
Here are 76 things weo6d | Guardian,i9ebauprpd0bigi se f or , I«
https://www.theguardian.com/politics/2014/feb/19/scottistependenc&6-thingsapologise

accessed 12 January 20220 | | y .r g, t téeFno S c 0Gltad ssgho vA uWchmaBds Li br al
May 2021 https://womenslibrary.org.uk/2021/05/13/forgotisrottishauthors/ accessed 12 January

2022;K. GuruMurthy , 61 s Br i t i s h Chadnel &News8iMayR01%,c ot | and ? 6,
https://www.channel4.com/newstisitish-tv-failing-scotland accessed 12 January 2022

R. PorterpsoéVhewPat Denhg MediThearyandSoded2 y from Be
(1985), p.176.
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interviews by British medical historian$. By the mid1990s however, historians of

medicine gradually began to engage with oral sources, particularly with patient
testimonies, both archived and thoseichhthey recorded themselvesin early

attempts to produce patieceéntred research historians mainly utilised patient
records, memoirs a@ndiaries simply as untapped primary evidence to either support

or contest traditional documentary sourcesThese histories mirrored a wider trend

I n or al hi story throughout the 1970s and
6recovery  hasl tsaughy to find hevidence absent in conventional

historical source®’

Among these early patiestent r ed hi stori es, Sanjiv Kal
use of oral testimonies conducted with leprosy patients in India to trace the history of

the diseae and its treatment in the twentieth cenfiiryThe use of oral testimonies

i n Kakardos work revealed the influence o
Western medical systems and practices, 0
Ka k ar 00$ preexdstng archived testimonies provided valuable insights into

patient perceptions of contagion, transmission and curability, experiences of
discrimination and patient involvement in the detection of new Casadditionally,

the oral testimoniesevealed wider issues relating to perceptions of health and

disease in colonial India, the tension between traditional and modern forms of

P, Thompsond Or al Hi st oorryy aonfd Mehdei cHsbosstHistofy ofRviedicine w o |
4:2(1991), p.372

%9 J. CornwellHard-Earned LivesAccounts of Healthrad lliness from East LondoLondon:

Routledge, 1984); R. Adam and R. Van RierlSickness and in HealtAge Exchange, 1985),

Reviewed in P. Thomson, 0OQrailnedd,st4do:r38InA9 1 )h,e pHp .s
69|, Abrams,Oral History Theory (London: Routledge, 2010), 3.

®s. Kakar , 6 LTehper olsnyt eirnv el nntdii®he Oral Hist@y ReddePR:l st or y 6,
(1995), pp. 3#5.

%2 |bid.
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treatment and when cressferenced with colonial sources, uncovered greater patient

agencythan conventional histogehadassumed

Historians with an interest in health among communities have conducted research
using oral testimonies to trace the diffusion of, and resistance, to medical advances
and lay understandings of disease. Elizabeth Peretz followed this metined

study of the development of community health care in interwar Britain in order to
ascertain lay attitudes towards health care provi&io8imilarly, historian Virginia
Berridge employed oral history in her study of opium to challenge officiatssuas

well as to question the stereotypes of opium use and reconsider the medical and
pharmaceutical professions as agents of pro§fessn Health Culture in the
Heartland, 188601980 historian Lucinda Beierecounts more than a century of
health care ttough the perspectives local residents, nurses, doctors and public health
professionals. Providing an important counterweight to physimatred studies,
Beierds study of McLean County in North
the home margement of ith eal t h, birth, and deat h, nu
the experiences of African American healers and patients, and public health
provision® Fusing together personal responses to national developments, Beier uses
oral testimonies to deomstrate how wider changes, including; urbanisation, as well

as scientific and technological advances have altered the sites of medical treatment,
medical practices and public health initiatives. By applying a critical historical

perspective, Beier refudethe assumption of progress within the history of medicine,

SE. Peretz, 6The Prof Omldistoryyalli7zz dt i(d® 8@ riyEi | Pea rd
Service for England and Waldsocal Authority Maternity Care in the Interwar Period in Oxfordshire

and Tottenhamé, in J. Gar ci ahePolticsoiMaterpitg Catei c k and |
(Oxford: Clarendon Pres$990).

®yv. Ber rpii digne ,a n@O O®ral Histdfy, 752t(10#9)y fip., 458.

%5 L. Beier,Health Culture in the Heartland, 1880980: An Oral History (Chicago: University of

Illinois Press, 2009).
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ending the book with a contemporary health study of the same region which
highlights important issues around class, health insurance and access to health care,

particularly among residents livingith a chronic diseas®.

Hi storian Mary Jo Festleds or al hi story
effective case study of patieogéntred research which utilises oral testimonies to
observe attitudes towards a particular treatment. Fas#s oral testimonies to

contrast the views of patients with the health care professionals delivering their
treat ment . Pat previdd their ovn hdefinitians @fugaadity ob life,

determine for themselves in what areas they are doing welleor mgp, and assign

their own values to the aspects df & t hey cons i d° Bimilarly,st i mp
Glenn Smith, Annie Bartlett, and Michael King place patient narratives at the centre

of their research into the 06 toerevéament 0O
powerful accounts of the medicalisation of sexuality from both patients and their
therapist$® Li kewi se, Ali Haggettos history of
women in the 1950s and 1960s wusesonsor al t
of the cause of their neuroses and their feelings towards treatment. While the focus
here Iis ment al heal t h, Haggett s book <co
of the themes covered in this thesis which offers a useful framework for inilegpret

oral testimonies of health care and treatment during this time period. Haggett
situates patient and physician testimonies within the historical context of the post

war debate surrounding the diagnosis of symptoms and the categorization of

®® Ipid.

M. J. Festl e, 6 Qu Adsdsding thenQuajipfhife of QungTwandplany i n g :

Re ci p OmliHisteryyReview29:1(2002), pp. 5B6.

®K.Fisher 6 Or al Testi mony and Mhlacksbried)The OxforddHandiddekd i ci ne
of the History of MedicingOxford: Oxford University Press, 2011), 03
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disorders, lluminating the wide range of explanations for mental disorder during this
period® Providing the central narrative of the book are the oral testimonies of a
group of women who were wives and mothers during the-yast period,
respondents who were drawinom the formerly knownNational Housewives
Register. Haggett uses oral history here to challenge prevailing assumptions that
depression, anxiety and dissatisfaction stemmed from housework or mothering, but
rather from troubled relationships or the upnoegtto the subdrs where women felt

isolated. Additionally, the use of oral testimonies here challenge the view that
women were purposefully targeted by drug companies, showing instead that women
took medication in higher numbers simply because they wmere likely to see a

doctor than men.Haggett observes how interviewees, when making sense of their
lives, will naturally draw upon a range of cultural discourses that are available to
them whil e respectively mai nt ai randn g t h
constructively with 'Y imteer words, avhen ahalysisg a n d
oral testimonies it is important to understand the ways in which cultural discourses
shape our narratives, while being careful not to let the focus on cultural dessours

mi ni mise or discard the value of “individ

Reflecting the development of oral history from a method of simply recording the
stories absent in conventional histories, towards an analytical practice used to reveal
meanings beneath patient narratives, historians of health and medicine have begun to

use testimonies as a means to understanding the impact of cultural circuits. An

% A. Haggett,Desperate Housewives, Neuroses, and the Domestic EnvironmenZ@ 446ndon:

Pickering and Chatto, 2012), P.

lbid, p.5.

"A. Green, 6l ndividual Re meTidoretcadl prepumptiséndd Col | ect i v
contemporary de a t ©ral élistory Review322, (2004), pp. 35.
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effective example of this type of resear

materniy services in Oxfordshire between 1948 and 1974. Davis uses oral history to
uncover womenos experiences of heal t h
National Health Servic€NHS), refuting the prevailing assumption that women and
children had been its greeat beneficiaries.| n Davi sd0s anal ysi s
she examines the way the women articulated their stories and the influence of class,
locality and family circumstances in their understandings of motherffodtie use

of oral history to understansocial and cultural discourses has become a popular
methodology among historians of health and medicine in recent years as historians

have sought to understand the cultural factors which shape our experiences, as well

c

0!

as the narrative being toldn Arthur Mcl vor and Ronal d Joht

occupational health of workers in Glasgow, oral history interviews exposed the
physical effects of harmful work environments, but also revealed the stigma

associated with occupational health hazards and theddselities, in this case

dmacho culturesbod, whi ch f r-leeaite’d Inibath er vi e

Mcl vor a n d reskardhn nos tashesidsss n d Daviso work
experience of maternity services, the use of oral history transcends elementary

experiences of health, to reveal underlying ways in which health and illness are

on

related to the construéwWendyoRi thardasik

HIV and AIDS provides yet another valuable example of this approach. Rickard

exploresthe composition of individual personal identities following diagnosis, using

A Davis6 A Revolution i n Mat er ninity $ervicesrOsférdshirsyo men and

19481 9 7 Bodial History of Medicing24: 2(2011), p. 402
3 A. Mclvor, Lethal Work:A History of the AsbessoTragedy in ScotlandEast LintonTuckwell,
2000), p.220.

"K.Fisher 6 Or al Testi mony and Mhlacksbri(ed.YTierOyxford f Medi ci ne

Handbook of the History of Medicin@xford: Oxford University Press, 2011), §03
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or al hi story intervi ews to di scern I ndi
treatment. Resembling the history of diabetes, early histories of HIV were often
dominated by thdistory of drug development and ignored the complex relationship

bet ween medi cal theories of dipsresptiene , di a
This thesis adopts a similar method to that used by Rickard and the oral historians
cited above to creat a patiententred history of diabetes which takes into
consideration both the patientsod percept

which influence the construction of sélfentities in relation to it.

Finally, while not histories of mediee, two further studies conducted by medical
anthropologists contribute important theoretical perspectives relevant to this
research.Cancer in the Community¥lass and Medical Authoritgy anthropologist

Martha Balshem provides a case history of a rmghhood in Philadelphia

notorious for high cancer rates. In the study, Balshem uses extensive interviews with
patients and physicians to examine the contrasting attitudes within the community
regarding the causes of cancer, illuminating underlying sesgepncerning class,

power inequalities and the control of knowledge=or community residents, cancer

rates were caused by an unhealthy environment which many of the residents
attributed to contaminated waste from local industrial facilities, whileepsadnals
credited the residentods I|ifestyles for
personal behaviours such as cigarette smoking, alcohol consumption and diets
consisting of higkat foods were to blam&. Whi | st Bal shemdéds stud

ethnographic rather than historical perspective, her method of contrasting the views

> M. BalshemCarcer in the ®mmunity:Class and Medical Authority\WWashingtonSmithsonian
Institution Press, 1993).
®|bid.
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of patients with those of the medical profession, in particular to reveal notions of
blame and responsibility for disease, offers a valuable perspective which has helped
inform the analysis of narratives within this thesis. One of the few studies conducted

with PWD to uncover lived experience of diabetBsgbetes among the Pimay

Carolyn SmithMorris provides a patiestentred account of gestational diabetes

among Pima wonmeof the Gila River community in Southern ArizoHa.Of this

community fifty percent of all adults are diabetic, yet despite this statistic researchers

have limited their scope to biomedical causes and to date the epidemic among Pima
women remains uncheate Living among the Pima women for ten yga®mith
Morriso resear-dbéaptphroacdesntanofi nthe wome
diabetes and their attitudes towards aetiology and treatment. The study adopts a
cultural explanatory model for understanditng causes of disease by focusing on

Pi ma womené6s o6cul tur al obstacl esbessuch ¢
which wee found to act adarriess to successful preventipnscreening and
intervention. While this study draws on a number of cudluobstacles to successful
management, the lack of historical perspective avoids delving into important factors

such as nutritional changes or socicemic factors which may explaior aid a

better understanding of rising rates among particular comrasnitNevertheless,

Diabetes among the Pim@ises important questions surrounding the social and
cultural issues at the heart of the diabetes epidemic and highlights gender and health

care disparities among native populations such as the Pima Indians.

" C. SmithMorris, Diabetes among the Pim&tories of SurvivaTucson:University of Arizona
Press, 2006)
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According to Penny Summerfielibral historians enter the world of the géory in

search of personalcac ount s of hi &t Howdver,aab Roy Partere s s e s
anticipated, telling history from the po
itsownp i t f a [°lOge ot tleandin critiques of oral history concerns the idea of
empower ment and the challenge of ensurir
patients or vulnerable groupsFor oral historian Luisa Passerini, the concept of
6democgréathisstnhory was problematic in that
absent in traditional histories with a voice, but the interview situation itself is
inherently unequal® Yet, skilled historians have found ways of diminishing power

gaps in order to critally engage with oral testimonies and use oral history as a
power base for change. Jan Walmsley, one of the leading historians in the field of

oral history and disability, pioneered collaboration with her research subjects in order

to uncover the obstaes which prevent people with disabilities from being heard and

how their perspectives could be wused to
and illustrated accounts allowed interviewees to create their owstdifees in a

format that was both cleand familiar, yet despite her efforts, Walmsley concluded
that due to the comprehension gap bet wee
authorityo and t he eradication o powe
Wal msl eyds r es e aonelof thehpatentialhgallg bfl usirgy lotals s
history. Whi | st hi storians best efforts to cr

which patients or those who have experienced illness or disability can become part of

P, Summerfield,sobPDjettomponséengubhecti vities in o
Lucy and P. Summerfield (edsBeminism and Autobiographirexts, Theories and Methqds

(London: Routledge, 2000), p. 92

“R.Porter6 The Pati entNesdiVdalw:Hi sDtodThemry dnd SocieyBl2 1 o wo ,

(1985), p. 182.

8. Abrams,Oral History Theory (London:Routledge, 2010), A.61

). Walmsley, o6Life History InterOralHistgy 2Lt h Peop]l
(1995), p.186.
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the process of creating their own histonyevitably the problem of who sets the

agenda and how to truly produce shared authoritiij@fesearch can often remain.

To sum up, the many histories reviewed here serve to incorporate individual
experience into the historical frame and humanize ity of medicine. Yet, if

oral history is to be utilised successfully it must go beyond simply documenting these
experiences and use them instead to understand and even challenge existing medical
structures. It is within the growing body of literatuwt patientcentred histories,
seeking to create what Porter described
this thesis contributes to. One which is fluid, fully allows the voice of the people
themselves to be heard in their own higt@arefully analysedived experience of

diabetes within their social and cultural context, yet does not underestimate or
devalue the power of the individual in understanding and contesting the wider forces

which shape our undesstdings of health and disease
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Diabetes and the Origins of the Diabetic Diet
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Introduction

Long before the ris of biomedicine, diet was considered a key component of
orthodox medicine across the globe, and for centuries a holistic understanding of
mind and body held cultural authority over understandings of sickness, health and the
treatment of disea$é. In the earliest written record of diabetes, from the second
century AD, Greek physician Arataeus of
mysterious illness where the flesh and
prescribed a dietary regimen of milk and ceseahd the complete avoidance of
alcohol®® Ar eataeusd medical practice was ba
Pneumatic school which highlighted the vital role of pneuma (air) and the
importance of the four humours (blood, black bile, yellow bile and phlegwigent

in his description of the thirst of a di
by Hippocratic medicine with its focus on lifestyle, diet, exercise and calm and
moderate living, classical philosophers lay the origins for our moders @aleaut

food, health and disease. The Greek philosopher Plato, for example, held that eating

in excess would inevitably lead to-fiealth and that the best remedy for disease was

not medicati on, but the regul atalleuch of di
diseases, so far as one has the time to spare, by means of dieting rather than irritate a
fractious evil by -0)F* uGgegkihistgrian P(utarth, liveavisey s 6 8
upheld the i mportance of dietovedekocadboddad

and described a good doctor as one wil/l./

8 R. Bivins Alternative Mediine: A History(Oxford: Oxford University Press, 2007),4.

8 M. Karamanouetal 6 Mi | estones in theéukistThrery maorddicame r é 4
Journal of Diabetes7:1 (D16), pp.1-7.

8 p.K. Skiadas and J. G. LascaratosDi et et iAms i ent GrEerepeanBdundlaisophy 6,
Clinical Nutrition, 55 (2001), p536.
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or t hé& Ikthe dtaged of medical care performed in the ancient world, the
prescription of medical preparations or surgery were deemed unnecassasgydiet

had been atimpted and proved ineffectiveDiabetes, like many diseases, was
traditionally managed following this same rationale, yet, within the historiography
there is a tendency to suggest that following the discovery of insulin, diet became
redundant in the management of diabetes and was abandoned in favour of new,
medical means, of managem&htMany existing accounts assuret once insulin
became available, Western physicians began hastily releasing their patients from the
meticulous weaghing of foods and careful calculation of carbohydrates, thereby
6t hrowing off the shdé'cIBy eontdst thisf chaptdr.e di a
examining the use of diet to manage diabetes both before and after the availability of
insulin, exploresthe conplex ways in which insulin therapy altered the practice of
management. By rassessing the place of diet within the context of insulin and the
new medical gaze in diabetes managementfalf@ving chapter demonstrates that,
rather than replace traditidnaneans of management, insulin reinforced the
importance of diet in @inaging what remained a complard poorly understood
disease. Additionally, the rationales provided for upholding a strict adherence to diet
are discussed, exploring how these evolvdtiiw the context of the transformation

of diabetes from an acute to chronic disease. Utilising physician handbooks,
published medical literature and dietary guidelines from the late nineteenth and early

twentieth century, this chapter examines the osigih diet therapy in diabetes and

8 L. Foxcroft, Calories and Corsets: A History of Dieting over 2000 Ye@rsndon: Profile Books,

2013),p. 19.

% Ipid.

8 C. FeudtnerBittersweetp. 412.

87M. Bliss The Discovery of InsulilondonnFaber and Faber Ltd, 1988): M.
Diabetes Day Di e The Bxeter Blogl4" November 2014.
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the theoretical undedings underpinning its usé&.he first section of the chapter
examines some of the early means of managing diabetes, examining the dietary
principles which governed how diabetes was treated andrstodd. The second
strand of the chapter explores the history of diabetes after insulin, drawing attention
to the role of key physicians such as Elliot Joslin and R. D. Lawrence in shaping
diabetic managemeirt the early twentieth century. It alsgamneshow insulin, as

it transformeddiabetedrom an acute to chronic disease, provoked a renewed debate

on aetiology, accentuating tensions around the culpability of disease.

Diet and Diabetes before Insulin

The historical connection between diet ahabetes is often traced to ancient India,

where the classical medical writer Susruta described diabetes as the result of a
gluttonous overindulgence in rice, flour and suffafFrom the ancient world, the

next juncture in modern understandings of diet diadbetes, most commonly cited

by historians, came in 1674 with the publicationTboe Diabetes or Pissing E\ly
English physician Th o mao$theVBiwdethasssof diabeti¢i | | i s
urine o6as i f it wer e | mbtedgrdatiywo diapnosksoyn ey o
allowing physicians to identify diabetes on the odour of the patients Hrine

hundred years later, as physicians continued to ruminate over the sweétiess

pat i emetpbydician Matthew Dobsaliscovered that thsweetness was formed

not in the kidneys, as previously held, but in the serum of the blood (glycd¥uria).

8N. S. Papaspyrodhe History of Diabetes MellituStuttgart:G. Thieme, 1964) cited in S. Gilman

Diets ard Dieting: A Cultural EncyclopaediédNew York: Routledge, 2008), p. 177.

89M. Karamanouetal 6 Mi | est ones i n tiheushi sTthoer ymaaVorld dci oanbt erti ebs
Journal of Diabetes7:1 (2016), pp. .

%M. Dobson Experiments and Observatis on the Urine of a Diabeti¢London:W. Johnston,

1776) ; R. nB. iBu sahn, HaWAMY 208:1 (1069), ppl30-134.r 6
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Foll owing Dobsond6s account, a succession
attempt to control diabetic symptoms by feeding patients Yaitid their bodies

could assimilaté® Included among these was the proteatked red meat diet

devised by Scottish military surgeon John Rollo in 1797, a diet wholly-baesatd
featuring itédmoosduphdas ngpl ain %6 ¥Yudt and
of sweet or vegetabl e f oodscarboRydraté cielss di e
used to treat diabetes and was widely held to be considered more of a penance than a
pleasurable med® Thr oughout the nineteentneatcentur
based diets, physicians experimented with a wide range of diets underpinned by
diverse nutritional understandings. In the late 1850s, French physician Priorry
advised his patients to consume large quantities of sugar to treat their diabetes while
French pharmacist Apollinaire Bouchardat placed his patients on-adowohydrate

diet, advocating the use of fasting as a means to relieve the work of the p&hcreas.
According to medical journals and physician handbooks, diabetic management in the
pre-iinsdin era involved both the calculah of diets that patiesd bodies could
metabolise, as well ensuring that patients followed and continued with their
prescribed diets. The unwillingness of many patients to adhere to their dietary
regimens led a numbef physicians to extreme measures, such as the lItalian doctor
Cantoni and German physician Bernard Naunyn who detained their patients under
lock and key for up to five months at a time until they were free of SBigamidst

such therapeutic uncertainty, neteentkcentury physicians experimented with a

°1 FeudtnerBittersweetp.6.

%2J. Rollo,Cases of the Diabetes Mellitugfith the Results of the Trials of Certainids; and Other
Substancef_ondon:J. Callow, 1806), pl1-69.

% Ibid.

% 3. Gilman Diets and DietingA Cultural EncyclopaediéNew York: Routledge, 2008), p. 177.
% M. Bliss, The Discovery of Insulirp. 20.
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range of dietary remedies in hope of C O
from the oatmeal cure, milk ®inanatelad t he
published in theJournal of the Ameran Medical Associatiomn 1884, Dr Austin
Flint, Professor of Physiology at the Bellevue Medical Hospital recommended a
range of alternative measures, from opium, bromides and sulphide of calcium to
those ai med at stimulatimgswdciheapr mpe b a
bathing in Turkish and Russian baffisYet, according to Flint, all such methods
were unsatisfactory compared to a rigid diet:

Of course it is difficult to estimate the value of drugs in this as in

many other diseases, particularky the physician is not justified, in

my opinion, i n neglecting to enforce

remedy that exerts a curative influence over diabetes in the absence

of proper dietetic measur&s.
In the decades preceding the discovery of insulin, dag thus the principal, and
most effective form, of managing diabetes. In addition to the diets devised by
physicians, the food industry began to tap into the market for diabietis by
developing alternativebods and diet plans which were promotedess Imonotonous
and easier to follow. In keeping with the nutritional consensus, alternatives were
sought and produced particularly for foods deemed problematic such as those high in
carbohydrate and sugar. However, an examination of the advertisemesumtoof
the first diabetic foods illustrates that, rather than being promoted as alternatives to
the dietary regimens devised by the physicians, the medical profession often

promoted the use of such substitutions and encouraged patients to incorgarate th

into their diabetic diet. In an advertisement featuring endorsement from both the

% Gilman, Diets andDieting, p. 177.
A Flintt 6The Treat ment JAVA 3:D[{1884),933es Mel | i t uso,
% Ibid.
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Lancetand theBMJ (Figure 1.1), manufacturers such as Cafimmiabetic Foods

promoted the use of a wide range of sugar and sfegehalternatives to regular

foods?® Further food industry sources such as advertisements from the early
twentieth century demonstrate the role of food manufacturers in shaping dietary
advice and what constituted the ideal diabetic diedr example, étween 1910 to

1919 the Battle CreekFood Company, headed by nutrition pioneer John Harvey
Kellogg at the Battle Creek Sanatorium, published a series of pamphlets as part of
the oO0Battl e Cr e &hkattdEatin DighatesR eefmiée cttiitn g dKel |
view that meatnetnicpatriagr damd hputcroef acti or
Creek diet for diabetes recommended a nutritional regimen free of meat, low in
carbohydrate and suga ® TheBhttlehCregkhdietisystend L i me
was informed by the view that diabetesasvcaused by constipation due to
overeating, particularly of cane sugar, thus alongside diet tables and food guides, the
Battle Creek Food @npany produced an arrayf branbased and stardinee

products marketed tooth PWD and their physicians.In line wi t h Kel | ogg
Adventist values which preached temperance and the importance of scientific eating,
PWD who followed the Battle Creek DietyStem were expected to follow a number

of rules, such as cultivating sedbntrol, and in eating scientifically, wete regard

the pleasure of eating an ' aheseosguecesher s
demonstrate that as early as the 1890s, dietary advice for diabetes could be
influenced by commercial interests and the personal ideologies of nutritionists, such

ascan be seen with Kell oggds Battle Cre:

%3, Callards Diabetic Foods, (1§92Vellcome LibraryEphemera Box 545.

Wowhat to Eat in Diabet es Battle @eek FopdcCompanMiehigans , T ab |
(1910), Welcome Library,WK800 191.
108 | pid.
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A

principles of vegetarianism and temperance in order to shapetho pul at i onds

habits.

Figure 22: Callards Diabetic Foods (1892). [Courtesy of the Wellcomeatybtondon.]
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Recipes, Menus,
Tables, Rules

;
;
¢

;G

Food Conmpany.

BattleCreek
Mich.

ISR T

Just What a Diabetic Needs
fo Know About Foods
and Feeding

SHIR

Figure 2 3 : 6What to Eat in Diabetesod -19I9),[CbudesyBat t | e
of the Wellcome Library WK800 191].

Grams
Ounces
Grams
Ounces
Protein
Fats

Breakfast ! Breakfast
Minute Brew or Kafir Tea 124 4 0 0 0 o Minute Brew 0O 0o 0 o
Crean LA S R e L ) 2720 wvdvy 28
Gluten ( 23 36 27 32 9§ Scotch 16 18 56 90
Potter 15 0 32¢ 0 3 Cream .. 6 94 10 110
Celery 2 2 L.7.10 Sliced Tomatocs 3 3 13 19
Total Calories 39 364 40 A43 Total  Calories 27 139 Bl 247
Total Grams . 10 4L 10 61 Total Grams 715 20 42
Dinner Do
B aof Almond Soup .. 7 167 130
;’:::‘- Q{u.uﬂi?l 1;:.[; 4 56 109 Celery Bwh ........... 7 0] @)D 10
Spinach (butter 2 tps.) 6 24 04 Browned mlnlcn: 4 4 64 324 412
Protose in Tomato 2 16 80 Stewed Oni 3 4 0 40
Gluten Bread 2 24 128 Cabbage Sal 4 8 180 32 220
Butter % 0108 ﬁr:n Gems. i 8 i g 23:
—————e utter .. 2
Total Caloril 67 606 136 83¢ Pecans .. 1 11 180 17 208
T:::I Gu:;“.. 24 67 34 133 Strawberry lce 3 0 12/912
Total Calories .. . 93 914 139 1146
Supper i Total Grams .... D23 10235 160
Cabbage Broth (2 ‘
butter) 54 8 62
2 7zada1as Supper
1210 28 1w Disbetic Perfection Salad 100 3% 0 9 ¢ 13
24 72 0 9% Cauliflower &z tps. butter) 170 6 16 72 32 120
S 160 12177 Gluten Bre 8 3 48 108 36 192
500 0vddix 43 Baked PRRY IO
pspanin 0 lﬁ:‘:e%l::‘: 450050 R0
.......... 1 12 1 Crosn g % 2 24 2 28
X i -
Toul Graories o us Zi? . Toul Calories .. T 782

Vmu Grams ... 69 20 109

o A B e
Gund ‘{pul Clione! . 215 15‘7 292 2054 0 Grand Total Calori : 202 1674 299 2]75
‘otal 54 299 Grand Total Grams . "5 75
'rmg nrboiydn* rate, 120 Ja ;;n;. (:ao ::!onu) lor 2 p (500 lories) for a
inches in u¢ t who weighs more Total carbobydrate, 125 grams calories
than 162 pounds and needs 1 Derson weighing 150 pounds.

‘42 a3

Figure 2 4 : O0What to Eat in Diabet eslel0li9) [CougesyBat t | e
of the Wellcome Library WK800 191].
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Whil e methods of dietary restriction may
diabetes, allowing patients to control and therefore ease their symptoms, for those
with severe diabetes, diet cduimerely delay death, which for most patients
inevitably came after three to six yed?$.As Feudtner describes, even patients who
could afford the best medical care spent these fatal years living in sstsewad
state that typically ended in coma, iriea or starvatio®® Reflecting on the
management of diabetes prior to the discovery of insulin, Boston diabetologist and
6f oundingbtaebkér Ebt idtaldJoslin, recall ed:
éthis was a dismal epoch, because f ea
purpose, becausdl learned that the average diabetic, conservatively
treated, could live 4.8 years and that someone had blundered if he
lived less*®*
For overweight patients with mild diabetes, diets such as those above were sufficient
to manage symptoms, but for tleowith severe diabetes, whose bodies could not
produce any insulin, the diets which provided the greatest results were those
grounded in metabolic theories of dunder
American diabetes specialist Frederik Madigdien. While working as a fellow in
the Preventative Medicine and Hygiene Laboratory at Harvard Medical School from
1909 to 1912, Allen had discovered that when diabetic animals were fed a restricted
amount of calories their bodies eventually reverted atonormal state of
metabolisnt®® Later, when working at the Hospital of the Rockefeller Institute for
Medi cal Research, Allen decided to apply

and dscovered the same results:

e p. Joslin, 6The TrGamadian®adical Associdlionaldumdideds Me | | i t
(1924) p. 808;FeudtnerBittersweetp. 6.

193 FeudtnerBittersweet p. 6.

WYEPJos | i n, tménTdiRabdtes Ball t 868,

195 C. FeudtnerBittersweetp. 54.
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For forty-eight hours after treatmerg begun the patient is kept on

his ordinary diet, to determirtee severity of his diabetesthen he

is starved, and no food allowedvseclear soup or black coffe@he

immediate fasting applies to ordinary cases of desetf mild or

moderate degreeln dealing with cases of long standing, as well as

in obese cases, and all cases of acidosis, it is best, as Dr Joslin has

pointed out, not to start the fast abruptly but to prepare for it more

slowly by omitting certain réicles of food from the diet.He first

omits the fat, after two days the protein, and then halves the

carbohydrate intake daily until the patient is only taking 10 grams.

After this fasting may be started. Starvation is continued until the

urine shows no sugaf®
Impressed by Alleds f i ndings and principles of wun
EIli ot Joslin began to revise the diets
theories of undernutrition. Born in OxfortMassachusettgn 1869, Joslin hailed
from a wealthy yet aithg family, plagued with four generations of diabetes. Backed
by a Harvard professorship in medicine, in 1898 Dr Joslin entered into private
practice and joined the New England Deaconess Hospital in B8étdotivated by
the prevalence of diabetes in Hanily Joslin chose to specialise diabetes and
quickly became sought out by patients and their families at his brownstone home and
offices at 81 Bay Street in Bostd#. Aided by a team of dedicated physicians,
Joslindés clinicalfloaished, leadirg ¢oahe publicagiom dfdia v o u r
landmark textbooR he Treatment of Diabetes Mellitirs1916*° J os | i nés appr
to diabetes management was grounded in theories of metabolism and heavily

influenced by Al Il ends sdratritiona Writigm 1924 et an

Joslin explained how:

1961 'w. Hill and R. S. EckmarThe Allen (stavation) Treatment of Diabete®Vith a series of
graduated diet¢Boston:The Colonial Press, 1921), p. 10.

Weselected Milestones tiens tCheen tHiesdt olroys |oifn JDoi sal bient eDs
Boston, Box 14, Folder 1.
1% hid.

199E P, JoslinThe Treatment of Diabetes Mellit(Boston:Lea & Febiger, 1916).
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Undernutrition simplified our understanding of diabetes. It tempted
and allowed a study of the elementary principles of diet, an analysis
of the excretions of the fasting diabetic for comparison witisehof

the fasting normal, promoted accurate and tentative methods of
dietary control of the patient, stimulated in all the laboratories the
scientific investigation of clinical cases and thus brought nearer
together the laboratory and the clinic and masladent their
interdependenck?

I nformed by All enés starvation diet, Jos
previously prescribed to his patients to a low fat, moderate carbohydrate and reduced
calorie regimert’* The total dietary restrictiomnd fast days introduced by both

Allen and Joslin prolonged the lives of many severe diabetics by allowing the
pancreas enough rest so that it coul d i
Inevitably, however, such dietary regimens could not stave edthd with those

patients with severe diabetes living on average a further three to six¥ears.

The principal contribution of undernutrition, according to Joslin, was the realisation
that most cases of diabetes were preventable if excess weight gath beou
prevented. Writing in 1924 Joslin explained how the majority of cases of diabetes
were due to obesity and prevention was possible if only the nation would cease
increasing in wight:

Diabetes is common in the fat, but rare in the thin. If the |peiop

the United States would only accept as their standard of form and

figure the slender ladies and agile gentlemen which serve as
fashionds models in our newspapers the
would have but a hundred thousand instead of a million

memer séWho wants to be fat after readir
good whi ch newspapers and designer s 0
womenods cl othes accomplish by their p C
grace and beauty in their columns may not be entirely altruistic, but

it is nonetheless philanthropic. Yet how few of the public realise

MWE P, Joslin, 6The Treatment of Diabetes Mel it
111 C. FeudtnerBittersweetp. 54.
12 1hid, p. 6.
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that all these lithe creatures are examples of how to prevent the

development of the disease, obesity and its offspring, diabetes. Let

us hope the time is not far distant when the Jordangtenday$™

and all the rest will print above their latest importations the caption

OFol |l ow t he Fas hnd bemeath ther shmeBmordsT hi nd6 a

6l mmune t.4b% Diabetesbo
Wi t h shaavmaod s knack and ,aoslip,rmor@ ¢hare any stherz e al 6
diabetes pgecialist in the twentieth century, can be credited with spreading his
message of diabetic care in such a way as to entwine both a medical a moral
messagé’® As seen here, Joslinés |l anguage us
PWD often carried moral overes which implied idividual responsibility. For
Joslin, the virtue of control was paramount to successful management of diabetes and
those who lacked control were considered lacking in willpower anedisgipline.
As a consequence of this convictioh,o0 s | i nd s approach to m
reflecting his pious character, was wrought with moral overtones which reinforced
the notion of individual responsibility for disease and espoused inward solutions to
management. Yet, viewed in historical contextvilmi ch t hey wer e wr it
ideas of individual responsibility and use of both moral and medical language were
not uncommon for the early twentieth century. As historian Sander Gilman notes in

his history of diets afthkephydicen, buhitgvas atsa i et i

the means by which lay practitioners of the modern health culture were able to claim

BBy the 6Jordans and the Jaysdé Joslin is presuma
and Jay Gatsby fr dme Grat GE&sb{h23).. Bakeriintparticwar \@aaseendos
represent one ofthe BA% beautifid, slimard woenpeditive, while Gatsby

represented the extremes and exuberance of the roaring twéosisiefers to them here as the

celebrities of the 1920s, hoping this class of people will use the promotiontefehies ideal of a

diim figure to promote the prevention of diabetes.

YU4E P, JoslinDiabetes: Its Prevention and TreatmefRoston, 1924) printed Wo men6s Wor | d

July 1924 and reprinted as a pamphlet by the AMA and Eli Lilyetifger. Joslin ArchiveBox 1,

Folder 8

115 FeudtnerBittersweetp. 35

70



the too fat and t hé&® hewnstin dishiéseribesthe etrlyei r ¢
twentieth century as a time in which much of thé | o a t-te-adb Westetn lworld

were accustomed to tales of how i™MIness:
Early twentieth century dietary advice, whether for the general public or people with
chronic conditions, was often ped full of moral ovetones. Forexample the
American food faddist Horace Fletcher, o]
intense chewing diet to achieve O6proper

6t hree inches of YWersonal responsibilityi

The late ninteenth and eayltwentieth century had thus sean increase in interest

and research into the physiological mechanisms of diabetes and dietary treatments.
Informed by a metabolic understanding of disease and an assumption that foods high
in carbohydrateand sugar could not be tolerated by those with diabetes, physicians,
diabetic specialists and indeed the food industry, worked to formulate diets which
they hoped their patients could metabolise, in order to ease their symptoms and
prevent acidosis, comand death. Whether mild or severe in its presentation, the aim
of diabetic treatment prior to insulin then was the same; to free thediaekcess

sugar. This reframing of diabetes at the turn of the century in terms of metabolism
was largely influencedy developments in nutrition science which had begun to
view the body as a machi ne Y fitistiedasid as t

science of food and metabolism was the first and most common rationale provided

18 Gilman, Diets and Dietingp.x.

17H. LevensteinRevolution at the Tabléfhe Transformation of the American DiéXlew York:

Oxford University Press, 1988), p. 87.

18 Eoxcroft, Calories and Corsets. 20.

Y98 Turner6 The Gover nmeMadiodalt hRe Biomdgns and the Rati o
British Journal of Sociology33:2 (1982), pp. 2589 cited in G. Scrinid\utritionism: The Science

and Politics of Dietary AdvicgNew York: Columbia University Press023), p. 58.
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by specialists when advocating pewiar dietary regimens to their patieffts.
Informed by this metabolic framework, physicians developed complex methods of
undernutrition in order to stave off death in their patieys, results were often
mixed. While their efforts were effective in B® cases, many patients also gieed

or became undernourishedn light of this, a wide range of diets were tried by
practitioners in the early twentieth century in an attempt to avoid the extremes of
those such as Cantoni and Nauyn and furnish the tibalwth a diet sufficient
enough to satisfy their caloric requiremelts.Contrary to Joslin, Allen and others

who promoted protehnich, restricted carbohydrate regimens, Indian physician Basu,
while working at Guys Hospital in London, observed thatdlabetic diets being
prescribed to patients that were considerably high in meat did very little to aid health.
Hypothesising that meat was the problem, Basu was the first physician to advocate a
vegetarian diet in the treatment of diabetes. Unlike hesspat the time, Basu held

that a rigid diet, especially for the treatment of mild diabetes, was unnecessary.
Referring to rigid diets as a O6craze6 he
was responsible for great harm and deterioration of tkeade, such as diabetic
coma’?® Ruminating upon the multifactorial aetiology of glycosuria and the
conditions leading up to its production, Basu produced a list of suspected causes,
among which he included the overconsumption of saccharine and carbohgdrate
metabolic fault of the organs (Basu wrongly posited the stomach as the organ at fault
instead of the pancreas as was soon discovered), a toxaemic reaction from poisons

such as chloroform, tumours, afflictions of the nervous system, hsasveauses

20M.  Moor e, 6 F ohied DiabstesManagementraed:the Patient in Twentieth Century

B r i tJaurnal®fthe History of Medicine and Allied Scienc&?2 (2018), p. 152.

l'W.R.Campbel |, o6Dietetic TrQGarmdian®edical Associdiocnabet es Mel
Journal 13:4 (1923), p. 488.

122 D.Basu,The Dietetic Treatment of Diabet@sshram:The Panini Office, 1916), p. 29.
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swch asemotional strain, problems with the thyroid or ovaries, age and*Sex.
Additionally, Basu pointed to recent changes in food production and manufacture as
potential causes of increasing diabetes, highlighting changes such as the roller
process of milhg wheat and bleaching of flour (and their resulting extraction of
nutrients), the polishing of rice and resulting removal of vitamins, the adulteration of
milk and the use of preservatives in foods, all of which he strongly condéffnad.
follower of Homce Fl et cher, Basu urged the pub
i nsalivate the foodbo, reflecting his be
among western civilisations had disrupted the digestive sySfenMoreover, in
additionto his avocation of ggetarianism, Basu also appears to have been the first
physician to identifyath coi n t {ué atbetms®pr e

By studying the history of diabetic patients in India, we are enabled

to know that they show certain symptoms before the desgowof

sugar in tle urine. | call this stage the PRELYCOSURIC or PRE

DIABETIC.®
Basuds novel d-diabeatiostate was groufimedkihgefor igs tinee, yet
it would not be until in the 1960s that the importance of prediabetes and its
connection with later copilations would be fully understodd’ Nevertheless, this
was a fundamentaimoment in the development ohodern understandings of
diabetes. As Basu discovered the existence of theigbetic state and advanced
ideas of a multifactorial Is#s for diabete aetiologyJoslin and others were tirelessly

calculating various forms of dietary regimens which couldrekte lives of their

1231hid, p. 10.

24 |bid.

%C., E. Rosenber g, OGrfhaet hodlecag ioefs Ca BulldimioidgerHetsogn: a s Ri
of Medicing 72:4 (199®), pp. 714730; D. G. SchusteNeurasthenic NatorAmer i cadés Sear ch
Health, Happiness and Comfort, 186920(New JerseyRutgers University Press, 2011).

126 Emphasis here is the authors owid, p.12

127 See chapter six.
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patients all the whilethe discovery of insulin would soarccur in a laboratory in

Torontg transforming the managementdbetes profoundly.

Diet after Insulin: Carbohydrates and Complications

By all accounts diabetes was a deadly disease and prior to the development of insulin
the prognosis for peopleith severe diabetes was bleakn the summer of 1921,

Frederik G.Banting, Charles H. Best, James B. Collip and John J. R. MacLeod and
other researchers in Toronto changed the outlook for those patients dramatically with

the discovery and isolation of insufiff In 1922, Dr Howard Root, a colleague of

Jos | i nds lahdpadmimsteredimsigl for the first time to thirtysevenyear

old nurse Elizabeth Mudge. Having shrunk from 157 to 72 pounds in the five years
since her diabetes was diagnosed; Elizabeth improved dramatically with phef hel

several injections a dayEl i zabet hds story made inter
summer of 1922 insulin was being made commercially and the drugs miraculous
effects publicised in medical journals andwspapers across the glob#cluded

within these reports were contrasting irmaagwhich portrayed some of the first
children treated with insulin by Banting and Best (Figure 2.1). ifffages, which
provided visual e v i picturedcar emadiated ahikl,uvhd hadd s s u
followed a starvation diet for two yearaJongsidea picture ofa healthy child of

normal weight after just two months of treatment with instfiin.

128 The controversial debate surrounding insulin and credit for its discovery hasdvezad
extensively in M. BlissThe Discovery of InsulifLondon: Faber and Faber Ltd, 198&ee also K.

Hall, O0The Discoverrmnstofous sadon: dankedatvesatigntlorf i vmal r i
January 2022.
2% Two views of a child suffering from diabetes;

treat ment ,Unitet Btates Nagianal Lilmady of Medicine Digital Colleets Versa
WHO/18198. EURO. Diabetes. SM1979.
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Figure 2.5 Before and after photograph of child treated with insulin in 1922 by Charles Best and
Frederick Banting [Courtesy of the WHO and U.S Nationhtduiy of Medicine Digital Collections].

Case VI Before Insulin Case VI 4 Mos. After
Figure 2.6 Young girl before and after insulin treatment [Courtesy of the Wellcome Collection].
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The enthusiasm for insulin was exhibited not only in medical literaturealsot
publicised widely innational andocal newspapers. ogether these reports and the
images they presented played a significant role in communicating the efficacy of
insulin to the public. In 1923, on the front cover of a special issue MeheYork
Times Secretary of State Robert Lamgiand Elizabeth Hughes, daughter of the
former Secretary of State, both of whom had been diagnosed with diabetes, were
pictured celebrating their recoveries following treatment with insdfinThe article
described how Lansing had égmrengtdhd@r ewt
freedom the new treatment wrought in terms of tfietWith his previous dietary
restrictions now having been completely removed, the article described how Lansing
was now permitted to eat as arMuchBmkd.he
Examining the | anguage used to communica
around this time demonstrates how insulin was not only heralded as a cure for
insulin, butalso scientific mediciné s c on g u e s tAs adNew Ybik Jimess e .
article in 1923 reported:

One by one, the implacable enemies of man, the diseases which seek

his destruction, are overcome by Science. Diabetes, one of the most

dreaded, is the latest to succutrib.
Writing in theNew England Journal of Medicirnie 1930, Frderick Allen eched a

similar sentiment, assertingonfidently to his peers how diabetes had been

130 Feudtnerpittersweetp. 8.

1314 ESecretary Lansing; Ill from Diabetdsnpr oves Under Tr eNewYosknt with |
Times 28 dine 1923, p. 1.

132 |bid.

133, Collins, o6Diabesesp DNeea GibwYoiliTidescav@ywylo23Yi el d
p.12.
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6scientifically mastereddbéd and that, t heo
out o6his ful™™ natural |ifetimeo.
Insulin, initially held by many tdbe a cure for diabetes, bolstered the medical
professionds enthusiasm for science and
disease. Among the first to administer insulin to their patients were Joslin and his
colleagues in Boston. Writing in 1924,slio announced the transformations he
witnessed in his pants, stating triumphantly how:

The weak ones have become strong, the men initially inactive have

become alert and wan bodies through added nutrition have assumed

the appearance of health.
While insulin had transformed the outlook of diabetes for many, these accounts of
i nsulin contribute to what Feudtner desc
di abetes historyd which form part of a |
and technologyjas the best sol uti &h Similroto tkeoci ety
promotion of antidepressants and antipsy
problems in the second half of the twentieth century, embedded within the history of
diabetes is a heroic mative of insulin which uncritically promotes the medical
treatment of disease and embellishes the tale of scientific progregittehsweet
Feudtner warns how:

éthe tale of scientific progress has

power that Americans haviaevested in scientific medicine and its

technical wizardry. The mythically framed accounts of diabetes
history, however, conceal more than they reveal. Focusing on a

MEMAl Il en, 6Meuhbdsoan®i RBENewEnglandJownaltofiviedicing |
203:22 (1930), pp. 1133.

¥, P, Joslin, 6The TrGuratian®adical Associ@ineuma,t49s Mel | i t
(1924), p.809.
130 FeudtnerBittersweetp. 9.
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wonder drug, they distract from the human realities of living with

diabeted®’
Despitethis assertion, Feudtner himself contributes to this narrative. In a table of the
0Cyclic Periods of Di abet eBdtersiveetreudtmau t at i
charts the history of diabetic treatments, in which he suggests insulin and subsequent
modified insulins and antiypertensives neatly supplanted the use of diet théfipy.
I n doing so, Feudtner too, contributes
i nsulind that he himself critiques. An
medical literature from this perigdhowever, indicates that despite the initial
enthusiasm for insulin, many within the medical profession were hesitant to consider
insulin a cure for diabetes, viewing it instead as an aicsiablished dietary
measuresAs a report which appearedTie Boston Transcriph 1923 clarified:

In line with other hospitals throughout the country, the Salem

hospital has been using insulin in the treatment of diabetic cases for

the past two or three months and has had excellardess with it.

While it is not a cure for diabetes, it is a great aid in combatting the
diseasé™

137 Feudtney Bittersweetp. 9.

138 bid, p.41.

13996 Di a bAeetGivan $e Insulin Treatment &l r &He Boston Transcripll9 September 1923,
Josin Diabetes CenteBox 5, Folder 1.
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\DIABETICS ARE
lém-:ﬂ THE INSULIN
 TREATMENT HERE

Latest Remedy for Age-Old
Remedy Has Been in Use
at Salem Hospital for
About Three Months

Ja line with other hospitals through=-
|out the country, the Salem hospital

;h:u been using insulin in the treat-

ment of diabetic cases for the past

two or three months and has had ex-

cellent success with it. While it is .

not a cure for diabetes, it is a great|,

laid in combatting the disease. Ac-

cording to Supt. wilbur B. Blgslow o; l

spital, the Internes an

:’r’.“;ﬁs;::: :tp(apched to the staff hmret

studied in the Deaconess hospital =«

Boston, where Dr. Elliott P. Joslin,

the recognized insulin expert in this

section of the country, carries on his
work. A number of Salem physicians
are said to be using the comparative-
ly new treatmeat in treating diabetic
cases. The Salem hospital has nurses
who are expert diabetic dieticians and
the equipment there for the tr,eatment

et BWRNUoOCESIYER

i

complete.
“'rhe use of insulin is growl fast.
Dr. Banting and Dr. Best of nto

university discovered the serum and
won the Nobel prize for their gervice
to humanity. It Is not a cure lo'r dia- |
betes, not recreating a rerson’'s us-
similative powers toward sugar, called
by the medics carbo-hydrates. Every
stage of diabetes is submissive to in-

ulin.
E What insulin does do is to check al-

Figure 2276 Di abet i cs ar e gi venThetBoston Transcplidi n t r eat mer
September 1923, [Courtesy bk Joslin Diabetes CentaBox 5, Folder 1].

In outlining the latest regimen for patients following the addition of insulin, the
article emphasised the continued importance of diet throughoett pat i ent 6 s ¢

of therapy:

The patient, on arriving athe hospital for insulin treatment, is

stripped and weighed, the weight figuring largely in the regulation of

diet, large persons requiring more calories than small ones. In every

case, the doctors insist upon a few days confinement to the hospital,

as tke treatment is as much an education as a medical prescription

Blood and urine tests are made to determine the concentration of the

sugar, indicative of the extent of the disease. Upon the knowledge

gained are built t he 1 nrdount ofd u a | perso
insulin to be injected per doseéAll pe
are given a small hypodermic needle with which to take insulin

injections according to prescription, and with an education in the
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management of diet obtained at the hospital, dle & keep
themselves fit so that they will live their full, normal lifetime. The
greatest difficulty is found in teaching patients while at the hospital

the unfailing persistency with which t
Arithmetico i nealsr They gre prayvided withi r m
tabulated lists of foods and their respective ingredients of
carbohydrates, fat and protein. Many patients will cheat themselves

on their diet. Those who do are destroying the benefits of insulin,

which alone is useless. dulin is the first step.Diet is the second,

but the most important consideratioithe two are inseparable if a

6 c uis te lfe obtained™

Thus in contrast to the prevailing narrative within early histories of diabetes, that
suggests diet therapy wasaaldoned with the advent of insulin, evidence suggests
that physicians continued uphold the importance afietary measures irrespective
of new, pharmaagical, means of managemerRhysician handbooks from the mid
1920s onwards demonstrates the entlsasifor insulin and changes it allowed in
diabetes care, such as a careful increase in carbohydrate, yet the importance of diet in
controlling diabetes remained paramount. Writing in 1924, describing the means and
objectives of treatment since the arrival msulin, American pisician G. A. Harrop
explained:

A great advantage which the introduction of insulin has afforded is

that extreme grades of undernutrition are now no longer necessary or

desirable, and that sufficient carbohydrate can now be addbeé to

diet to make it palatable.The aim of the present treatment in

diabetes is the relief of symptoms and the restoration of normal

bodily weight, vigour and activity. This can be accomplished only if

a diet adequate for the individuals needs is propéiliged. If this

occurs without insulin then there is no need for instffin.

According to these sources, diet remained the mainstay of diabetic treatment, and

insulin, rather than supplant the use of nutritional management, served to reinforce

e Di adbedarne gi ven t he TheBostdnTranscripil® Septembean 1923hJeslire 6 ,
Diabetes @nter, Box 5, Folder 1.

141G, A. Harrop,Management of Diabetes: Treatment by Dietary Regulation and the Use of Insulin
(New York: Paul B. Hoeber Inc, 1994.23.
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the imporance of diet in managing diabetes. As Canadian physician W. R.
Campbell encapsulaten 1923:

If one surveys the history of the treatment of diabetes mellitus it
becomes apparent that successful treatment, of certain patients at
least, has been accompiesl in seemingly diverse waydt is now
universally admitted that diet, not drugs, is the mainstay of any
succeshl treatment of this diseaseFor the less severe cases of
diabetes mellitus dietetic control alone will effect considerable
improvement irtheir condition. For a certain proportion of cases no
type of dietetic treatment is adequate in controllirg disease. For
such pat i ehasbeenredentlyistoduced iato clinical use
in conjurction with dietetic treatmentlt may be saichowever, that
there is no case, whatever its severity may be, in which it will ever
be advisable to use insulin without due attention to dietetic
principles...At the present time there is a tendency even under insulin
treatment to neglect this importantfar in the belief that increased
insulin will take care of any further losd tolerance which may
develop. Nothing could be more fallaciod#>

As insulin transitioned diabetes from an acute to chronic disease it removed the bleak
prognosis of an uncertafew years of starvation towards the possibility of a normal

life and by 1930, the belief thathe extreme restriction of carbohydrate was
necessary gradually began to give Way.While not all agreed on increasing the
patient s ¢ ar b pdtigldssue tofthe Liantdt puklished ina 1932
reported that while this change of opin

become ¥

ahps itrahséition can be seen by examining diet tables from the
1920s and 1930s, which indicate how a carbohyddigance of only 50 grams in
1928 had increased to 200g by 19%2.According to historian Martin Moore, the
rationale for these increases went beyond questions of metabolism. Clinical

observation and he exposure of me dxpeciend¢esvitheghea ms t o

“2W.R.Campbell, o6Dietetic TrGamadiandedical Associdlionabet es Mel
Journal 13:4 (1923), p. 490.

Anonymous, 6Bipeti ahd THe kamdetg2d €13832), p. 1116.

144 bid.

145 bid.

81



establishment of specialist clinics in the 1920s played a significant role in the
rationales provided for altering the diabetic diet. Greater contact with patients in
diabetic clinics allowed clinicians to observe and develop a greater undéangtant
only of the physiological but the social and psychological challenges of diabetes.
Accordingly, doctors began to favour a highwbohydrate diet in part because it
facilitated odépatient productivityverand so
nati onal “eWhilenanydayganytosacknowledge the benefits of increasing
the carbohydrate component of the diabetic diet, illustrated in the many published
clinical experiences of diet and diabetes throughout the 1920s and 1930s, others
warnel of the potential consequess of relaxing diet too far:

The use of such higher carbohydrate diets with insulin is a material gain

from the patientds point of wankew becau

more physiological diet.Many clinical reportsshow he also feels better

As regards the effect of the disease itself it is perhaps too early to judge, but

a good deal of evidence points to some improvement under the new

regime...it is a notable gain that a greater freedom in food is now known to

be mssible in diabetes, and if there is any danger in change of opinion it is

only that this freedom may perhaps be taken tod*far.
While some feared that dietary amendments would be taken advantage of, a
consensus was forming among physicians on the nodritecreasing carbohydrate,
not only for its metabolic effects, but to meet the social, psychological and economic

needs of the patient as well. As Moore has discussed, the liberalisation of

carbohydrate was further driven by economic concerns regardengdst of the

M. Moore, 6 F 0 o itineaDiet, Dabetes Management and the Patient h@@ nt ury Bri t ai
Journal of the History of Medicine and Allied Scienc&s2 (2019), p. 1565ee also I. Zweiniger

Bargiel owska., O0Rai sing a Nation of EGwaiah Ani mal :
Campai gns i n Botitlélistavyaof Me8iging20: 5 (R007, pp. 7-89.
“"AnonymouslissuéBipet i ahd THe Landetg23 €3832), p. 1116.
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diabetic diet:*® With the expense of insulin and carbohydrate alternatives, and low
cost of carbohydrates, widely acknowledged to be the cheapest food source in the
early twentieth century, physicians stressed the value of increasing cdudehyot

only to simplify treatment, but to meet the economic needs of the patient d§°well.
Evidently then, rather than replace diet as the principle means of managing diabetes,
insulin allowed a new, and more liberal, system of control which balareed t
control of metabolic effects with the social, psychological and economic needs of the
patient, not only extending the duration of the patients life ddsb drastically

improving their overall wellbeing and quality of life as well.

Among those who chmapioned the importance of diet in managing diabetes in the
period following the discovery of insulin was Scottish physician R. D. Lawrence.
Both a pioneer of the diabetic diet and a diabetic himself, Lawrence had developed
diabetes in 1921 during his suwal trainng at Kings College Hospital. Upon
receiving the news he had little time to live, he chose to end his dats/qu the

city of Florence. In 1923, his health deteriorating and nearing death, Lawrence
received a telegram summoning him backémdon with the news that insulin had
become available, artatit appeared toworkL awr enced6s heal th qui
with insulin treatment and he was soon well enough to be appointed biochemist at
Kings, running the hospital's diabetic departmeni tae retired in 1957.In the only
recorded speech given by Lawrence, on Australian Radi®58, he recalled of this

time:

“5M. Moor e, 6 F oliet, DiabstesManddgementraed:the Patie@dhCent ury Bri t ai
Journal of the History of Medicine and Allied Scienc&2 (2019), p. 156.
191bid, p. 157.
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| just want to mention one or twaihgs. Before insulin, diabetics

died. Their life was not worth muchlt was thought thatie diabetic

was a useless perseand that prejudice still remain’
Despite his unwavering recognition of the value of insulin in drastically improving
the outlook in diabetes, Lawrence was one of many diabetic specialists who
continued to promote thenportance of diet for the control of symptoms and overall
successfl management of the diabetéd/riting in 1927, Lawrence explained:

We can commence treatment with a diet sufficient for the real needs

of the patient in the knowledge that we can, if neagg supplement

with insulin. But the principles which Allen established, namely that

of restricted diets, of normal blood sugars where possible, and of

pancreatic rest, are still the basis of our treatment, although

starvation has happily been eliminata!
Lawrence spent his time at Kiiy per forming experiments o
failed to explore any avenue whilcthe mi ght
context of overcrowded hospitals and a severely underfunded specialism, Lawrence
saw tle greatest need as being-patient teaching. Accordingly, he persuaded the
hospital authorities to provide a room to be used as a diet kitchen and appointed a
ful-t i me nurse in charge who 6fed the pati
andal®r t s o f® Anhfromdandon, interviewed as part of tBéabetes
Storiesoral history projegtr ecal | s Lawrenceds diabetic c

| felt miserable, and | got thinner and thinner and thinner and | felt

extremely ill. And one day | was hagm bath andhe matron

walked in ad s h e Ans Waltah, wdhat are yodoing drinking

t he b at hlwasdyingim ry! béath jst drinking the water. |

saiwekld | candgt yw,t olpbrbeti migr,sntyi rt he whol
she said&ight, you mustsee t he doct 8he wasomor r owd

1%0R. D. Lawrence (1953]iabetes Storiednterview 102.
*1R. D.Lawrence The Diabetic Lifeits Control by Diet and InsulifLondon J & A Churchill,

1927), p. 3.

%23, G. L. Jackson, OR. D. Lawrence Dabett t he For ma
Medicine 13 (1996), p. 9.

123 bid, p. 17.
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marvellous, she was as quick as that. Well, | saw the doctor and two

days late my mot her turned wup and said

LondondShe took me back to her ol d

Hospital, which was erémely lucky for me because in those days it

was the leading hospital on diabetic control. The man who really got

this going was a Dr Lawrence and he had started a diabetic clinic

there, and not only that, a diabetic

it was several wards, and the whole thing was beautifully, beautifully

set upt*
From personal experience, as well as insights drawn from lecturing to the local
doctorbés society, Lawrence understood
knowledye to eduatetheir patient about diet. Accordingly, Lawrence decided to
simplify the diabetic diet for both the patient and the physiciaddwsing his own
diet method:t he -R&at ne n™ Daweencd .laid out the scheme in his
handbook for patients and pt#éioners The Diabetic Life(1925) andThe Diabetic
ABC (1929), used by physicians around the world and reprinted well into the
1960s. In TheDiabetic LifeLawrenceexplained the cheme, which aimed to phase
out complicated diets, allowing the patieneager freedom and control while saving
both doctors and patients valuabitae:

By means of a simple yet varied and accurate diet schémeeLine

Ration Diet- the busiest doctor is enabled to start accurate treatment

without any elaborate calculation dfets and food valuesAt the

same time, the patient is at once able to follow and apply the scheme,

to vary his food widely to suit his own tastes, and he seldom requires

to enter a hospital even at the commencement of treatiient.

Lawr enc e 6 sughtsty betp epatients dive a normal life by accepting and

mastering their own condition. Like Joslin, Lawrence made clear the need for self

134 Ann Walton, Interview, 8 August 2002, British Library C1239/01.
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Medicine 13 (1996), p. 9.
1% R. D.Lawrence The Diabetic Lifeits Control by Diet and Insulin(London:J & A Churchill,
1927), p.10.
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discipline and rational decision making, which if followed alongside weighing foods,
promised to offer patients aare normal life, free of complex or restrictive diets.
Lawrenceobds diet simplified the diabetic
and fats and eased restrictions on carbohydrates, though they were still listed as
6dangerous f ooadsld.we dMompraehoavaearyy,s dittbhés el € on
home rather than stay in hospital, a significant benefit given funding issues and
overcrowding of hospitals in the interwar year$hus, in addition to the factors

outlined so far, the reorganisatiof leealth care and overcrowding in hospitals in

Britain provided further impetus for the development of dietary means of managing
diabetes, freeing up space in hospitals and allowing PWD to mamgigedandition
independently. Lawr enceds L i npeovidd®tlaa solutron t® ithese ,
challenges, removing the need for constant observation of the patient by physicians,
and granting PWD greatecontrol over their condition. Ultimately however,
Lawrencedbds diet reinforced tnhotdiabatepior t anc
the postinsulin era, providing physicians with a lack of knowledge of diabetes
dietetic principles with a simple of means of educating their patients regarding the

value of nutrition which was both comprehensible and effective.
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¢ THE “LINE RATION" DIET SCHEME.
e Ooe black portion added 1o ode red portion = cee Lise ration.
Carbohydrate Fools (containing mgar or slarch). Red Portions (T4 gm. Protein and 15 gm. Far),
‘MW(N'-.Q). Ouoe Egg sod Fat § on
Bacon 1 oz
Haw 1 oz and Fat § on.
Kipper 1} o2, and Fat | oz,
Herring 1 oz. and Fut | oz,
Leans Beef ce Mutton 1 oz and Fat § on. 0
Lean Lamb or Veal 1 ox. and Fat j or

~
o Bainel e e
- wn ‘

Lean Pork 1 ox. nod Fat § ox
Chicken or Drock 1 oz. snd Pat § oz,
Tongue (tinved or frosk) 1 oz, and Fat § oz.

. .
i
KOOI

Figure 2.8 Lawrenceds Line Ration Scheme (1932) |

From an Acute to Chronic Disease

By the mid1920s it had become clear that the discovery of insulin markedly
increased the life spaof thoseliving with sevee diabetes, while revisions to the
diabetic diet enabled the control of symptoms and enabled a more normal life for
most patients. Concerns began to arise, however, that while treatments had become
more effective in keeping patients alive, they werenigally, transforming the
disease from an acute to chronic one. Additionally, incidence of the milder form of
diabetes that was not dependent upon insulin appeared to be rising sharply. In 1924,
having noted these changes, epidemiologists Haven Emangohoaise Larrimore
conducted the first epidemiological study of diabetes in New York that sought to

understand changes to the cityds | eading
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that while the auses of death from infectiouseases such as tubdosis had
dropped from first to fourth place, such a shift had brought diabetes to tenth place,
reaching one in every fiftpne recorded deaths by 1993. Moreover they éund

that in the U.S overall diabetes mortality hadreased from 2.8 to 16.1 per 1000

of the population, while the death rate from all causes had fallen steadily during this
period® I'n New York alone, figures recordesc¢
Department of Health of the City of New York reported 23,254 deaths which could

be dtributed to dabetes between 1866 and 192Bne only break in this trend was

found during two distinct period¢he influenza pandemic of 1898 to 1901 and 1916

to 1917 when wartime food restrictions were temporarily enfor€ed@heir aim then

was not tosimply trace the life history of the disease, but rather to explore what
epidemiology could tell them about the causes and distribution of disease and if any
common factors could be founduch as:age, sex, race, occupation, geographical
distribution, heedity and environment. While physicians had ruminated on the

causes of diabetesripr to the discovery of insulin, their attention had been
consumed by the principal task of keeping patients almbetes was considered

primarily as a disease of metdism, andwhile some, such as the Indian physician

Basu, ruminated on the multifactorial causes of diabetes, no large scale study of
aetiology had ever been conducted. Emer
first of its kind and identified a key numbef variables influential to both cause and

distribution of the diseaseThe study revealednzong several findings, that Jewish

peopleand whites in particular were more likely to suffer diabetes, so much so that

“"HEmerson and L. Lar r i nContribution toDs EpitleenivleggBaded | | i t us :
Chief |l y on Mor &tchivesyof ll8darnalMedicine84s $1624), p589.

158 |bid, p. 590.

1%9bid, p. 594.
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di abetes was sometdiem&s athé&dewshsidoess! bis as 6 J
important to note here that Emerson and Larrimore were not implying these racial
differences were biological, but rather associated with variables among races such as
occupation, economic status and dietaryitsab These explanations were almost
radical for their time, challenging the prevailing tendency which implied moral
weakness, 6l ack of wi Il 6, or the heredi
diabetes specialists such as Jo¥lin.Additionally, the stdy found diabetes to be
significantly more prevalent among the sedentary and higher paid occupations such
as merchants and clerical workers. However, the most influential finding in their
research was that which examined death rates from diabetes ionr&datariation in
per capita consumption of food, most notably sugar:

It is reported by the Bureau of Animal Industry of the U.S

Department of Agriculture that the annyagr capita consumption of

meat has fallen in the last fifteen years from 179 to ddtnds, this

reduction having been replaced by the use of cereals, sugar, milk and

fruits. With our present food habits we provide 500 calories a day in

our average ration of 3600 calories for all ages from sugar which we

not only like but find a cheapdd and most effective for workel%&.
As diabetes and other chronic diseases such as cancer began to compete with
infectious disease as the |l eading causes
drew urgent attention to aetiology. While they did distegard the role of heredity
entirely, their findings suggested that social and environmental factors, such as diet,

the increasing tendency towards a sedentary lifestyle due to changing work patterns,

and psychosocial stress, were much greater consalesaparticularly in the milder

180 bid, p.603.

1A, M. Tuchman, 6 DiGehesinhthesTwentieth Cénlry niterl Btatiberral
of the History of Medicine and Allied Sciencé8:1 (2015), pp.-B3.

%24 EmersonandL Larri more, @DBP3abetes Mellitusbo,
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form of the diseaseAs Emerson later explained during his position as President of
the Amercan Public Health AssociatigdPHA):

The small fraction of cases of diabetes which can reasonably be
attributed to hereditarglefect is probably on the increase, owing to
the skill of physicians and the discoveries of laboratory workers who
save the child diabetic to survive into parenthood, and carry an adult
diabetic through the years of procreation, and yet we have no
sufficient justification for interfering by law or persuasion with the
marriage and childbearing of those with this inherent defect. There
remains the vast majority of adult diabetics whose manner of life is
the major if not the only factor in the developmenttleé disease.

The obese, the sedentary persons of the later decades of life who by
occupation and inclination avoid so far as possible, even in their
amusement, and games, such exercise of the great mass of body
muscles as in the past was necessary fopstl everyone, these are

the victims of a way of life in which appetite and easy access to
abundance in variety and amount of food, and slight necessity for
bodily exertion, are the rufé?

Emer son and Larri moreos f i ndoi ananges inpart.
lifestyle and eating habits, reinvigorated a discussion about aetiology in a time where
eugenics and Social Darwinism dominat&d Being the first epidemiological study
of diabetes of its kind, the study drew a direct correlation drawn betiwemased
consumptionof foods containing refined sugar, and the documented rise in the
incidence of the milder form of diabetes:

It is apparent that rises and falls in the sugar consumption are

followed with fair regularity within a few months by similases

and falls in the death rates from diabetes, the changes during the

period of the World War being particul ¢

food habits in the United States have probably contributed to the

increase of diabetes, the higher carbohydratenei and greater

abundance or superalimination being believed to be a cause of over
fatiguing the function of sugar toleran¢a.

. Emerson 6Public Heal th Anerdantarnabaf Rublia Health and tha g e 6 ,
Nat i on 6 24:161(&9%84),1.n018.

84 E . Dyck,Facing Eugenics: Reproduction, Sterilisation and the Politics of ChéTagonto:

University of Toronto Press, 2013)

“H Emer son and [l.ablLeatrersi nb@glel,i téus o6, p.
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Emerson and Larrimoreds correlation bet wi
diabetes death rates was a controversial doslin in particular disagreed with their
hypothesis and argued that the increapshtityrather thartypeof food was a more
convincing explanation for the rise in diabet®sIn a discussion on diabetes which
featured iINJAMA In 1924 between JosliDr Searle Harris and Dr Rsell Wilder,
Joslin commented:

| believe that the reason for the diabetic tendency of the Jews, is that

they take too much food and too little exercise. | do not think that it

is a question of the kind of food. In China, ditds is not common,

and these people use a preponderance of starchy diet. In Japan, more

sugar is eaten and diabetes is more common. However, | do not

think that it is so much the kind of food as it is the amount of food.

If we prevent a gain in weighiye shall accomplish moré’
Moreover, in a subsequent discussion of their article, a number of medical
professionals, including Dr Louis Dublin, while praising the research for being the
first of its kind in its methodological approach, were keen te HEserson and
Larrimorebds findings to s ugrpcalrtheoriegstoke i r 0\
diabetesDubl i n in particular used the studyo
and biological factors and dowmrpgcular,y t he
Dublin was keen to point out the number of Jewish and Irish diabetics, claiming;

The enormous increase in the city of New York is obviously due to

the large increase in the number of Jews in that community, also the

number of | r itree HhéatWeéry demerally the doleured

race has a low incidence compared to the white race, there are states

in the South in which the condition is reversed, especially true of the
urban population&’®

1%0bid, p.626.
¥E, P. Josl bn, Db BIAMA 83:4081924)h p. 737.
®Emer son an diabetes Mellitobpregs. 6
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While historians have tended to focus on the rolesdllin in transforming diabetes
from an acute to chronic disease, what these accounts have overlooked are the ways
in which this transition, prompted by rising rates of diabetes, also genemted
ideas regarding aetiology. Emer s on and L ags rfronm dheie 0 s fi
epidemiological study of diabetes in New York, drawing due attention to social and
environmental, as well as biolagil factors, forced a greateonsideration of the
complex aetiology of diabetes which challenged prevailing assumptionsliregar
race and heredity, which as seen in the quotes above were not wholly accepted by the
medical establishment. An examination of how this debate played out in leading
medical journals indicates that by 1930 a dialogue between those who recognised
diabets could be attributed to faulty diets, and those who favoured biomedical
explanations for the disease, featured within the majority of research papers
published ordiabetes from around this time:

It has generally been believed by the laity that success@iment

of many diseases depended on dibtany physicians, while aware

of the possible dietary deficiencies, do not believe that the causes,

except indirect ones, of many diseasestarbe found in faulty diets.

They believe that other factors arsabf great importance, such as

hereditary predisposition to disease, infections and their sequelae,

and tissue changes that inevitably result from wear and tear and lapse

of time1%°
Due to the findings of Emer sonerationdof Lar r i
the aetiology of diabetes had taken place, and by 1930 hospital records began to note

diabetes vast and complex range of causes, such as the Victoria Infirmary in

Glasgow, which in 1930 noted up to twelve different causes of diabetes, including;

¥W.J.St one r y6 Fiactt s, F aJAMA 95:00d1930pm ¢0D.e s 6,
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hereditary, obesity, nervousness, infection, arteriosclerosis, syphilis, trauma,

pancreas, thyroid, hypothesis, hepatic and problems associated with the'kidney.

Despite the introduction of insulin and the ongoing use of dietertainty regarding
aetology remained, especially concerning the role of biology and environment, and
the specificnutritional factors at stakeEme son and Lar irmsedr eds r
questions abous ugar 6s role in disease during a
promoted as aseful and nutritious source of energy, particularly in the diets of
children and the working clad8 Among sugarés key propone
teacher and &émother of home economicsd M
the USDA, Abel published Farmee Bulletin no. 93Sugar as Fooda pamphlet
aimed at the American general public dedicated to the promotion of fuga
nutritional value'’> Abel promoed t he consumption of sug
v al u a b bhrel advorated ibs use in improving the rign of the underfed, as an
energy source in the diet of children and as a useful food source for those conducting
6muscul &% In suppork @ Abel, an anonymous article which appeared in
JAMAcclaimed:

One must go far to find anore comprehensive, umsed and

intelligently compiled account of sugar and its value as food than is

presented in the latest Bulletin by Mrs. Mary Hinman Abel of
Baltimore!™

"0V/ictoria Infirmary Diabetic Clinic PatierfRecords {930), Glasgow Universitrchives
095/1/2/3/13.

1S, W. Mintz,Sweetness and Powérhe Place of Sugar in Modern HistoifNew York: Penguin
Books, 1985), p. 143; E. Abbofugar:A Bittersweet History(London:Duckworth Publishers,
2009), pp. 5H4.

172M. H. Abel, Sugar as Foodp. 7.

173 bid.

"Anonymous, 6 SAMABL:7(1DK3), fposoRB. o ,
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While promotn g t he ¢ o n s u mpbothwhno | cefs osmeg aarnthka sn ud r i
article also shed Iy on the wider nutritional discourse relating to sugar in the early
twentieth century, acknowledgn g how sugar had received i

and had beertsqudiaofpgrécipatiwi i m 6 he gen®si s of

In 1924, theame year as Emerson and Larri moreos
Harris noted symptomsimilar to diabetes in his nediabetic patientsincluding

hunger, weakness and anxiety neuroses. Describing the ocodition as
O0hyper i nsdAMA Harris expained ihaw these symptoms could appear in

anyone as the result of consuming refined sugar and flour, and thus he warned they
should be avoidetf® In the same piod, the incidence of cancevas also rising

sharply, with mortality in Britain increasing seeld from 1838 to the 1930$’

Similar to diabetes, many denounced processed foods and pointed to diet as an
important means of both prevention and treatment of cancer. However unlike
diabetes, which retained a strong connection with diet, those whestada similar
connection between diet and cancer were either denounced by medical journals as

6 ilnf or medo6 or bH% gafliogevittimao the datter wascGerman
physician Max Gerson. Gerson held that most diseases could be explained in terms

of a O0disturbance of unbal ancing of t he
fertilisers which he argued disturbed th

nutritional disorders, cancer, asthma and a host of other conditfoGrson argued

7 |bid.

%S Harris6 Hy peri nsul i ni s MAMAMBS10924)nps729.i ni s mo ,

178 Griggs The FoodFactor: Why We Are What We Eabndon:Viking Books, 1987), p214.

H  Hallid#édlpw 6€Cansercaused, Thobancet204:5064 (1928)epp.pr e Vv e n
140-141.

"9M. GersonA Cancer TherapyNew York: Dura Books, 1958).
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tha cancer along with other degenerative diseases like diabetes would cease to
plague the West until agriculture had returned to organic farming. The medical
profession, in particular lupus specialists, branded Gerson a heretic, refusing to
believe cancerauld be treated, and indeed prevented, with such a simple method

like diet®®

In the field of diabetes, however, diet remained a fundamental part of treatment and
sat alongside multiple explanations of aetiology during the 1920s and 1930s. Haven
andEme sondés study strengthened the i mport e
the connection between changes to the na
alsodrew attention to the fact that insulad not reduced, but ppsned mortality
in patents:

While the use of insulin may be postponing markedly the deaths of

diabetic patients, it has not yet been shown that any permanent

improvement in the death rate from this disease can be attributed

solely to its use®
By the 1930sthen, while insuh was heralded a miracle drug in the management of
diabetes it was also clear that diet could not be disregarded. The importance of diet
in understanding and managing diabetes was reinforced further with British scientist
Har ol d Hi ms wo retweeh she tdio tgpesiohdabeiesonmadekin 1939. In
a paper presented for the Goulstonian Lecture to the Royal Colledg/sitigns in
London, Himsworthquestioned the broadly held belief that all cases of diabetes

could be explained by a deficiency ofunk i n , proposing instea

diabetes might result from inefficient action of insulin as well as from a lack of

18 Griggs, The Food Factarp. 217.
BlHEmerson and L. Larrdpm8t e, O6Diabetes Mellitus
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i ns U% iWhiée.Himsworth acknowledged that it remained possible for both
factors to operate simultanedysvhat he was suggesgnvas the idea of diabetes

consisting oftwo distinct forms oitypeswith wholly different pathogenesisthose

whose bodies could not produce insulin, and those who were merely sensitive to it.

Hi msworthoés distincti on yohdthepwrevdilingpviews i ci a
of diabetes as a general disorder of the metabolism and begin to identify divergent
therapeutic strategies, particularly dietary interventions, for both severe and milder

patients, examined furéh in the following chapters.

Conclusion

Historically, the regulation of diet was heddkey to good health and the prevention

of disease across competing medical systeriBe management of diabetes, like
many disease traditionally followed thismodel. Accordingly, prior to the
devebpment of medical means of management such as insulin and oral
hypoglycaemic agents, diabetes was managed with a range of dietary prescriptions
informed by wideranging nutritional principles. Yet within histories of diabetes is a
tendency to suggest thatth the discovery of insulin in 1921, diet became redundant
and was abandoned infour o f new meabrtrasatb this exigtinge s 6 .
literature, this chapter, having examined the relationship between diet and diabetes
both before and after insn| suggests that rather than replace traditional approaches
to management, insulin served to reinforce the importance of diet in what remained a

complex disease.

2y, Hi msworth, 6The Mec hlamet83d60440(1939Dppadb et es Mel | i

96



Prior to the discovery of insulin in 192
was the principal method of treatment chosen by practitioners for their patients.
Developed in line with metabolic theories of disease, a range of diets were tried and
tested in this era in order to simply prolong the lives of patients and avoid the
devastahg occurrenceof coma, acidosis and deathWhile the introduction of
insulin as a method of control in 1921 brought relief for maimbetics and
prolonged life, it concurrently brought withnew and unpredictable problem#s

PWD began to live longera pattern of complications including retinopathy and
cardiovascular disease appeared and, while many patients and their doctors hoped
that diets could be relaxed, it became ever more apparent that insulin was not a
replacement for dietetic measuf&s.with the availability of insulin however,
undernutrition was no longer necessamth careful consideratigncarbohydrate

could be increased for the first time, allowing the patient to follow a more satisfying
diet while relieving them of their symptoms arestoring normal bodily weight.

What insulin offered then was a new system of management that balanced the
metabolic effects of diet with the social, psychological and economic needs of the
patient. Additionally, this chapter has drawn attention tortiie of previously
overlooked figures, such as R. D. Lawrence, in reinforcing the value of diet in the
posti nsul in er a. Lawrenceobds Line Ration D
diabetic diet which served to simplify treatment for patients andighgs while
providing much relief to overcrowded hospitals. In contrast to existing histories
which have limited their scope to the discovery of insulin, and narrowly interpret its

discovery to have meant the end of diet therapy, this chapter has thassti@ted
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instead how insulin reinforced, rather than diminished the role of diet in the
management of diabetes. Thus in contrast to the prevailing narrative which suggests
PWD were freed from stringent dietary prescriptions with the availability ofimsu

the evidence presented here suggests that physicians and diabetes specialists upheld
the importance of a controlled, lewarbohydrate diet as the most effective means of

managing diabetic symptoms and avoiding future complications.

Additionally, ths chapter has explored the transition of diabetes from an acute to
chronic disease and insulindés role in st
The publication of the first epidemiological research on diabetes, which drew a clear
correlation betwen diabetes and changes to diet and lifestyle, highlighted divisions
over the consumption of sugar and its relationship to disease, and provoked existing
tensions surrounding race and responsibility for disease. With the further realisation
that insulin fad failed to reduce diabetic death rates, it became ever more apparent
that the role of diet in diabetes could not be disregarded. Thus unlike other
conditions such as cancerhere the link between diet, aetiology and prevention was
treated as heresyliabetes retained a strong connectwith diet which spanned
centuries. Blstered by figures such as Lawrenadno reformed the diabetic diet

into a simple system of management, in addition to new epidemiological evidence

which drew a direct correlation tveeen diabetes incidence, diet and lifestyle, diet

was not abandoned, but remained a viable form of treatment in this period.

In the coming decades, the relationship between diet and diabetes, and the rationales

provided for its use, would continuoudbe altered by changes wrought by science,
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politics and the reorganization of health care. It is to these developments, and their

implications for the dietary management of diabetes, that this thesis now turns.
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Chapter Three

War, Nutriti on and the Establishment of the British
Diabetic Association

BX

'YOU OWE IT TO YOURSELF - YOUR COMRADES - YOUR EFFICIENCY

Figure 31: A healthy solider in profile, naked and in uniform equating fitness with
efficiency (1942). [Courtesy of the Wellcome Library].
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The diabetic patient today is incomphly more fortunate than he

was twentyfive years ago, and should have no complaints about the

relatively easy routine to which he is subjected. Before the insulin

era, the diabetic was pitifully restricted and starved in an effort to

postpone the evanenacing death from the disease. Now, as time

has proved, a diabetic can do everything that a-diapetic can

doéWe have had i n-Bveyearmandcleasy gieatr t went y
progress has been made during this time. Hence the diabetic has

much to be thakful for, and he should be made to realis&‘it.

By 1933, the discovery of insulin was seen as having enhanced, not diminished, the
role of diet in treating diabetes. Research throughout the 1920s and 1930s had
demonstrated the importance of adhering thabetic diet to manage the disease and
prevent later complication8> Despite debate over the inevitability of complications
among physicians, two principlés nutrition remained the samandernutrition-

that is maintaining a body weight slightly belaverage- was preferable to the
practice of starvation characteristic of fansulin regimens, and the consumption of
sugars should continue to be avoid®d.Historians agree that while insulin may
have made an adequate diet possible, it not did nedgssiarplify the task of the
physician, nor cure the disease.Ultimately, the new choices in treatment

necessitated new decisions on the best methods of attaining the goals of good

nutrition and, consequentl vy, c o rFtamko | of
Allan explained:6 The di scovery of insulin had <c¢h
di abeteséThe | iberty whi ch fuitherdwdrsitynrof gi ves

treatwhemt he added hadt Auryhdrfiledento @l ¢

au h o r 1t WhdesAflan did not explain what these plans entailed or whom he

4., John, 06The Di @dareWalker Cdlection, Bniversty of Lieifeltér .

185 See chapter two.

180 3. W. PresleyA History of Diabetes in the lited States, 1880990 PhD Thesis (Austin:

University of Texas, 1991), p. 475.

BE. N. All an, 06Di ab e tMedical blistdryol6:2(1932), gp. 26878.er i nsul i n.
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regarded as the O6new authoritieso, t his
years following the discovery of insulin, not only did the content of the diets
providedto patients begin to change, but so too did the authorities responsible for
their production and disseminatioim the existing lierature the periodspanning the

arrival of insulin in 1921 tahe end of the Second World Waes often been
overlookedwith a tendency to document the history of insulin followed by the post
war pharmaceutical era and the subsequent explosion of diabetes as an éfffdemic.
However, within this period two considerable developments involving what Allan
refers toabeherasi és@wemerged which are
the transformation of diabetes into its own specialism, as well as the sites of diabetes
management and changes to the diabetic diet. This chapter demonstrates the
importance of this period ant$ significance for understanding where dietary advice
comes from and the individuals or groups who have shaped the content of diabetic
guidelines in the twentieth century. The first of these developments examined here
considers the interwar years andetorigins of diabetes as its own medical
specialism, examining the establishment of the first patientiasem for diabetes in
Britain, the formerly named Diabetic Association (later the British Diabetic
Association and known today as Diabetes UK amabBtes Scotland). Historians,
notably Moore and Jackson, have touched on the formation of the Diabetic
Association in their research, accounting for its establishment as a response to the
challenges of diabetes as it transformed from an acute to chiiseisé®® While

this was certainly the case, to date there has been no analysis of the establishment of

18 R. TattersallDiabetes: TheBiography (Oxford: Oxford University Press, 2@0.

189 M. Moore,Managirg Diabetes, Managing Medicin€hronic Disease and Clinical Bureaucracy

in Postwar Britain, (ManchesterMa nc hest er Uni versity Press, 2019);
and the Formati on o fDiabeticeMeddinealB:e (1996}, pppr@2s oci at i on 6,
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the Diabetic Association in relation to the wider context in which it emerged, nor the
ideas and influences of its founding members, both of which aaithetter
understanding of how diabetic guidelines were shaped in this period. As | argue
here, the personal experiences and private ambitions of those who founded the
Association elucidates the function the organisation later came to play, in particular
its role in informing health policy in wartime and subsequently throughout the period

of postwar recostruction.

A greater consideration of the role played by patient associations, the wider context
in which they were established and the ideas and vafuésse wio founded them,

helps to elucidatehe meanings attached to dietary advice, exposing a lesser
considered explanation as to why nutritional guidelines became more liberal in this
period. As explored in Chapter Two, the relationship between foddredicine in

the early twentieth century was complex and approaches to the treatment of diet
related diseases evolved rapidly in line with the latest ideas and developments in the
science of nutritiod® The origins and development of diet therapy eviblwéthin

this complexity and was shaped not only by the discovery of insulin, but by a
multitude of developments that to date remain largely unexpfdtethroughout the
history of diets and dieting, various groups and individuals have been responsible for
devising and distributing dietary advice, from the Church and religious groups, to
physicians,celebrities and public figuresHowever within the history of diabetes

there has been no thorough analysis of dietary management in twentieth century

19D, Gentilcore and M. Smith (edsBroteins, Pathologies and Politic®ietary Innovation and

Disease from the Nineteenth Centuiiyondon: Bloomsbury, 2018).

YIaApart from Mooreds asses s nlendiabeti dietinlnewiti 930s and
research which drew a correlation between diet and later complications, wider factors which have

shaped the content of diets for dialset@s been overlooked
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British dabetes care, nor the historical events and individuals which have shaped the
advice provided®® The following chapter thus fills this gap in the existing literature

by documenting and analpg two important developmentahich shifted the
responsibilityto inform people with diabetes about how to manage their condition
from individual physicians and diabetes specialists, to disgasgfic organisations

and the state. The aim of this chapter then is to draw attention to the wider, historical
events andigures which shaped diabetes in this period, demonstrating that as much
as the diabetic diet was shaped by evolving nutritional theories and medical
innovations such as insulin, theseucturing of health care and the outbreak of war

as well as the foration of the first patient association for diabetes further shaped
ideas aboudliabetes and its managemein.order to examine the role played by the
Diabetic Associationthe following chapter is divided into two sections. Section one
explores the earlyole of the Association, examining to what extent the new
authority contributed to revisions in the diabetic diet and altered tienakes
provided for its use.Within the period examined here, the Diabetic Association,
headed by leading figures in bites research such as R. D. Lawrence, became new
authorities in diabetes management, providing guidelines on all aspects of diabetes
care followed by patients, physicians and from the outbreak of war, the state. The
early life and experiences of figureach as Lawrence and his colleague and friend,
author H.G. Wells, both of whom had diabetes, are examined in order to ascertain the
ways in which their own experience of diabetes shaped their attitudes about health
and illness, thereby aligning with conasrover national efficiency. The early lives

and experiences of the Associationds f

%25 Gilman,Diets and Dieting: A Cultural History(New York: Routledge, 2007), p. 223.
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and crucial part of the story of why the Association was established, and the role it
would later come to play in the context whr and postvar reconstruction. The
second section of this chapter explores the next major development which impacted
upon diabetes in this periothe outbreak of the Second World War and the impact
of national food policies such as rationing. Secti@n examines the increase in
state intervention as a result of war,
and what this meant for people living with diabetes. Contributing to a wide body of
literature which connects developments in theonysiof medicine to ideas about
national efficiency and citizenship in the early twentieth century, this chapter situates
the establishment of the Diabetic Association within its historical context, illustrating
the connection between diabetic guidelined #re social and political envirorent

in which they are created.UItimately, examining this period illuminates the
meanings attached to dietary adyipeoviding a new perspective on why nutritional

guidelineshegan to movéowardsa more liberal diabetic diet.

R. D. Lawrence and the Establishment of the Diabetic Association

In the years following the discovery of insulin in 1921 the problems facing patients
with diabetes, and parents of children with diabetes, were coablde Insulin had
certainly prolonged life, but as Feudtner describes, the transmutation of diabetes
from an acute to chronic disease, came at a sizeable cost both emotionally and
physically to patients. Insulin was keeping patients alive had creatk major
strains regardinghe need for constant supervision, not only in terms of injections,

but also of diets, variable urine tests, and in the case of child and adolescent
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diabetics, additional supervision and monitoring of behaviour in relation to
injections’®® As Jackson identifies, these problems were twofold for the very poor,
since the cost of the diabetic diet was formidable, and crowded and unsanitary homes
could provide further complicationdor example the systematic sterilisation of
insulin syinges'® Additionally, as the number of living patients increased and the
diabetic regimen, with the incorporatiorf msulin, became more complex and
requiredgreater instruction and supervision, the need for improved patient education
and improved starads and organisation of care warranted urgent attention.
Evidence from oral testimonies indicates thattiluthis time, patient education had
varied considebly by practitioner and place. Bye 1920s and early 1930s, patients
living away flom urban entres such as Lond@mdwho had manageihe condition

for many years aloneften knew more about the condition than their physitian.

The rapid increase of both new diagnoses and patients living longer with diabetes
due to insulin placed an enormous g3@e on already overstretched hospitals and
their staff during the interwar period. Despite physidleattempts to moy away

from hospitalbased careexperimentation with insulin and dietary instruction could
inevitably lead to a prolonged-patient staydue to the length of time required for
thorough, methodical instruction and patient observafidi€Consequentlyan urgent

response from within the profession was needed in order to addnesspatients

3., G. Jackson, O6R.D. Lawrence anBDiabetibMedi€irmer mat i on
13:1 (1996), p. 19.

4 Ipid.

195M. Elliot, Interview,12 July 2004, British Library C1239/33.

1% This was subject to affordability, for example®se who could afford private care, had received a
charitable donation or where eligible for Natal Insurance through their employétrior to the
establishment of the NH8iabetic care was only free for those who paid into a thrift club or were
eligible for National Insurance through their employer, otherwise patients were required to pay for
private care or rely on a charitable donation. [Me®. Moore (eds.Balancingthe Self: Medicine,
Politics and the Regulation of Health in the Twentieth CentiManchester, Manchester University
Press, 2020), p. 3%ee also interview with M. Elliot.
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were to be treated an coordinate the available expertise in order to produce
uniform guidelines thatould easily be followed by both physicians and their
patents. Consequently, by the 1930s it was becoming increasingly apparent that
what was required in order to manage the new demands in diabetes was greater
specialism and an organisation which would promote both the needs of the
profession and take on thele of creating and deliveringatient education and

advice.

Beginning in the 1920s, specialist clinics similar to those alreadyastblished by
Joslin and his colleagues in Boston were created in Britain. From the 1920s
onwards, the leading figuréss diabetes research and care were all situated in these
clinics which allowed for greater observation of patients and in turn greater specialist
knowledge of the diseas®. Following this relocation discussions of treatment
began to alter based on newdancreased observation of patients anzbllaboration

of expertise.As Moore describes:

énow that clinicians were following pa
these doctors became exposed to the comtplaind problems faced

by their patients on a quotidianevel. Whereas clinicians and

research scientists removed -patients from their social

context ét hey npatentsfa monthoandeyedtbu t

The movetowards greater specialism and thstablishment of diseaspecific
organisations was not uniqte diabetes but reflects the wider cultural milieu of the
early twentieth century which saw medical knowledge increasingly look towards
science and expertise in order to find its legitmatinl n t hi s 6er a of

according to Barona, the pressuof war and economic crisis saw governments

197 M. Moore,Food as Medicingp. 155.

198 bid, p. 156.

93 . L. B a ionanaHeahé e Interriational Contexudng the IntetWa r  C 1Sacisli s 6 ,
History of Medicine21:1 (2008), p. 95.

107



assume greater respsibility for food and health.Accordingly, the role of expert
scientists extended beyond influencing knowledge to inspiring health policies,
education and propaganda programmes aimezvdising and correcting popular
habits?® Moreover, changes in health concerns in the early twentieth century,
namely the control of infectious disease in the wake of the Spanish flu and sequential
rise in chronic disease, had shifted the focus of the ralegrofession, encouraging

the rise of new specialisms and their associated societies and journals. Throughout
the 1920s, specialists in cancer, diabetes, heart disease and rheumatism established
societies and associations dedicated to publicising teatthpsed by chronicshbase

in order to bothincrease awareness thie toll of these diseases and to attract funds

for research and innovatiéf: Within this context a number afiseasespecific
organisationsmade up of specialists and other individuals from thieid fwere
established in both Britain and the United States, including; the American Cancer
Society (1913), the American Heart Association (1915), the British Empire Cancer
Campaign (1923) and the American Rheumatism Association (1%34)The
convening of two Conferences of Experts in 1282he height othis éra of the
experd embodied much of thecientific milieu of the 1930s. Held in Rome and
Berlin, the conferences wenetendedto discuss dietary standards and physiological
methods to detect nutritid®> In 1923, as disussions got underway regarding the

establishment of a diabetic association, the British Empire Cancer Campaign was

290 |pid.

201G, Weisz,Chronic Disease in the Twentieth Centualtimore:John Hopkins University Press,

2014), p. 17.

292 A number of oher diseasspecific organisations were established in the earlywasperiod
including the Multiple Sclerosis Society. See
the Multiple Sclerosis Society of Great Britain and NortHeetand:A Socio-Historical Study of

Lay/ Practitioner | nteract i oMedidaliistonh4é:2 @D2),ipe xt of
141-174.

3 L.Barona, 6 Nut rThe lntesnatiormlirContekt ®arihgtthie Intdta r  C 1Socisli s 6 ,
History of Medicine21:1 (2008), p. 95.
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founded to Oattack and defeat the di seas:c
causes, distribution, symptoms, pathology and treatmen and t o p?*omot e
Thus, not only were the new demands that accompanied insulin driving the need for
greater specialism and-cgganisation of diabeteand its sites of managemetiigse

changes weralso occurring within a culture of legihating medicine through

scientific expertise and the rapid formation of disegsecific organisations. It was

within this context then, that the first organisation for diabetes in Britain, the

Diabdic Association, was founded.

The story fisf patiBnt assogiationofer diabetes begins with R. D.
Lawrence, the Scottish physician born in Aberdeen in 1892, who along with friend
and author H.G. Wells formed the Diabetic Association (later the British Diabetic
Association and subsequently DiatsetdK) in 1934°% It is not the purpose of the
chapter to duplicate the biographical material which has already been documented on
the founder8lives, but rather to assess to what extent their experience of illness
inspired the Diabetic Associations eaolyjectives, in particular the aim of removing

the stigma associated with diabetes and improving the social position of those

afflicted.

Lawrence, born in Aberdeen in 1892, graduated from medicine in 1916 and joined
the Royal Army Medical Corps where heasvposted to join the Mesopotamia
Expeditionary Force as a senior Medical Officer. Lawrence spent most of his time

stationed in the North West of India where he withstood both the First World War

204\, L. HarnettBritish Empire Cancer Campaigm Survey of Cancer in Londghondon:British
Empire Cancer Campaign, 1952).
25 35econd in the world aftexPDP Diabetes Portugal founded in 1928tps://ncdalliance.org/apep

diabetegportugal
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and the Spanish Flu. By October the same year the Sganisad reached India,
Lawrenceds experience of which can be f

mother. In a letter from 20 October 1918 Lawrence writes:

The great influenzavorld epidemic has broken upon us and is pretty
bad here. We have about?8®f the British troops in hospital and as
they are coming in and being sent out as soon as possible, it must
represent a very large proportion of the station sick. Two of the

MO6s are sick which means stil/l more w
have not suagmbed. | am almost proud to be one of those, as it
seems to argue some strong inherent qu.

defies the diseadefor which of course | have my heredity and early
environment to thanf®®

As this letter confirms, Lawrence fortuet did not succumb to the flu, but
according to hinthe reasons for thisly not in good fortune or sanitation, but rather

S 0me 6strong i nher ehrough dheredityi ltawrensebonlyp as s ed
remained in India until 1919vhen he was disenged with dysentery and sent back

to London?’” After beingdeclaredunfit to continue in military service by a Military

Board, Lawrence returned to Aberdeen to recover. After a few weeks at home with

his family, Lawrence travelled back to London &turn to his career in medicine,
where he took up the post of House Sur ge
College Hospitaf®® Six months later, in the summer of 1920, Lawrence was
appointed Assistant Surgeon in the Ear, Nose and Throat Departnuenit \&as

during t his position t hat Lawrenceos 0"

Recalling the event Lawrence described how:

It was usual where | was warded for the Night Nurse to teach the
probationers how to test urine; and one night they happentsst
mine and found it was loaded with sugar. Next day, the biochemist,

3G L. Jackson,A O6FRat hDe.r Loafwrlennt @iabatea Mdtabatissml Di abet e
Research and Reviewss (2002), p. 407.

207 | pid.

208 | pid.
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Dr. G. A. Harrison, did a blood sugar test and found it was three
times the normal, so there was no doubt that | had diaffétes.

Having shown none of the classic symptoms for desbéhirst, weight loss or

polyurig) Lawrence was confounded and began to research all he could on the
condition in pursuit of a more promising prognosis. As was still typical at the time,
Lawrence was put on Al |l ends mpldatedyrfreecot i on d
sugar and his carbohydrate tolerance slowly increased until he could manage 150
grams a day, at which point he could return to work. Yet, despite strict dietary
adherence, bar ence0s gl ycubpaoani aepdreagstiteat| i nds
patientdos following the Allen treat ment
Lawrence packed up and chose to end his days living a quiet life in the Italian city of
Florence. Once settled in Florence, Lawrence set up a small practiceaaaded a

good quality of life until the winter of 1922 when he developed bronchitis followed

some months later by severe peripheral neuritis, contributing to the rapid
deterioration of both his diabetes and mental outfddkBelieving himself days

away fom death, Lawrence received a letter from diabetes specialist Dr Harrison in
London telling him that insulin had been discovered, and that it appeared t8"Wwork.
Harrison urged Lawrence to return and try the new treatment, and after much

deliberation andcepticism, Lawrence made his way back to London, arriving on the

28"May 1923, in his own Wwbrds, o6émore dead

Upon arrival back at Kingbs Lawrence st

spent the first three weeks of insulin therapy expenting with his diet in a

“9R.D. Lawrence quotedinJ.G.. Jackson, O6R. D. Lawrence and t he
As s oc i aiabeticriMédicingil3:1 (1996), p. 11.
210 pid.

ZC. Parkinson,hetH.i rG.t Weell lesh:r iBBG/NewshSFekruary 20t4a mp ai g n
212 pid.
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desperate attempt to balance his blood sugar levels against the new treatment. After
three weeks of treatment with insulin, Lawrence found himself experimenting with a
range of regimens and ideas still in circulation at thee timhich varied from the
Graham Diet, a restricted carbohydrate diet, to the consumption of raw pancreas,
none of which seemed to allow for a reduction of insulin injectidfiastrated at the

lack of coherent advice for both patients and their physidiamgence decided to
devise his own, simple diabetic diet scheme, The Line Ration Diet, produced in a
pamphlet for patients and their physicians angrogluced in his later publications

The Diabetic Lifeand The Diabetic ABG*® Armed with these textpatients now

had a manual with which they could teach themselves how tonselage their diet,
injections and in later editions, how to prevent complications and manage their

condition during unexpected circumstances such as waftfme.

Lawrenceo6s fediapetes, ibatm in epsvateopractice and his personal
experience of the disease, had allowed him to think broadly about the challenges
faced by patients and their practitioners. By the 1930s, the Line Ration scheme was
used and adapted widely, both in tBm and the U.S, but Lawrence remained
troubled by the lack of authority, interest and funding for diabetes as its own
specialisnf'® Together with a rise in prevalence of the disease, Lawrence believed

the state of diabetes as it were warranted the oreafi an organisation that would
safeguard the needs of patients and promote these interests throughout Britain, and,
eventually, connect with similar organis

in London was the author and scientist H. G. Wells wdd been referred to him in

3 gee chapter two.

2R, D. LawrenceThe Diabetic Life(London:J & A Churchill, 1939).

®Despite the availability of insulin, ¢équacko re
for the treatment of diabetes.
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1931. Well s shared much of Lawrenceos
appealing to the nation for greater attention and support in matters relating to

di abetes. The |l etter, t i tilfer the Beflefitef Sel ec
their Cul t 6, The SimepnuAptil 1338 andl asked readers for
donati ons towar ds t he renewal of agei
condi®ilanst.e | et tleam a e burpasedave Hagednot aldeady

formed a Diabetic Association to watch over and extend this most benign branch of

medicine to which we owe our liv@s”’

The publiés response was overwhelming and Wells received the money within a
matter of weeks along with letters of support for an Associat® few months later

on 3 November 1933 twelve people gathered at the home of H. G. Wells where it
was unanimously decided that an association would be foftheth March the
following year a second meeting was held, this time with the presence ofsjoctor
nurses, dieticians, insulin manufacturer representatives and laymen. With Wells as
Chair the first draft articles of the Diabetic Association were created, the first of

which outlined:

That a Diabetic Association organised for service and not fortprofi

be established for diabetics and those interested in diabetes for
mutual aid and benefit and to promote the study, the diffusion of
precise knowledge and the better treatment of diabetes in this

country?*

263, G. L. Jackson, O6RonDofLaWwre D¢ abRiabdtict Aes sPhaci ma

Medicine 13:1 (1996), pl17.

27 bid.

i:c Parkinson, OH. G. Well s: BBCNewsiFebrsary2@ld.l ebr i t
Ibid.
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Article two out |l i ne dnwhibhevoukdsee the orgatisatom 6 s s
6act as an a u tsafeguwardtthe tsockleand becodoynic interests

%aThe A&spc@ation sea t | 0 N ¢

diabeticsandtocoper at e wi th si mi f
to work quickly and within months had established plémsa periodical, The
Diabetic Journa] which would cover various aspects of living with diabetes, from

the cost of the diabetic diet, meal plans and diabetic kitchens to unemployment,
education and diabetes in children. The full list of aims of the d\son were laid

out by its founding members as followso be of service to diabetics and others
interested in diabetes; to study the causes and treatment of diabetes; to safeguard the
social and economic interests of diabetics; to promote lecturesjssisns and
correspondence for their information and benefit and for the enlightenment of the
general public; to coperate with similar associations; to facilitate the manufacture
and distribution of preparations, including food and drink, for the usébetics; to

provide nurses, dieticians, congatent homes, boarding housesghools,

laboratories and clinics, for the benefit of diabetics and, lastly, to print, publish and

circulate books, journals and Pamphlets

220 The British Diabetic Association was second only to the Diabetetugal, the Portuguese patient
association founded in 1926 to supply insulin to disadvantaged diabetics across Portugal. The
establishment of the British Diabetic Association in 1934 was quickly followed by the French
Association (1936), the Americaridbetic Association (1940) and the Belgian Association (1942).
Sweden followed in 1943 and Holland in 1945, eventually promoting a meeting in 1950 to form the
International Diabetes Federation (IDF).

21| eicester Branch of the British Diabetic Associatiarice of meeting held by R. D. Lawrence on
8" October 1954. Joan Walker Collection, University of Leicester.
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THE DIABETIC ASSOCIATION
»
GENERAL SUMMARY OF AIMS AND OBJECTS

Figure 32: Early pamphlet of the Diabetic Association (1937) [Courtesy of the Wellcome Library].
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Throughout the 1930s the Association transformed the modern outlook towards

treatment in diabetes by prompting a more holistic understanding of théi@ond
and those who lived with it. In a leaflet published in 1937, the Association described

how in addition to the dissemination of knowledge regarding insulin treatment the

Association also aimed:

éat helping

seriously handicapped

in the

soci héarisegarobl| e ms
the diabetic patient in several ways. The individual diabetic is often

in employment by the ignorance and
prejudice of his employer and the widespread belief that being a
diabetic is necessarily anefficient invalid He is barred from many

suitable services and most pensionable jobs, and it is our aim to

prove that this attitude is wrong and to rectif§t.

222 Djabetic Association Pamphlet (1937), Wellcome Library EPH546.
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This social, more holistic view towards diabetes and its management was
fundamentally different from any approath treatment that had come before and

was markdly progressive for its timeAs O6 Donnel | not es; in
century physicians demanded no | ess tha
appeared to consider, even in the passing, the sociahatadial living conditions of

p at i %&rFor higtarian MartifMoore, it was the delopment of specialist clinics

- and greater obsenvah of patients which followed that prompted discussions of
patientds social an’ Aosgpiderdisdussions ofathe we | |
financial challenges posed by the diabetic diet, a greater awareness of the lived
experience of diabetes promoted discussions of liberalising the diabetic diet, in
particular increasing the patdimpovedhe al | o
palatability of the patientodos dieft® but
As an editorial inthe Lancetsuggested, a key advantage of high carbohydrate diets

was that 0the patient with di aboesbys nee

avoiding food whic contain carbohydrate:q

However, while the role of specialist clinics and improved observation of patients
throughout the 1920s and 1930s certainly allowed for these social and psychological
observations to be made, and undedly contributed to a relaxing of previous
dietary ideals, the establishment of the Diabetic Association and the principles of
some its key founders provide further examples of developments which shaped

diabetic management in this period. An analysighef cultural context in which

g, 0O6Donnell, 6Changing Soci al abetdeesi800@nmdt i fi c D
1 9 5 Bobiglogy of Health and 1lines87:7 (2015), p. 1113.

22“Moore,Food as Medicingp. 142.

D, M. Dunlop, O6Are di ab eBMi 2 488H(h9p4),p.888t i ons preve
26 Di et i nlLaiétp b2 queted in Moordsood as Medicingp. 156.
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Lawrence and ehNéacksl obdiabetesvtransgredplains their concerns
with how diabetes was perceived, and the use of dietary revisions to portray PWD as

able to live anore normal, productive life.

One ofthe As s o c i ariginalborbse cti ves was to I mprove t
di fficulties which arise for the diabeti
the diabetic as &h This olbettivei bighlgmedthei nv al i
Associ at i o ntdostackting thenstigna @ssociated with diabetes, the roots

of which, as | argue herecan be traced to the personal experiences of its founding
members and a cultural context which equated healtih witi d e a s of 0 ¢
ci ti zeWarthyi gb attention here s t he Associationds ai
wi despread belief of the diabetic as 6in
national efficency and patient productivity As stated previously, Lawrence had

been rejeted from militaryservice by amedical board in London in 1919. While

Lawrence was unaware of his diabeteshat time, and it is likely his dismissal was

due to havingdysentery, this experience itself was stigmatising, particularly for
someone with a medical background and occurring @ame when health was
intertwined with productivity and efficient citizensHif. Lawrence was discharged

as an Officer in the RAMC Reserve and remained in England where he returned
almost immediately to his studies and career in medicine. It is platb#tlehis

early experiencewhich occurred alongside a national debate regarding rejection

rates and national efficiencg, haped Lawrencebds aandthea udes

stigma attached to it, thus encouraging the Diabetic Associatistnite to inprove

*?’ Diabetic Association Pamphlet (1937), Wellcome Library EPH546.
28| ZweinigerBargielowskap Bui | di ng a BPrhiytsiischa |l SuCpudrtmare: i n | nt e
Journal of Contemporary Historg1:4 (2006), pp. 595610.

117



the social challenges experienced by PWD veryyear. Lawrence, though often

described as stern by his colleagweas also known for hismpathy towards certain

patients, namely the disabled and mentally handicapped, where other physicians
aroud t his time would have considered this
and di &% ISandadyy the health principles of dounder H.G. Wells
undoubtedly shaped the outlook and activities of the Association and its objective of
removing the sgma attached to diabetes. Wells, diagnosed with diabetes in his late
60s, became one of a handf ul of Lawrence
the problems in medicine, particularly the lack of interest and funding available for

what he saw asusch a worthy specialism as di ab
biographer Rosslyn Haynes, Wells was one of the first professional writers of fiction

to have had a for mal scientific educatio
in society was a primarywge s t%° oHisofuturistic, almost prophetic visions

grappled with the profound ch@s made by mankind in respet science,
technology, war and social order on a global s€&lévloreover,as afollower of the

New Health SocietyWells aligned himself wit the ideas associated with the

physical culture movenmt, popularised byphysical culture instructor Frederick

Arthur Hornibrook®? Br anded 6t he father of Britainte

Hornibrook lived in London where he worked as a massage thefapclients such

as Wells and other middidass followers of his 1929 slimming and fitness

2R'D. Lawrence, OThr ee BNWi1a4248 (1942),p\®5ngol | di ot s 6,

20R. D. HaynesH. G. Wells:Discoverer of the FuturgLondon: MacMillan Press, 1980), b.

ZlDjabeted K 6 Our hiwslikbetesyré.ykaccessed 20 February 2018.

*The New Health Societ y was Britainés first orga
surgeon Sir Arbuthnot Lane, it combined eugenicist rhetoric with utopian health ideals, emphasising

the individeaspdospbdisongl to good health- as a 6éduf
Bar gi el osing & Nation df Ba@od Animal§the New Health Society and Health Education

Campai gns i n Botitl élistanyaof Me8iginR®: 152007V pp. ~B9
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handbookThe Culture of the Abdomé® Hornibook had been encouraged to

publish his ideas by President of the New Health Society Sir Arbuthnot Lane in order
to6convert what is a rapidly degeneratin
nation composed of healthy, vigorous members whose bodies will be able to avoid
and comba?¥ Yeitsa@ddagmosed with a chronic
was now among thoggor t rayed as not fitting the O0A
sympathise with those deemed disabled or inefficient due to disease. In his
announcement of the Diabetic AssociationTime Timesn 1934, Wells described

diabetesas

éa very dingnanymways simpla, rdidease. Good health
can be assured by a logical and adequate treatment. The sufferer is
not disabled mentally or morally. His powers of thinking and acting
are unimpaired. By the exercise of will and intelligence he is able to
keep well. Mutual aid is therefore easy to arrange, andstwal
benefit of workers restored to industrial efficiency and families
relieved from the burthen of invalidism is manifest and direct.
Accordingly, it is proposed to form a Diabetic Associatiqrero
ultimately to all diabetics, rich or poor, for mutual aid and assistance,
and to promote the study, the diffusion of knowledge, and the proper
treatment of diabetes in this countfy.

An examination of the background of the founders of the Associatiaddition to

the cultural context in which it was established, provides an enriched understanding

of the meanings attached to health in this period, helping to explain the principles of

the Diabetic Association and the core aims laid out vwghformaton. As Wells
noted in The Times nati onal concerns of 6i ndustri
towards a stigma and prejudice against those diagnosed with diabetes. In response to

anxieties of perceived physical deterioration in the interwar petiws,physical

23 F_ A. Hornibrook, The Culture of the Abdomefihe Cure of Obesity and Constipatjghondon:
W. Heinemann, 1927).

234], ZweinigerBargielowska 6 The Cul t ur ©besity and Reeuciny in Britaimecirca
19001 9 3 Idrnal of British Studiest4:2 (D05), p. 261.

°H., G. Wells, 6DiThdTenesls Rebriary1934 mpat hy 6,
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culture movement, to which Wells himself aligned, was promoted in order totattest

the nationds strength and quell &bncern
Physical culturalistsaccording to historian ZweigerBargielowska represeted

dhe cultivation of a fit male body as an obligation of citizenship and a patriotic
responsetdt he needs of £hatthaheight df thisimoement, The 6
National Fitness Campaign aimed to harness the pursuit of individual fitnessin orde

to promote O6énational vigour and i mperi e
manliness, physical cultur &® Zhediabetet ri ot |
Association was thus established within a cultural coniexivhich health was

equated with patriatim and national efficiency The Assfeunders had i on 0
experienced the stigma dfabetes first handwith Lawrencehaving beerrejected

from military serviceand Wells in being forcedub of his career in teachinglt is

plausible that these ide#@isenfound their way into the inauguration of tBeabetic
Association, thus explainingvhy challenging the social position and productive

capability of PWD became one of the Associations first objectives.

3¢ Military rejection rates during the Boer \Wikewise contributed to these anxietieSee J. M.

Winter, 6Military Fitness andW&i vd JWmal6fHeal t h i n
Contemporary History15:2 (1980), pp. 21244.

37|, ZweinigerBargielowskap Bui | di ng a BPrhiytsiischa | SuCpudrtmare: i n | nt e
Journal of Contemporary Histor#1:4 (2006), p. 596.

238 bid, p.609. See also E. Nelands,Civilians into Soldiers: War, the Body and British Army

Recruits, 193915, (Manchester: Manchester University Press, 2014).
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lietters to the Editor

DIABETICS IN
SYMPATHY

AN ASSOCIATION FOR

RICH AND POOR
TO THE EDITOR OF THE TIMES

Sir,—About a year ago the Diabetic|,

Clinic at King's College Hospital was

badly in need of fresh apparatus and en- |,
larged accommodation. It was necessary |
1o raise money for this, and some sort of |,

appeal had to be made that would provide
the necessary funds. :
It was suggested to the hospital authori-

ties that instead of making this appeal to |
the general philanthropic public, in com- |

petition with a thousand other urgent and
meritorious demands upon the attention
and resources of the generous, it should be
addressed entirely to prosperous diabetics
who had benefited or were benefiting by
scientific work of the type in which the
clinic specialized. They knew exactly of
the good work done, they could be counted
upon to be sympathetic with poorer

sufferers from their own disability. This |

suggestion was startlingly successful. A
single letter in your columns was all that
was necessary 1o raise the sum required.

It was evident to every one concerned in
this appeal that there were further possi-
bilities in the idea. Something psycho-
logically and socially valuable had been
discovered : the latent solidarity of people
subject to a distinctive disorder. Not only
had the more prosperous a special under-
standing of the difficulties of their poorer
fellow sufferers and a direct interest in the
vigour and advancement of research, but
there was also a common advantage in the
exchange of opinions and experiences and
in the collective examination of new foods,
remedies, and treatments. It was resolved
1o try and give this fecling of solidarity
revealed by the special King's College
Diabetic Fund a more permanent and
general form ; to see what could be done
in the way of a permanent Diabetic
Association. The experiment, it was felt,
might not end with diabetics. It had
broader possibilities. It might, if it proved
successful, provide a pattern for other
organizations for bringing together and
utilizing the common interest of people
with other diatheses.

For a first experiment of this sort
diabetes is peculiarly suitable. Itis a very
distinct, and in many ways a very simple,
disease. Good health can be assured by
a logical and adequate treatment. The
sufferer is not disabled mentally or
morally. His powers of thinking and act-
ing are unimpaired. By the exercise of
will and intelligence he is able to keep well.
Mutual aid is therefore easy to arrange,
and the social benefit of workers restored
to industrial efficiency and families re-
lieved from the burthen of invalidism is
| manifest and direct.

Accordingly it is proposed to form a

manifest and direct.

Accordingly it is proposed to form a
Diabetic Association open ultimately to
all diabetics, rich or poor, for mutual
aid and assistance, and 10 promote the
study, the diffusion of knowledge, and the
proper treatment of diabetes in this
country. If diabetics and members of the
general public interested in diabetics and
social organizations and doctors and
nurses, particularly those specializing in
diabetic work, can all be persuaded to join
the projected association, it is proposed to
ask for subscriptions and (a) establish a
general fund with these subscriptions:
(b) select a council among the first sub-
scribers. from which a working committee
can be elected: and (¢) initiate and co-
ordinate the common effort by the issue
of a quarterly journal ; and (d) arrange for
its proper distribution throughout the

‘| diabetic world.

This journal should embody the aims of
the Association ; it should contain, on the
scientific side, summaries of all important
research work, reviews and abstracts of
new books dealing with the discase,
analyses and discussion of the special
foods and new drugs which are always
forthcoming. A section should be avail-
able for correspondence between mem-
bers and for answers to difficulties which
may puzzle them. It is hoped by this ex-
change of ideas and knowledge to co-
ordinate and dispose of numerous pro-
blems in the care and education of diabetic
children and in the life of poor and aged
diabetics, which at present await solution.
These are the types most urgently need-
ing help and least able to obtain it. The
Association will indeed seek to co-ordinate
knowledge and effort in such a way as to
bring the life- of all diabetics as near to
normal as possible.

proposals are as far as the con-
stitution of an association has yet gone.
They are made by a small provisional
committee in cooperation with the maker
of the original suggestion. This pro-

wvisional committee has no funds at

present and only a volunteer clerical staff.
Before the project can materialize further
it is necessary that things should be put
upon a broader and sounder basis. They
have decided, therefore, to invite the
adhesion of foundation members who are
willing to subscribe £5 to enable the Asso-
ciation to be formed on a sound basis. A
meeting of these foundation members will
then be called to draft a constitution and
a detailed plan of action. A very impor-
tant feature in that constitution and plan
must be methods of incorporating dia-
betics who are not in a position to become
foundation members and of bringing the
full benefits of the Association within their
reach. The temporary honorary secretary
of the provisional committee is Dr. Stella
Churchill, to whom requests for fuller
information should be sent. The provi-
sional address is 59, Doughty Street,
London, W.C.1.

Yours faithfully,
H. G. WELLS.

Figure 33: Letter announcing thestablishment of the Diabetic Association by H.G. Wells
published inThe Time®n 15 February 1934 [Courtesy of Diabetes UK].
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Having explored the establishment of the Diabetic Association and a number of
factors which shaped its outlook of both patiemtd &eatment, the following section
examines the ways in which these values impacted upon the dietary management of
diabetes, exploringiowt h e As s o c alanhdi polticdlsobjestiveshaped

responses to dbetes in the context of war.

Diabetes, Nutrition and War

Throughout the 1930s and 1940s, the social and psychological implications of
diabetes began to feature prominently in the writings of physicians, not only among
members of the British Diabetic Association, but through increased cormulkiath
international societies, among physicians overseas as well. Writing in 1939,
American physician and later member of &iBA, Dr Henry John, reflected on the
changes to management since the discovery of insulin and the current position of the

diabdic patient:

No diabetic patient should be allowed to feel sorry for himself and

lead a miserable life. The physician should remind him of the

difference between the pnesulin era and now, and should instil in

his mind the idea that the simple routine lhas to follow is little

more onerous than having to shave, t
bath each day. This proper psychologic emphasis often spells the

difference between successful and unsuccessful handling of a

diabetic. It is always a mistaketi@at the diabetes, and to forget the

individual *°

This holistic sentiment which characterised the 1930s was echoed by leading

diabetes specialists. Both Joslin in Boston and Lawrence at Kings College in

294, J. John, 6 T Hhhe OHbiState Medicat Jorradh:4 (2989), .,33.
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London frequently acknowledged the importancethed balance between dietary
regul ation and the patientodos ment al out |
both insulin and a greater focus on the
diabetes specialists and medical professionals to slowlgaserthe carbohydrate

compo e n t of t hei r Mopaver, teendstabiishment eft as patient
organisation headed by figures such as Lawrence had highlighted how greater
flexibility with the diabetic diet could reduce stigma as well. This was neiatb

further with the outbreak of war in 1939, which as | argue here, provided yet another
impetus to simplify treatment, and an opportunity to achieve the Diabetic
Associationds objective of improving the
demastrates, alterations made to the diabetic diet in this context of the 1930s and
1940s reflected wider concerns about the health and productivity of a nation at war

as much as they did patient wellbeing and the social life of the diabetic.

With the outbeak of war,eating right became a patriotic duty for civilians and

soldiers alikein both Britain and the U.Sconsequently expanding the level of state

i nterest and intervention into the popu
context the goverment and stateappointed nutritionists tasked witth@uraging

better eating habitpped into national concerns regarding the war effcorderto
encouragdghe population to become fitter and healthig¢daving learned from the
repercussions of mininhatate intervention during the First World War, verified by

high rejection rates of soldiers on the grounds of malnutrition and poor health, it was

in the governmentdés interests in the 1923
nutrition as a leadinggicy priority. Accordingly, governments on both sides of the

Atlantic launched a series of national and international vitamin fortification
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programmes to eradicate deficiency diseases within certain popufdfions.
Nutritional shortcomings were so alarmimuring the war that in 1940, the U.S

National Academy of Sciences established a committee to advise the government on
nutritional problems that had thmotential to threaten defenceA year later this

committee became the Food and Nutrition Board ansl tasked with creating the

first Recommended Daily Allowances (RDAs) for botie armed forces and

civiians. The result was a standardised food guide, the Basic 7, which would
instruct the population on how to eat, fuelling both themselves and the faar’ &f

The aim of wartime national nutrition programmes was to boost the nutritional
quality of food in order to eradicate deficiency diseases and thus create a healthie

more productive populatioriThe key message of wartime food reformechoed the

earl i er ideas of t h encarbgedwcitiaénsteat mdrehealtthi st s 6
promoting foods such as the vitamin rich
be reversed entirely in the pesar years as nutritional messages switched to
advisirg the population teat less** Throughout the 1940s then there was a very
palpable connection between good nutrition and the war effort. In American food
pamphlets this rhetoric was expliciEood for Strong Bodies pamphlet distributed

in 1942, toldt h e pAmerica needgus strong now as ever before. It is the duty

of everyone to know whattod s we s h o ul Whileeaadthergamphley d ay 6
titted Feeding Fourona DollaraDagescrb ed nutr i ti onal knowl e

dut y f orwhehwouldypayrdieidends in family, health and life, and national

2404, LevensteinRevolution at th@able: The Transformation of the American Diéxford:

Oxford University Press, 1988), p. 64.

241 M. Nestle,Food Politics:How the Food Industry Influences Nutrition and Hea(Berkeley:

University of California Press, 2002), p. 35.

24, LevensteinThe Pol i tics of Nu Neuiodcienoenandi Biobehbwioutalh Amer i ¢
Reviews20:1 (1996), pp. 38; C. Biltekoff, Eating Right in AmericaThe Cultural Politics of Food

and Health (London: Duke University Press, 2013), p. 116.
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strength?®® According to Biltekoff, in the 1940s eating right was a patriotic duty and
nutrition advice was thus forged according to the dual aims of encouraging
populations to consume vitamarich, protective foods while also encouraging

national unity and social cohesion:

With its demands for both physical fortitude and social cohesion, the
context of war put new pressures on both the empirical and the
ethical aspects of nutrition, prodagi a discourse that seamlessly
integrated new facts about the importance of vitamins with home
front ideals of good citizenshf?

Nowhere was this more palpable than the presentation of the Basic 7 food guide.
Published in 1943 tdéda&t Bmasratieetofthe avanlpeard i e d t
which entwined both the personal, physiological and social significance of healthy
eating. In the centre stood an image of a healthy nuclear family framed around the
message OU. S Natehed BasitJEEveSRayoon,g:si gni fyi ng
according to these nutritional recommendations was not only beneficial to the
individual, but extended to include the family, the nation, and the war effort as a
whole?* Likewise in Britain during the war, newspapers reguléeitured patriotic
cartoons and magazines reported how servicemen were risking their lives to guard
the food supply, while cookbooks, food pamphlets and radio broadcasts such as the
Kitchen Front educated the public about food and nutrition that equatéitige

healthfully with good citizenshif'®

243 evensteinRewlution at the Tablgp.59.

244 bid, p. 79.

245 hid, p. 59.

24°D. J. OddyFrom Plain Fare to Fusion FoodBritish Diet from the 1890s to the 199@Suffolk:
The Boydell Press, 2003).
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%Z Iy ...eat some food

from each group...every day!

GROUP ONE

BUTTER AND
FORTIFIED MARGARINE
(with added Vitamin A)

MILK AND
MILK PRODUCTS...

fluid, evaporated,
dried milk, or cheese

U.S. GOVERNMENT CHART

/N ADOITION TO THE BAS/C 7...
EAT ANY OTHER FOODS You WANT

Figure 3.4 USDA Basic 7 Food Guide (1943) [Courtesy ofiNaal Archives.

In the context of the war then, nutritional advice for the population, produced by
government nutritionists, aimed to pkece a winning nutritional formula to yield a
fighting fit population. In this context, governments assumed greater responsibility
for the nationds health and intervened
precautions and advice for people watironic conditions to ensure food intake was

as adequate as the rest of the population.
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By 1939, the Diabetic Association headed by Lawrence and Wells was now well
established and played a key role in shaping diabetic guidelines and highlighting
special precautions that were required of the diabetic population during wartime.
Working in collaboration with the Ministry of Health, the Association adopted the

role of producing special guidelines to ensure both PWD and their physicians knew

how to manage dbetes safely in the context of food restrictions, air raids and
mounting fears concerning insulin supplies. As the war got underway, the Diabetic
Association, in consultation with the Ministry of Health, prepared a pamphlet on
OWarti me Preabetics® ®©Ootl Dning the need
identification card noting their condition and emergency information. The pamphlet

described the potential challenges war posed to diabetes, outlining how:

A diabetic, whose life depends on the use of imsub liable to
special risks during air raids which a normal person does not run. It
is, therefore, important that, not only the patients concerned, but also
the lay members of the First Aid and A.R.P services, as well as the
doctors, should know sometiyg about these dangers and how to
avoid them. Under normal conditions the diabetic patient looks so
well that a stranger would not know that there was anything the
matter with him, though he is unfortunately liable to sudden
illnesses. It is therefore portant that he should carry in his pocket
or around his neck or wrist the information that he is a diabetic who
is taking insulin. The Diabetic Association has always advised this
procedure in peace time, and it is especially necessary in wartime. A
suitable card will be sent by the Association upon the receipt of a
stamped addressed envelope. The card gives the usual dose of

insul i n, the treat ment of an overdose
name and address. It should be carried inside the Nationdityde
Card®*’

“6Wartime Precautions for Di a lsutatiin withthe Mifistryeof Di abet
Health, Wellcome Library PP/EBC/E.20.
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See other side

g

I AM DIABETIC

If | am found unconscious and if sugar, orange juice or sweetened
fluids do not cause definite improvement in |5 minutes, call my
doctor, of send me immediately to a hospital.

A v

Figure 3.5 Diabetic identification card produced by the BDA and ADA during World War
Two [Courtesy of the Joslin Bbetes Centre Archive, Boston].

One of the key objectives of the Diabetic Association during wartime was to provide
advice and instructions on how to manage diabetes during times of rationing and
disruption to normal life and eating routines. Accordingly, the Association issued a
number of advisory precautions that instructed patients how to maintain a careful
balancebetween the amount of starchy foods in the diet and the amount of insulin
injected. Wartime pamphlets produced by the Diabetic Association demonstrate the
origins of advice for PWD such as carrying extra sugar in the form of sugary drinks
orsweets. St practices stemmed from the Asso
conditions could interfere witthe routines of diabetics. Thusarrying something

sweet became an important precaution to avoid getting caught short and upsetting the
crucial balance of dteand insulin,which wasupheld as the key objective of

treatment throughout the w&? The Association further advised PWD to carry a

28 |bid.
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spare syringe and insulin so that injections would not be missed and could be carried

out at the usual tim&?®

In Britain during the war, special allowances of rations were granted to certain
members of the population including expectant mothers, mothers of babies under
twelve months, infants and children, as well as those suffering from certain illness
such as cancer andabletes. For individuals with diabetes, special allowances were
made in order to ensure both extra rations of food and more nutritious varieties of
those available. As late as 1950 when rationing was still in place in Britain, PWD
were granted extra rats of butter (3 rations), margarine (3 rations) and cheese
(240zs)*™° Sugar, meat and bacon had also been granted but by 1950 extra rations of
these items had ended. Pamphlets su¢has® pictured heren Diabetes and Food
Rationingwere produced fron1941 onwards in order to assist doctors in treating
diabetes during wartime, a resource which proved invaluable for both the medical

profession and patients and continued to be used long after the war.

29 |pid.
206 Mi ni st r Arrangdmerfisdon @ranting Special Rations and Priority Allowances to Invalids
and Persons on Special DioreGBSWB MSAB1950), Joan Wal ke
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DIABETES
AND FOOD RATIONING

Figure 3.6 Diabetes and Food Raning pamphle{1949). [Courtesy of the University of Leicedter

With regards to dietary management and the weighing of foods the pamphlet

advised:

eit is only by such an initial di scip
proficiency in gauging the amount addd he should eat. But once

the patient has been stabilised it is justifiablestaxthis routine and

the patient should be told that, whilst he must continue to measure

those foods which consist mainly of carbohydrate, it is permissible

for him to estinate approximately the other articles of drét.

1 Djabetes and Food Rationin®iabetic Clinic of the University College Hospital (London: H. K.
& Co. Ltd., 1949).
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During the war the debate between weighing foods and strict dietary adherence that

had begun in the 1920s with the advent of insulin waged on. In an article in the
British Medical Journalin 1943, Irish phgician Dr R. H. Micks remarked how

recent correspondence in the journaldh s hown s ome doubtfidi ci ans
about the necesgit f or accur at enotimgihis owa texperienceooh t r ol €
mai ntaining O6heal th arebellioussayeraudiabetice who e v e n
refused to follow any regulated diet, rmat t er how | i b%r al i1
Nevertheless, an examination of the available sources suggests that while some
physicians doubted the necessity of dietetic control, popular guidance on diet
continued to be published. In his seventh edition offaetic ABCpublished in

1941 Lawrence included a special wartime supplement with advice on how to
manage diabetes in the context of War. The supplement included a range of

wartime recipes suithbe f or t hose with di abetes as w
c ar diéh cauld be used by thoger whom glycosuria was no longer present.

Whil e Lawrenceds wartime advice indicate
foods, he nevertheless contidut include carbohydrate amongl a s t 6danger
f o o casdo wholly advised against abandoning dietary measures altogether.
Likewise, guidelines from hospitals also continued to advise their diabetic patients to
measure carbohydrate and control theit died together withhe Ministry of Food,

diabetic clinics from around the country joined forces to aid patients in following

their usualregimen as best gsossible. Pamphlets such as the one pictured here
(Figure 2.3) from the diabetic clinic at the Wersity College Hospital in London

compiled sample daily diet plans that aimed to provide patients with inexpensive

2R, H. Micks, 6TBMI), 12292 (1943),p.53i abet es o,
#3R. D. LawrenceThe Diabett ABC:A Practical Handbook for Paties and Nurses(London:
H.K. Lewis & Co, 1941).
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diets made up of thi®ods and rations availabl&Vhile the principal aim of the diets
provided during wartime were to provide the requinedritional and energy needs

for the patients type of diabetes, an emphasis on enjoyment, flexibility and normalcy
was also emphasised, indicating that PWD could enjoy a fuller, more varied diet and
thus not only endure the war, but contribute to theonatiwar effort, much like the

rest of the population. On the advice of the Food Rationing (Special Diets) Advisory
Committee of the Medical Research Council, the Food Ministry agreed that PWD
should be allowed to exchange their rations for those thdtivgoit the diabetic diet,

for example from 1941 onwards PWEbuld exchange their sugar ration for two
extra fat rations and two extra meat rations per vi&ekAdditionally, an extra
cheese ration was granted for all patients and vegetarian diabeticpemmited to
exchange their meat rations for extra cheese, granted a certificate wasdceytthe

pati ent 0 s xtrp$ugasrations wemsoperntitted in the event of illned¥

Oral testimonies provide important evidence of what it was fidkepeople with
diabetes during the Second World War, particularly how diet was managed in the
context of food restrictions and rationing. A number of interviews suggest that the
establishment of wartime measures, particularly extra rations, meant tihngt ma
people with diabetes fared better during the war. As Margaret,Eted fourteen

in 1939 recalled

Well, actually, we were better off, because when everything was
rationed and we all had our own ration books, and | was allowed
double rations of chee, triple rations of meat, double rations of

egg, double rations of milk. And I still had my sweet coupons in the

“6Food rati oniianlg Dinalt &sh eAdSHpeecor g1 Cdiment t aleed : cancer
National ArchivesFD1/5434 6 Mi n i s tArapgements ferdsoadting Special Rations and

Priority Alowances to I nvalids and Persons otion. Speci al Di
6 Ministry of Food: Arrangements for Granting S
and Persons on Special Idotioret s6, (1950), Joan Wal ke
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back of the book, so anybody that wanted Mars bars used to use my
coupons to get them. But no, actually, we were better off, from the

aspet of the amount of food that came into the house because of

me?2°®

Similarly, Margaret Williamson from North Yorkshire, diagnoseih diabetes in

1939, remembereble i ng af fected oO6very generousl yo

The Ministry ofFood had maderangements fodiabetics to forfeit

their sugar ration, and in place of toh
recalling, three times the amount of meat on ration, three times the

amount of cheese, and more butter than normal, it was really very

generous indek®>’

When asked if there were any concerns about insulin supply during the war,

Margaret replied:

We didnodt suffer any probl ems. The m
made sure that we always had a suppltheinsulin that we used. |

say wei my mother, who yo will recall, was also diabetic, always

made sure we had about a three mont hso
never suffered without it. | think there will have been some hiatuses

in supply, but because we had the pharmacies buffer and our own

buffer we nevesuffered®®

Overall, the Diabetic Association in collaboration with the Ministry of Health and
diabetic departments throughout the country ensured PWD were aware of the extra
precautions necessitated by wartime conditions. From carrying a supply obsugar
sweets and advice on how to balance meals and insulin injections for night workers,
to what to do in the event of illness, advice on syringes and how to navigate factory
canteen facilities while following a diabetic diet, the Association ensured thagdu

the war there was sufficient advice on how to manage diabetebaitenging

circumstances. However, despite providing additional allowances and advice

256\, Elliot, Interview.
7M. Williamson, Interview, 21 May 2004, British Library C1239/07.
258 i

Ibid.
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tailored to the wartime context, the war provoked changes todaserputines and

lifestyles tha meant managing diabetes, in particular calculating and adhering to
diets could be difficult and at times impractical. Consequently, it would be a
generalisation to assume all fared as well as those in the testimonies above.
Following advice was challentg, and even if the advice was available, prescribed

di et pl ans, while intended to make the
socially and economically challenging but also impractical as everyday life and
normal routines were liable to disrumti. As oral testimonies attetite demands of

everyday lifeotenhad more i nfluence over daily p
appeals to patients to continue to control their diet without any flexibifity.
Calculating diabetic meals and nutritionalake against special rations and those for

the rest of the household was tht@nsuming and took a great deal of thought and
planning that in busy households simply Wbwot have been possible. One
interviewee recalled how, as the war intensified, himbo b e @ eefuge fodall

sorts oléawvpiemnpl| kidbs weary mother *fwheddo he
the interviewee finally left home and moved to medical scHumiceased weighing

food altogetherseeing the practice as impractical. The witawee furtherecalled a
strict regimen bei nggvenhapshogl tines varéed, dnd r i n g
given the fact too, I think, that my mother used to have great difficulty over coping

with al |l t he as s* Thismestimbny itlulrates that whilenfall@wing

a diabetic diet was still advised, antlile some fared better during wartime, wartime
circumstances could also prove challenging for some households, provoking

individual decisioamaking based on what worked best for the irdiral or the

#9Moore, Food as Medicingp. 160.
20 Rev. Francis Adrews, Interview, 27 May 2004, British Library C1239/08.
21 pid.
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family. While this chapter has focused chiefly on the role of elite actors, such as the
Diabetic Association, individuals such as Lawrence, and the role of government via
wartime policy makers and nutritionists, a closer look at how ragompacted

PWD in wartime also indicates patient agency in negotiating dietary advice during

this period. Thereforeit would be erroneouto assume professional organisations

and policy elites alone shaped diabetic management in the 1930s and®1946s.

historian Nancy Tomes describes, this period in the history of medicine is one
marked by contradictory trend©n the one hand, scientific knowledge and expertise
became concentrated in a O0dense networKk
schools, hospitalg over nment agencies and corpor at e
of international patient associations. Howeveespite holding this power and
becoming the orthodox view in diabetes care, individuals could and did exert their

own agency and decisianakig when it came to managing their diabetes,
particularly in the case of dieduring wartime and rationingAs heard in the
testimony above, unpredictable circumstances and changes to work, home life and
lifestyle, meant that it was impossible for everyoaddilow their diet plan to the

letter and therefore, PWD expressed agency by negotiating wartime advice in order

to manage their condition within the confinef war. Consequently, while
nutritional guidelines continued to recommend dietary regulationtla® weighing

of carbohydrates, in the context of war and rationmdlexible approach to diet

proved more feasible than rigid eating schedules.

®?For further assessmennd omedihe®alprioibdteonrsi @d @ft otph e
century see N. Tomes, O6Medicine and9fLhér,sumer Cult
Journal of America History88:2 (2001), pp. 51847.
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In the United States, it was flexibility and a revision of the diabetic diet that won out
over the provisio of special rations as the means to protecting those with diabetes
during wartime. In Britain special rations had been deemed necessary not only for
ensuring the maintenance of the diabetic diet, but to maintain morale. In the U.S
however, rather than ¢h addition of special allowances, wartime diabetes
managemennstead resulted ia revison of dietary principlesOn the one hand this

was due to the availability of insulin, which since its isolation and commercial
availability had led to the assumptithat one could no longer die from diabetes, but
rather with it?®® Yet, wartime medical literatursuggestghat the decision not to
issue special rations was also about promoting the value of the diabetic as a
productive and able citizen. While this walso the case in Britain, in the U.S there
was an idea among physicians that the provision of special allowances would
stigmatise diabetes and would only serve to lower morale. This conviction stemmed
from the desire to move awayom the preinsulin assmption of people with
diabetes as invalids and had forged the idea that special dietary provisions would
work against the social position of PWD as useful to the war effort. In an article
discussing food rationing and diabetes in 1943, Mary Tangne\etiadupervisor of

Hartford Hospital in Connecticut explained:

When one stops to realise that a viedhted diabetic is without
symptoms, that he cannot die of diabetes but merely withthen

one must accept him as a useful member of society. Uné&ietiyn

the preinsulin period still casts its shadow on him, and too
frequently the employer turns him aside in favour of the nondiabetic.
This present war affords a golden opportunity for the diabetic to
assert himself, for he is working side by sidelmgther men in the
defence plants of the nation in those positions which are not
delegated to the physically inadequate. He is thus given a chance to

M. E. Tangney, O6Food ThaAmencanidurngl ofdNorsing43m¢194B)i abet i ¢
p. 329.
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prove that his mental and physical acumen are not secondary to those
of other men. Because of the valleaplace which the diabetic holds

in the war effort, his diet must be given complete consideration that
he may continue this work in the face of certain food shortZges.

Thus in the context of war, revisions to the diet of the diabetic were not onlyt abou
nutrition, buta b o u t seizing a O6golden opportunit
diabetes by asserting PWD as capable and bkuztizens. While in Britairthis

dilemma was solved with the provision of special rations, in the U.i®yvision of

the diabetic diet, namely an increase in carbohydrate and a necessary adjustment of
insulin, was recommended instead for fear that special rations would suggest an
inability of PWD to contribute to the war effort and thus further stigmatize

indi vi dual s. The rationale for this as Ta
physiologic basisbo. I n contrast to Bri-t
were implanted, in part, to boost morale, the disapproval of special arrangements in

the US was on the basis that it would lower morale:

Reasoning it out, disapproval seems to be based on the fact that any

type of special arrangements, whether they are with the Rationing

Board or with the members of onebs f ami
of the individual, the human equation must be considered. The

diabetics themselves heartily disapprove of it. There would be

definite stigma attached to government rations which would add to

the difficulty in obtaining employment where physical examinations

are required. Most diabetics feel that this stigma of inadequacy in

their own homes is not conducive to the normalcy we are

stressing®®

In the U.S. then, the solution to managing diabetic diets in wartime was to revise

diets by prescribig more carbohydrt e and ma k i mfginsufinbtet t e r

% bid.
2% bid.
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compensaté®® While carewas aken to stress tahdfesodswa s
high in sugar were still to be avoided, this approach marks the beginning of
managing diabetes in the contemporary sense, by atlomiore carbohydrate into

the diet and a liberal approach which placed greater reliance on insulin to balance

blood glucose.

Revising diet on the basis of asserting the value and productive potential of PWD
was striking in Briain around this time as well.As health became a national
concern, the Association continued to uphold the social position and psychological
wellbeing of tle diabetic as a key priorityEvident in wartime pamphlets is a clear
tension between efforts to portray PWD as being ablev® d normal life and
contribute fully to social life, and an acknowledgement of the importance of
controlling diet, for fear of being tolberal and risking secondary complications in
later life. This emphasis on normalcy is particularly striking in @eseof broadcasts

by the Diabetic Association aired in 1949, in which the presenter, a doctor and
member of the Diabetic Association, aimed to assure listeners, and those being
interviewed, that diabetes was not an excuse to shirk civic responsibiling T
broadcast, titledn Your Best Formbeganby informing listeners abouturrent

incidence rates and other rudimentary information on diabetes in Britain:

The exact number of diabetics in this country is not known but it is

said to be between 150,000 add 0, 000 . Letds say 150,

number is rising, mainly because with modern treatment diabetics
live much longer. Intelligent ones who are well treated can indeed
expect to live as long as other people, and they can now insure their
Il i vesél t evaryonectieerdactor, the people in the diabetic

clinic, the dietician and so on, who have to teach him, and go on

%1t was decided that the masffective plan was to prescribe patients wittiet containing 200 to
300 grams of carbohydrate with adequate insulin to manage glucose BgeM. E. Tangney,
&ood Rati oni ngThe AndericarhJeurn@l bf &llrsng3:4¢1843), p. 329.
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teaching him, how to manage things. It involves his famitpse
attitude can help to make him an invalid or a defiant rebel on the one
handor a healthy person on the ot/3&t.

In the discussion, interviews carried out between the doctor, PWD and dieticians
inform listeners what daily life is like for people with diabetes and challenge
common assumptions about living with the disease. Thessigm is cloaked in an
overriding agenda to normalise diabetes and the capacity of individuals with diabetes
to contibute to the war effort This can be heard on a number of occasions when the
interviewer emphasises that, despite the war and living avithronic condition, the
nutritional needs of people living with diabetes had continued to be met, and having
diabetes had not prevented interviewees from working and managing their condition.
In one of the broadcasts, interviewees Mrs Lewis and Mrs @attsaasked by the
doctor if they had ever suffered any complaints throughout their diabetes. Mrs Lewis
describes only having been to the hospital once or twice her whgléliwhich the

doctor exclaims

Well that makes diabetes almost sound likecgpeefor good health!
By the way, Mrs Gotts and Mrs Lewis are living alone nowadays,
doing all their own work; giving themselves their own insulin and
managing very nicel§?®

While these broadcasts were cadriout with PWDand their family members, and
appealed to a similar cohort of listeners, the language used particularly around diet
and productivity suggests the talks were also targeted at the general public and aimed
to appease concerns that people with conditions like diabetes were unable to
contribie towards postvar reconstruction. A clear emphasis is made to ensure

listeners and interviewees alike understand that living with diabetes should be no

%61 n Your ABeSsetr iFeosr m:f Broadcasts for Diabetics an
Diabetic Assoation, 1949), Wellcome LibraryVK850 1949
268 H

Ibid.
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different to the rest of the population, this can be heard especially in relation to food
and eatingvhen the interviewer encourages interviewees to eat as would the rest of

the population:

Doctor: | think that shows you that this
anyone at home, if he will take some trouble to learn the tricks of

dieting. David is a severe abetic who takes about 140 units of

insulin a day. He goes to work, he goes to evening classes, he sat for

a chemistry examination | ast ni ght,

an

party often if therebds ohadigoi ng. But

the last twoyears hagilled out into a big, weklbuilt young man.

Doctor: The second misconception is about the kinds of food that

di abetics can eat. Therebds a gener al
or other foods because i tkindsofbad f or t
food that di abetics canoét eat . 't 6s
knowing the value of foods in terms of carbohydrates, proteins and

fat. What really matters is that the diabetic should eat at the same

time, or very nearly the same time amount of food each d&§?

Doctor: | wish everybody, who has or is going to have anything to
do with diabetes, could have heard those four patients. Notice they
were all doing a regular full dayos
Notice that they had no motane off for sickness than plenty of
other people do, and a good deal less than some. Perhaps you are
yourself a diabetic, or perhaps you have a diabetic in your family, or
amongst your relations. In any case, | hope you took in what you
just heard, andspecially the last few remarks. We asked these four
people to come along for one main reason and that is to show you
that properly treated diabetics should feel quite well and do almost
all the things that the rest of us t8.

DoctorrWe 6 ve triyau sthloavi nilgi vi ng on a di
it sounds, t hat the business of di
home, and that having a diabetic in
catering too much. All that depends of course on how much the

diabetic or hismother or his wife knows about the diet, and how to

vary it. This means hard wor k, but
diabetic can be a free man as far as dieting goes, and he can have

that freedom without unnecessary rigk.

29 pid.
2% bid.
2 bid.
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By 1949, as the Ministry of H&h and the Diabetic Association sought to dispel the
long-held myth of the diabetic as an invalid, a clear shift in the rhetoric around
diabetes transpired which resulted in a relaxation of dietary principles in order to
reassure the population that iretimidst of postvar reconstruction, people with
diabetes were as capable at performing their civic duty as the rest of society.
Accordingly, by 1949, the Diabetic Association now claimed, as evident above, that
no food need be avoided so longgasintitywas considered. Evidently, the narrative
had now shifted towards following a diet and lifestyle more in line with the rest of
the popul ati on, suggesting that i f foll
work could be avoided. Thus by the end of tharwthe rationales provided for
relaxing previous dietary ideals now included social and political rationales, such as
conforming to the wartime ideal of the valuable and productive citizen, as well as
factors such as the economic challenges of the deabeti, palatability and mental

wellbeing.

When viewed in its historical context, alongside an understanding of the
establishment of the Diabetic Association, why it was founded, its original
objectives, and the ideas of its founders, these broadcastdeuseful evidence of

the evolution of dietary advice in this period, and the rationales provided for change.
What this particular source suggests then is that the rationales provided for
liberalising dietary regimens over the course of the 1930s atlatsMent beyond the
availability of insulin and was instead about the social, psychological and political
benefits that a more relaxed approach to diet could yield as well. Thus, in the
context of the 1930s and 1940s, reforming dietary guidelines wad&neot only

for the profession, freeing up space in overcrowded hospitals and for patient
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wellbeing by allowing greater flexibility, but in times of war, dist revisions,
providing a muceeded boost of morale and greater sociability at a time where
those considered to be inefficient or unproductive were seen as shirking their civic
responsibilities, aided the state as well.  Within the context of-vpast
reconstruction, which required the involvement of all citizens, a relaxed diet became
indicatve of O6nor mal 6, efficient citizenship
achieving the longstanding objective of the founders of Diabetic Association to

improve the social position of people with diabetes.

Conclusion

By the 1930s the landscape ¢fetmedical profession was changing rapidly. In
British diabetes care, and specifically, overcrowded and insanitary hospitals, had
prompted the creation of diabetic outpatient clinics and new authorities such as
patient associations took responsibility fitre production of guidelines, shaped
orthodoxies in treatment, and oversaw the dissemination of advice. Thterchas
examined twonotableevents which shaped the dietary aspect of diabetes care and
the rationales provided for revising the diabetiet over the course of theittes

and forties in Britain. | have argued that the establishment of the Diabetic
Association in 1934 and the outbreak of the Second World War are two major events
that have been overlooked in the existing historiograghgxglanations as to why
approaches to diet became more liberal in this period. In the existing literature, the
chief explanation for the gradual increase in carbohydrates and relaxing of the

diabetic diet is one which commonly views the discovery of limsas having
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allowed doctors to relieve their patients of the more stringent diets utilised at the
beginning of the century. While insulin allowed management of diabetes to move
beyond some of the more draconian, starvation diets, it does not whollynaéop

the changes made to diet therapyiniy 1930s and 1940s. As bd@ihapter two and

three have ascertained, physicians did not simply neglect the role of diet merely
because insulin was now at their disposal, rather insulin enhanced its importance in
treating disease. As an alternative to this narrative, this chapter has demonstrated
that a number of previously overlooked factors shaped the rationales for treating
diabetes with diet in this period which transcend insulin and the medical
management ofdisease. In the context of interwar health movements and
subsequently the Second World War, where health was equated with good
citizenship, rationales for liberalising the diabetic diedre linked to ideas about
socialand productive capacity and werged as a means to asstssvalue of PWD

at a time when cia responsibility was cardinal Allowing greater freedom and
variety in diet thus became beneficial not only to the individual and their physician,
but in the context of fearsver national effi,ency, healthier energetic citizens
benefited the state as well. The establishment of the Diabetic Association, the first
patient association for diabetes in Britain, in 1934, was founded with these social and
political considerations in mind. As thiapter makes clear, the establishment of
the Diabetic Association and its founders played a key role in shaping guidelines and
treat ment in this period. The Associ ati
wartime was rooted in its foundéigeals of mproving the social image of diabetes
and ridding society of the loAgeld stigma associated with the condition. In

collaboration with the Ministry of Health, the Diabetic Association initiated the
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provision of extra rations as well as special precaution®WD in order to ensure
health and vigour despite nationwide restrictions. Ultimately, asvparssources
suggest,wartime conditions necessitated nutritional policies which would ensure
good health, but such policies and advigere influenced by mah more than
nutritional sciencand were invariably affected by political concerns suahasisnal
efficiency as well. This was particularly true in the case of diabetic guidelines in the
United States, where revisions to the diabetic diet, namely rlhecase of
carbohydrate, was favoured over the provision of special rations, for fear that special
allowances would further stigmatise PWD among concerns around wartime

productivity.

In the period examined here, diabetes specialists, the establishmanpaifent
association that would champion the rights of patients, as well as the outbreak of a
world war, all impacted upon the direction of diabetes care and the nature of advice
given to patients in these years. Despite divergent incentives, thedepdewets

added to existing rationales that sought to liberalise the diabetic diet. In any given
era, there are meanings attached to state endorsed health advice. Inidthe pe
examined here, where foddndcarbohydrates in particulaheld adistinct cultural

and political resonance, and having a diagnosis of a disease like diabetes was equated
with inefficiency and disability, dietary ideals were relaxed in order to facilitate
patient productivity and social integration in order to remove the stigmdedtdo
diabetes at a time when tensions were mounting over national efficiency.
Accordingly, literature, broadcasts and guidelines on diabetes reiterated the normalcy
of diabetes, encouraging a more relaxed approach to management and visible

assimilation such as eating out, not only for the psychological benefit of the
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individual butalsoto reform the public image of PWD &eing just asble bodied

and as hardworking as the rest of the population.

By the end of the war a clear tension had arisen haweateveen a narrative which
stressed to patients and their families
far as diet was concerned, and emerging evidence which suggested diet was still the
most important aspect in diabetes, not only in manageim@nin preventing the
disease altogethé* Despi te the Associationés rheto
begin to eat more freely than prior to therywaartime food restrictioneeiterated the
importance of diet in diabetes and shed light on the itapoe of good nutrition in
preventing both secondary complications and the disease itself. New evidence
published in the 1950s appeared to suggest that rationing, which remained in place
until 1954, had to some extent prevented overindulgence and actedasier

against overweight and dietlated disease. In the immediate years following the

war research statistics demonstrated that the only two periods in history where
incidence and mortality from diabetes had fallen was during wartime, indicaéihg th
food restrictions may have worked as a means of prevention, thereby halting rates of
dietrelated disease. The profession was thus conflicted between allowing patients a
more satisfying diet and more fulfilling life with diabetes by eating what tlkey i

and evidence which pointed towards an unrestricted diet cotitigo to later
complications. The following chaptey explorethe fate of these discussions as
attention was pulled toward pharmaceutical development and the allure of the first

oral hypodycaemic drugs.

A Fletcher and J. W. Graham, 6Complications of
Cause and TheGnadiantMedical Association Journdl,:6 (1939), pp. 5660.
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Chapter Four:

The Development of Oral Hypoglycaemic Drugs and the
University Group Diabetes Program

ONhile it takes a long time to elicit a careful clinical history, to perform a thorough
physical examination and to give wise advicenly takes a moment to write a
prescription, and this doespleas and of t en $&%HDunlapfl969)t he pa't

Figure 1.1:Anti-diabetic drug advertisememtmerican Medical New&l970). [Courtesy of
the Rockefeller Archive Centre].

23D. Dunlop, Draft article on the ovgrescription 6drugs, Dunlop Papers, Lothian Health Archive,
GD4/95.
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Gerald Grob decribed the period which immediately followed the Second World
War as one of i rresistible progresso,
curing all that ailed u§’* Fuelled in party the expansion of the pharmaceutical
industry andhe intensificdon of drug development durintpe Second World War,

the early 1950s marked a pivotal moment where it appeared science has conquered
infectious disease and demand fotlier new treatments lingeredlvhile this period

is often associated with the devetegnt of novel treatments which provided more
efficient means of treating disease, it was also a time of great interest in the root
cause of chronic diseases, and how best to prevent them. Following the publication
in 1940 ofThe Unseen Plague: Chronic<&iaséby American physician Ernst Boas,
chronic disease began to be considered as an urgent public health problem,
positioning it as a major health policy issue in the aftermath of the Second World
War?”® As Weisz describes, following the National Heaihrvey on Chronic
Diseasein 1935, chronic disease catapulted onto the national American political
stage, prompting a surge of literature, conferences, committees and commissions all
dedicated to the subje®® Among this momentum, Weisz maintains, was a
consensus that the incidence of chronic disease was not only unacceptable, but

preventable.

In November 1946, representatives of the medical care committees of the American
Public Welfare Association (APWA), American Hospital Association (AHA) and

APHA, ard later, the American Medical Association (AMA), met to discuss the

27|, Edwards/n the Kingdom of the SitlA Social History of Chronic Disease in Ameridéew
York: Bloomsbury USA, 2014)p. 28.

275G, Weisz Chronic Disease in the Twentieth Centysy99.

% bid, p.7.
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pressing issue of the pesar escalation of chronic disea€é. The result of this

meeting was the formation of the Joint Committee on Chronic Iffffeasd an
accompanying policy statemed@ Pl anni ng f or the Chroni cze
statene n t of whi ¢ h basic &pproaehdto dchrienalisease muest bé

pr ev e n’t® arhei Joirt ®mmittee eventually led to the formation of a larger

group, The Commission on Chronic lllness (CQiut of which came a range of
pioneering studies on prevention such as
smoking and lung cancé® Following a meeting in 1951, the Commission put
together a report which outlined the relatively new distinction eéetaprimary and
secondary prevention as well as twetwy public health recommendatioffd.

Primary prevention, the report held, aimed to avoid disease outright mainly through
initiatives which focused on individual action and healthy living and targeted
lifestyle factors such as nutrition, mental hygiene, exercise antfrestcording to

Edwards, as part of these plans, the CCl aimed to dieped oci et y6s bel i
chronic illness was a hopeless scenario by presenting chronic disease as a social
issue not just a physical or semantic offé.Yet as Weisz notes, little was said about

how primary prevemton woul d act ua hod waslmade tcdriale v e d:
factors like industrial hazards and healthy workplaces, proper housing and personal

security, ad incomemaintenance after retiremerBut mechanisms fasuch polices

27|, Edwards)n the Kingdom of the Siclk Social History of Chronic lliness in Amerig@ew

York: Bloomsbury, 2013), p. 32.

"8 This extended to mental illness as well. In 1955 Congress established the Joint Commission on
Mental Health and lliness drfrom then on this issue was dealt with separately.

296 Priniag for the Chronically IlIA joint policy statement of recommendations by the AMA,

APHA and APWAG, 366, Seel WelsZhronic Pipease ih thés Teventieth Century

p.102.
“OM.L. Levin et al, 6Cancer and T4AMAG4SE(1BMoki ng:
pp.336:338.

“81\Weisz,Chronic Disease in the Twentieth Centypy 110.

282 pid.

83| . Edwards/n the Kingdom of the Sick. 32.
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wer e not .Y iTe Consmissioh ddentified that for some conditions, i.e.
alcoholism, arteriosclerosis and degenerative joint disease, there were no certain
methods of primary mgvention and thus focused instead on conditions that were
easier to target such as dental carries, blindness and c#Rc€@micial to
understanding the evolution of diabetes management in thewvposperiod,the

CCl 6s f i weahing heavy onrbtolgical understandings of chronic disease,

paid mere lip service to the environmentactbrs known to cause disease.
Accordingly, in the U.S., and later in Britain, the type of prevention efforts which
were advocated were those which could emanate fromthe t or 0 serthdnf i c e

through social change.

The following section of the thesis explores three key historical developments in
diabetes management which together aim to shed light on the fate of theapost
interest in prevention outlined above. rdagh the examination of wider
developments, such as the discovery of oral hypoglycaemic drugs (explored here),
developments in epidemiology such as the use of mass screening of asymptomatic
populations (chapter five), and the wider debates occurringeirighld of nutrition
(chapter six), the following chapters ultimately seek to demonstrate the three core
developments whickhifted attention from thprimary prevention of illnessowards

the longterm management of diabetes atsdcomplications.| argue here that these
developments are crucial to understanding the contemporary management of

diabetes, in particular the marginalisation of diet and hegemony of oral

?84\Weisz,Chronic Disease in the TwentiieCenturypp. 1156.
285 i
Ibid.
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hypoglycaemic drugs that is evident in diabetes care t6daphe following chapter
exploresthe first of these developments, the emergence of the first oraliabétic
drugsand their role irfacilitating a focus on secondary prevention ahdping how
diabetes was treated and understo®&emarkably despite becoming the principal
form of therapy in the modern treatment of diabetes and consistently ranking among
the top ten prescribed drugs globally, little has been published on the loktoal
hypoglycaemic drugs over the last dec&te Where historians havestudied their
development, ty have focused oneither the way dugs are regulatedthe
relationship between the science and the businessealth, or have provided
uncritical accounts of antiabetic drugs as a progressidevelopment in modern

treatment®®

In order to fill this @p in the literature and ascertain the role of the new oral drugs
which became availabia the 1950s and 1960s, this chapter explores the origins of
the demand for antliabeticagentstheir subsequent developmemtd, cruciallythe
responses of the mied community anddebate whichensued regardintheir use.

By scrutinising the contentions within the medical profession over the use of the new
drugs, this chapterhallenges the notion that the development and mass availability
of oral agents representi neat tale of medicalisationWhile the pharmaceutical
industry was undoubtedly aggressive in its attemptisaime diabetes as a disease

most amenable to pharmaceutical treatment ntlmsolithic narrativetends to offer a

2% Clinical Guidelines for Type 2 Diabetes in Aduliational Institute for Health and Care
Excellence(2021),https://bnf.nice.org.uk/treatmesimmary/type2-diabetes.htmlaccessed 2

December 2020.

#'A. V. Fuentes et al, 6Compr ePhamsyiBase)6a (2018)op 200
p. 43.

8%, Marks, The Progress of Experimer&cience and Therapeutic Reform in the United States,

1900-199Q (New York:Cambridge University Press, 1993) GreenePrescribing by Numbers:

Drugs and the Definition of Disea¢Baltimore:John Hopkins University Press, 200R). Tattersal)

Diabetes: The BiographyOxford: Oxford University Press, 2009)
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simplistic historical intergetation anduggests a consengasmedicalise diabetes by

the entire professionBut rather, as this chapter demonstrates, the use of oral agents
for diabetes, particularly following the controversy of the UGDP trial and subsequent
removal of diabetic mdications from the market, aroused considerable suspicion and
uncertainty, prompting influential sections of the pssfen to not only question the
rationale behind their use, bilteir overallsafety. Drawing on a range of historical
materials relatingo this period held within the Joslin Diabetes Archive in Boston,
the Rockefeller Archive Centre in New York, and special collections held in the
University of Leicester and the Wellcome Library including; clinical archives,
physician correspondence, mished medical studies, industry correspondence,
advertisements and promotional material, this chagiteds new light on how T2D

wastransformed int@ diseasenost amenalel to pharmaceutical management.

Origins and Demand for Oral Anti-Diabetic Drugs

As outlined in the previous chaptemsulin may have prolonged and saved many
lives, but as physicians became more proficient in its administration, they soon
recognized thattiwas neither a cure nor preventative measure againstising r
number of newdiagnoses Paradoxically, in the decade following the introduction of
insulin, adultonset diabetes had risen significantly, constituting 80% of all é&%es.
As an article featured iimemagazine in 1942 reported, the diabetes death rate was
now sixty-eight percent higher than in 1922 when insulin was first discovaned

rise in living standards alongside the mass availability of insulin meant those

289 C. FeudtnerBittersweetp. 36.
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diagnosed with diabetes were now likely to live significantly longer than their
predecessors® However this extension of life came at a price, for with it came a
whole host of new and uncharted complicatittls. Ultimately, these twin
developments fuelled the search for an innovative new treatment: an oral agent that
could control the blood glucose of thmillions of diabetics either resistant to
treatment with insulin owho had struggled to manage their condition with dietary
measures alone In the 1950sthen, a concentrated effort in search of an oral
hypoglycaemiagentbegan in hope of finding a neamd arguably, more convenient
treatment that would allow the medical profession to control a condition fast

becomingendemichroughout much of the world.

In the only existing recording from his life, from a speech given in 1953 on
Australian Radio, RD. Lawrencetook stock ofthis unique moment in diabetes
history. Contemplating both the contemporary context in which he was speaking and

his thoughts on the future he ruminated:

That is the picture of the present position, but what of the future?

Canwe learn the exact cause of this disease? Can we be able to

prevent it? Can we cure it? Al l over
of laboratories intense research is going on in these points. And |

think it is not too much to hope that in the next foreten years so

great will be the new knowledge acquired that if we cannot cure the

di sease we may find a much better treses
helpful, and happier for the diabetic patiéfit.

L a wr e mhoughissunmed up what was a pivotal moment imet history of
diabetesmanagement Within a context of expanding pharmaceutical development,

patientswho had traditionally relied upon the dietary management of their condition,

P9 Medi ci ne: Tim®(@kAugust,rn94d)i e 6,

1A A. Fletcher and J. W. Graham, 6Complications
Cause and CGamadiandladical Aseodiation Journdl:6 (B©39), pp. 56670.

22R. D. Lawrence, Interview.
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became the target of an alternative, pharmaceutical, form of treatment.
Corsequently, by the close of the 1950s, in addition to the existing methods of

treat ment , di et and insulin, the fruits

of new 6wonder drugs?, the oral hypogl yc:

As examined in the preceding chapteadtempts to control diabetes and its
symptoms in the late nineteenth and early twentieth centuries had centred primarily
on nutritional responses to the disease. Howevign, the discovery of insulimnd

the experience of wag gradualliberalization ¢ previous dietaryrestrictionshad

taken placé? Neverthelessjespite a sustained emphasis on the importance of diet
in controllingsymptoms advances in understandings of diabetes and the wider social
and commercial context had stimulated a demandafooral form of treatment.
Initially, demand for oral aniliabetic agents stemmed from some of the social
problems associated with insulin, in particular the stigma which was associated with
injecting. Sources from the early twentieth century suggestith the late 1920s
hypodermic syringes had acquired a social stigmaducing a demand fan oral
altemative that might free patient®m the needl€®® As elucidated in chapter three,
one the founding goals of the British Diabetic Association wagéhwval of the

soci al stigma associated with diBisetes

stigma was particularly striking in the

late as the 1950s, when the first oral hypoglydaainugs appeared on timearket.

Rhetoric around insulin in the media recurrently portrayed people with iasulin

293 i
Ibid.
2%41n both theLancetand theJournal of the American Medical Associati@search into the dietary
management of diabetes actually peaked in the 1930s and 1940s.
295 ~

6Topi ¢ of, Newhkak Tihds,bh9&svémberl957, p.32.
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dependent diabetes as?*°Hnelb57 theNew York Times e t o
for example reported how. érhe development of Orinase, a tablet capable of
lowering blood sugar, has brought freedom from the needle @080 of the

nat i on o s? Giméabyan 1959 Fide magazine reported hothe new oral
agentshad | i berated thousands of &édiabetic
t o t he.*®nletalty lthendit was hoped that an oral form of insulin would

provide an alternative to injections and alleviate the stigma associated with injecting.

The writings of leading diabetologists indicate that demand for oral agents likewise
stemmed from the neddr an effectivejess time consumingieans to control the
blood sugar of patients for whom diet therapy had f&feédwhile the reasons for

this failure could range from a lack of will, socioeconomic position or inadequate
patient education, the notion ah oralform of treatment was undeniably appealing

to physiciansfaced with increasing numbers of diabetic patientghe postwar
years. This was particularly the case for those doctors with little experience of
diabetes but whom were now faced with iaflux of referrals from community
screening and detection programm®s The challenge of patient adherence to diet
prescriptions was likewise significatftt For instancepnesurvey conducteth 1949

in thediabetic clinicof the LeedsGeneral Infirmaryfound thatfor a largenumber of

patients the amount of food actually comsed deviated widely from the diets that

2%6Pi 1 1 s f,dime2D Amildies9, e 220

"6 Topi c of NewhNak Timed9dsvémberl957, p.32.

Bopills f,dime2DAmilies, . &20

R, H. Williams et al ,Annéls®f latdrnal Madicing$li:6a(19%9), ppc Ther ap

11211133.

30 gee chapter five.

w. H. Daughaday, O6Present St autritien ReviewsDi7et ary Tr e
(1959), pp. 28M1.
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had beenprescibed 3%

Moreover, while challenges within the field of diabetes
management fuelled the demand for oral agents, their devatbmaenot be fully
understood whout acknowledging the wider medical and social contextapidly
expanding pharmaceuticakpansion during the war and immediate poat years.
With the discovery of amtbacterials andntimalarials in the 1930s an®40s, a
new optimism and faith in modern medicine reigned in this péffody the mid

1950s, the world market for pharmaceutidadsl increased froi600 milion before

the war to$4000 million3%*

It was within this context of dramatically expanding phaceutical development

that the manufacture of the new, oral atéibetic drugs took place. By the late
1950s, the focus of pharmaceutical development had shifted from antibiotics towards
the market for chronic disease. When Charles Motley, Chief of aflpes for
Pfizer, addressed the$ime et i ng of the American Drug N
on 29 October 1957, he led with a discussion on the future of the drug market, noting
the increasing prevalence of chronic disease as the perfect opportunitytuier
development and expansidhi. The diseases of the middle aged, for which there
were few effective drugs available and which patients would likely have for the rest
of their life, offered up an attractive opportunity for sustainable gréfth.
Accordingly, preventable chronic conditions offered a gap in the market for

pharmaceutical manufacturers, fuelling a search and demand for innovative

WK.M.West, 6Diet Therapy of DAnadseftintemal Medisim79Anal ysi s
(1973), pp. 425134.

%3V, Quirke,6 Fr om Al kaloids to Gene Therapy: ™ A Brief F
Ce n t,iniSyAaderson (edMaking Medicines: A Brief History of Pharmacy aRbdarmaceuticals

(London: Phamaceutical Press, 200%),189.

%9 bid, p. 168.

395 GreenePrescribing by Numberp. 2.

3% bid.
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A

therapeutic agents. While the drugs themselves capturggthb | i c6s | magi |
with tales ofdcteaed cantektehich was epe for tleerarrival of

new pharmaceutical means of treating diseasé¢hersocial,economic and political
factorslikewise drove the demand foran innovative new treatmentAs historian

Vivian Quirke describes, a number faictors including; the influencef two world

wars, the growth of national health systems, the rise in public expectations of health
services and drug safeaydregulation further encouraged pharmaceutical responses

to diseasé®’

In the field of diabeds, experimentation with oral agents can be traced to the
nineteenth century, however many of these, such as the attempts to lower urine and
blood sugar with arsenic, uranium and opium, ultimately proved flffile.
Experimentation with salicylate compounkad begurin 1877 but it was not until
Frank et al synthesised the first diguanide, Synthalin, in 1B26its capacity to
reduceblood sugain certain patients wagcognisd.>*® Thoughthe hypoglycaemic
properties of Synthalin appeared promisinggastrintestinal disturbances and
abnornal liver function were observed. Rendered unsafe, Synthalin was removed
from the market only two years lateldeas of practical oral therapy in diabetes were
set aside and dietary restrictions and insulin treatmeminued to govern diabetes
managementntil 1942 when Marcel J&on and his colleagues ithe Infectious
Disease Clinic at the Medical School of Montpellier first discovered the

hypoglycaemic effects of sulphonamides during experiments in their patienésitrea

397y, Quirke, Fra@m Alkaloids to Gene Therapix Brief History of Drug Discoveryn the Twentieth
Centuryo, iMakifg MedikinedZeBrief Historyof Pharmacy and Pharmaceuticals,
(London:Pharmaceutical Press, 2006

%98 3. W. PresleyA History of Diabetes Mellitus in the United States, 1880Q (PhD Thesis,
University of Texas, 1991), g06.

¥w. J. H. But t dycabmieActidn ofPbemfdrrain:Stugligs in Piabetics after Shert
Ter m T hihe lLanretXy§: 7202 (1961), k63
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with the drugs for typhoid fevél® Janbon discovered that in some patients,
particularly those who were undernourished, the drug produced symptoms and signs
which resembled hypoglycaemial wo year s | ater, Janbonos
Loubatieres disaovered that the hypoglycaemia wamost likely due to the
stimulation of the Bcells of the pancreds: Thereafter numerous oral antidiabetic
therapies from these derivatives followddhwever questions soon began to arise
pertaining to the mode of actiorf the new drugs and debatarrounding their use
slowly began to simmerln particular, physicians questioned which types of patients
would benefit most fronthe new drugs. In addition to uncertainty regarding patient
selection, it was equally unclear ather the drugs should be prescribed alone, as a
replacement for traditional therapies, or, as a combined therapy, allowing patients to
reduce their dosage of insulin or be less stringent with their prescribed diets. Initial
investigation into the mode @iction of the antidiabetic compounds released in the
late 1950s led investigators to believe that the drugs functioned in a similar fashion
to insulin, and thus may allow for either its complete replacement or allow
physicians to reduce the insulin dosaggquirenent in their milder patientsAs an

article intheLancetin 1959 suggested

éthe effectiveness of t he or al hypogl
expressed in terms of their insulin equivalence. Beaser reports in

detail the results in four diabeticdn three of them there was an

additive effect, and in two the previous requirement of insulin was
entirely replacedéSuch results suggest
insulin-treated diabetics could be treated effectively by oral agents

alone®!?

3104, Thisted, S. P. Johnsen, and J. Rungb$u | f ony | WRri es&ks odn Mytolcear di al | n
Metabolism 55 (2006), pp. 14.9.

31 A, Loubatiéresgrhe Hypoglycemic Sulfonamidesiistory and Development of the Problerorfr

1942 t @nndlBobtedNew York Academy of Sciencés (1957), pp. 4.1.

2w. P. U. Jackson, 6 Co mblherlendet274r7@94 (1969),d0. f or Di abe
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However, writng in the Lancetin 1958, Danish researchers noted that although the
effects of the oral agents were in many ways similar to small doses of itiserien
was not, however sufficient evidence that thdrugs provokd an increase in the
production and deliery of insulin from the beta celf8® Furthermore, much of the
existing researcpresentedonflicting results, with some studies suggesting trat
agents such as carbutamide and tolbutamide had sevd=nelgtgedthe pancreatic
alpha cells, those most partant for producing glucagpa hormone imperative for
controlling blood sugar levefs® A year later,research began to indicate that the
drugs should not be seen as a replacement for irestudith, but that they worked best
as acombinedtherapy; theresearchershowever agreed that further research was
still required. In a review of the latest findings publisheth@Lancetin July 1959

the authorgoncluded:

Such results suggest that a higher proportion of indrdated
diabetics could be tread effectively by oral agents alone. But,
reasonable as this method may seem, its value must be assessed
against the success of treatment by insulin. Only-teng studies

can establish the place of combined oral treatriént.

By 1959, questions regardjrefficacy and whether the newly developed drugs would
act as a replacement for insulin remained, but a conseidaeastappeared to be
forming on patient selection, indicating that the sulphonylunesas ofmost value in
the treatment othe elderly, te very mild or praliabetic patientthose patients

traditionally treated with diet alorfe®

33K, Lundbaek K. Ni el sen, and O. L. Rafaelsen, 6Mode of
The Lancet271: 7029 (1958), p. 1036

314 | pid.

¥wWw. P. U. Jackson, 6Combined Treatment for Diabe:

36 0r al Hypogl ythalaméta74: 7412 ¢1859)s@H129
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The following section accounts for the historical development, use and controversy
surrounding the first antiabetic drugsreleased in the postar period. In

particular, it navigategshe debate which erupted over one particular oral agent,
tolbutamide (Orinase), which ultimately led to one of the most controversial medical

trials in history, the University Group Diabetes Program (UGDP). Examining the
dialogue vhich played out both during and aftde trial, this section demonstrates

how an overarching focus on the divisive issue of the new oral agents led to
significantly less time and attentoon t he patientds nutrit

beginning of the end fatiet therapy.

Tolbutamide (Orinase)

One of the first drugs to emerge out of the pwat era of pharmaceutical
experimentation with oral hypoglycaemic agents was tolbutamide. Tolbutamide
originated in the German laboratories of Hoechst, originally atackin Germany as
Rastinon,and belonged to the group of oral agents classified as sulphonylureas
which appeared to work by stimulating a release of insulin from still functioning B
cells of the pances, thus helping to regulate blood sugar in those wiild
diabetes With the postwar demand for medications targeting chronic disease,
American pharmaceutical companies eagerly sought licengiregments for new
therapeutics. It was in the midst of these negotiations in 1950 that Michigan firm
Upjohn Canpany secured the cresensing agreement for tolbutamitfé. Keento

get tolbutamide on the market, between 1955 and 1957 Upjohn tested Orinase in a

317 GreenePrescribing by Numberp. 90.
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two year trial, distributing twelve million tablets through an established network
betweenthe Joslin@ii ¢ i n Boston and New *¥aftekds Mo
trialling tolbutamide in around five thousand patients, Upjohn found the drug was

most effective in newly diagnosed, overweight patients, the same patients
traditionally most receptive to contraiy their diabetes through diet. Upjohn
announced these findings at the first major conference on the drugs held in February
1957 titled 0The Ef fects of t he Sul ph
Experimental ani® Tad conferenca Wasdirsanmjertmeeirdy .

on the new drugs in America and physicians discussed what was hithedmost

significant advance in diabetes therapy nce t he di s*olvvas y of
believed that the advent of the sulphonylureas would open the way to a
comprehensiveinderstanding of diabetes aetiology but as this chapter and chapter

five on screening collectively demonstrasdtentionquickly became limited tohe
biologicalaspects Some of the highlights of the conference included showcasing of
repats which demonstrated a-5%% success rate of Orinase in controlling diabetes

and a broad agreement that Orinase was |

in a major grfbup of diabeticsbo.

% bid.

9R. L evi n ects ofthd Supholyfurbas andl&ed Compounds in Experimental and
Cl i ni cal NelyiYakhAeademy @f Sciencés (1957), p. 291.

9Clinical wuse ofghQOriighatsse Mene tDi nagPhadicersSamsip hony |l ur e
Service Inc.27 February 1957, Joslin Archive.
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Figure 42: Bottle of Orinase antliabetictablets, Upjohn Company (1957). [Courtesy of the Upjohn
Archive at www.upjohn.net].

In Prescribing byNumbers, historian Jeremy Greene provides a provocative analysis
of the role of Orinase irexpandingthe pharmaceutical treatment dfabetes
particulaly in aiding programmes fopharmaceutical prevention.Greenedetails
some of the early marketing challenges in promoting Orinase, particularly how
pharmaceutical firm Upjohn Company initially struggled to convince both patients
and physicians of its useUpjohn was autiousin the early days of marketing

Orinase, ensuring promotional material emphasised that, similar to insulin, Orinase
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was not a cure, but rather a means of controlling symptoms. In much the same way

as following a diabetic diet, Orinaggovided an effective means of managing the
condition and its symptomssuch as elevated blood glucose, as oppdse
eradicating it ent i r ermagerial frondh the 19503 rmtech 6 s p
Orhough a true cure for diabetes is yet to be founcha3g is an important milestone

i a tremendous advance in tmeanagemenp f t h e .34 iAs the mand
competitor to Orinase was dietary regulation and insulin, early promotional materials
further emphasised Orinaseo6s icatonsvoeeni enc e
the unappealing sight of the neetfl2.To this end, promotional material played into

the idea that following a diabetic diet was cumbersome and prevented PWD from
living a normal life. As a promotional pamphlet published by Upjohn in 1963

explained:

Now, more than ever before, medical science is making momentous
progress in the control of chronic (lotgrm) diseases. Of all
chronic diseases, diabetes today holds forth the brightest prospect for
a happy future. To a great degree, the ulint@urse of this disease

lies in ones own hands, as its management depends on the
individuals observation of the cardinal rules of control. No one can
do this for you, your physician can advise but you alone must carry
out his instructions. Following ése will have its own reward in
health, happiness and longevity. For all practical purposes, diabetics
can now do the same things as {ubabetics. They perform the
same work, play the same games, and eat the same food at the same
pl acesé. Or irovedsthe comteolsof thheimgisease and has
made possible an even more normal life, free from the inconvenience
of daily insulin injectiong?*

25 Good News for DiabeSoiucgshit Q¥railnUpehet NdwSUhaekarslt oi ncgo |
1957, p.161.

323 GreenePrescribing by Numberg. 93.

6 You and Upjoha Gompaeysl 83, JoslinDiabetes Centre Archive.
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The media dutifully aided Upjohn in the promotion of oral hypoglycaemic drugs in

terms of their conveniend&> Mirroring the title of an article itJpjohn Newsn

1957, theSaturday Evening Poste port ed o6 Good News for Di
which announcedhte ar r i v al o f may frae ¢hausapds bfldiabeticss ¢ h ¢
from theirl i f el ong s | a Vv’ riythetadicletappearese\ertytihee 6

yearold Siegfried Fleischer, a diabetic of fiffiwe years, being offered the choice of

a hypodermic syringe or glass bottle of pifl5. Despi t e knowing tha
effectiveness was limited to use in mild, aeiset diabetes, he company ds de
to promote Orinasen the basis ofts convenienceand appeal over injections

ultimately suggested to readers, rather negligently, that Orinase was an ideal

replacement for insuliff®

oPills May TakNewRorkaTane26d-€bruaryni®s6] i n 6 ,

M. Silver man, 6 Go oSdturdhg Evening Roslanuiy 497% t i c s 0,

327 GreenePrescribirg by Numbersp. 95.

8. Schmeck, OWi der Us d&ewYbrk BmeR2 Junénap4 see also S.Di abet e
Szanto, O0Combined Trial of Acetohghdoarmilade and Two
Medical Scienc89:1(1964), p. 3
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GOOD NEWS FOR DIABETICS

Now, a new pill may free thousands of diabetics from their

lifelong slavery to the hyvpodermic needle

By Milton Silvermar

Figure 43: 6 Good Ne wdheSaurdayEveniry €dsiarmuaryp1957. [Courtesy the
Saturday Evening Pdst

While both Upjohn and the media confidently promoted Orinase as a new wonder
drug, archival evidence suggests that sections of dukaal profession were hesitant
and continued to uphold the importance of distthe principle treatmem mild

diabetes | n an edi t or i[Habetesjaurnak ih @957A Phidélghia
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physician Garfield Duncan warned that the new oral preparatvens a matter of

A

6convenience onlydéd and offered no known

over insulin therapy” Mor eover, Duncan recommended
toward the older patient, warning the profession that the availability of oratsage

did not decreasthe need for attention to diet:

Approximately 80 per cent of adult diabetics are overweight when
they seek treatment. Two thirds, at least, of this large group are
candidates for oral therapy and spectacular control of the glycosuria
and hyperglycaemia with tolbutamide may be expected. But, it is
well to sensitize these patients to the fact that no oral therapy is a
suitable substitute for an appropriate reduction in weight; that
tolbutamide does not increase appetite, hence suppiemetl the
benefits of a reducing regimen for the overweight patient; and that
the need for drug therapy decreases and may disappear as the weight
approaches the ideal. Knowingly to accept the advantages of
tolbutamide and to ignore those of a tempoyaeiduced diet may be
likened to the behaviour of children who accept privileges but shun
responsibilities>°

At the launch of Orinase in 1957, Henry Ricketts, former president of the ADA,
suggested that many physicians felt a deep ambivalence towards\ihelrug,
warning family doctors to think twice before switching their insulin patients to
Orinase simpt f or c onveni esomeedjabetito may paor thih a t
conveni enc® Inl Raesceibing loynNiimbershistorian Jeremy Greene
describes ho Upjohn began to recognise that an excessive focus on convenience

was hindering its efforts to promotei@ase as a legitimate therapyorGequently in

1959 the company began to modify its promotional materials to convey a message of

G. Duntamn, pawWi ents should be told &inbete$6:6t he o
(1957), p. 534.

330 pid.

16 Ca u tNeveswegklune 10 1957, p. 66 in J. Gre®nescribing by Numberpp. 9495.
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safety as well as cwenience€® However, an examination of marketing materials
illustrates that Upjohn never discarded entirely the connection between Orinase and
ease. Rather, Upjohn continued to produce a range of marketing merchandise that
their salesmen could distribute doctors which subtly reiterated their prodact
time-saving potential. One such product included a metal paperweight in the shape
ofasmdi al inscribwdewit hds hei wer tineerfobor al |

Orinase (t(hgurbLX ami de) O

Figure 4.4 Upjohn Metal Sundial Advertising Paperweigdpjohn Company{image
source: Pinteres}.
Examini ng how Odabaticagents werermarketetl araumdtthe same
time demonstrates the Iinhluenaé¢ -savpgdp 0shi

potential and expediency. While Upjohn were cautious about-useerof the

332 3. GreenPrescribing by Numberpp. 9495.
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rhetoric of convenience, other new drugs on the market continuednphasise
expediency to promotieir own products. A pertinent example of thia & seen

i n 1958 vsimbinesk énterecthednarkes dentral claim wathat it was

evenmore convenient than Orinase because it was taken in a singke (agure

4.4 3% |n the 1970s, adverts for Diabinese would eventually move away frem thi
focus on convenience, targeting the indi
instead. One particuladvert for Diabinese (Figure 4.featured the image of an

over wei ght man | ooking down at his ston
accompaied by the te tObease. A therapeutic failure on diet alone. Help him walk

the straight and narrow witieta n d D i aimplymgetisaed@abetics were failing

to manage their condition through dietifg.

A therapeutic t alone. Help him walk the straight and

Transgressor

ial
pmpamide dv ministrat ulin production over basal
ulin-induced v

n the boon of once-a-day low cost
egulation. Give him Diabinese.
has up-to-date

bhae, T sconed tablets.
e oo, ST e

Diabinese
(chlorpropamide)
g

LABORATORIES DIVISION
New York.N.Y 10017

-

Figure 4.5 Diabinese advertisememfizer, (1970). [Courtesy of: Joslin Diabetes Centre].

B3 Djabiness e 6 Control When i tRfiizer (&4, ReckefelleraAdchive Canters e me n't |
%3 Diabinese advertisemerRfizer,(1970), JoslirDiabetes Center Archive.
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smooth, sustained blood sugar
control on once-a-day dosage

DIABINESE

brand of chlorpropamide

tablets—250 mg.,

in scored, white jﬁg most eﬁctlve Oral
wome. antidiabetic @z ,,

Professional inform

Figure 4.6 Diabinese advertisementl958) [Courtesy of the Joslin Diabet&entre,

Boston.].
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Upjohnés marketing efforts around the 1!
summer of 1955 when Bmeyland first opened its doors to the public, one of the first

sights park visitors were met with was the Upjohn Pharmacy. Designed to resemble

a late nineteenth century apothecary, the Upjohn Pharmacy consisted of the main
apothecary shop staffed by tywbarmacists, and an exhibition space which presented

a tale of the drug industry then and now, showcasing the role of Upjohn and their
latest productd®® As part of the companyods attemy
visitors would leave with a promotionaldar and a sampl e bottl e o
vitamins**® Despite all of these promotional attempts however, by thel@§6s,
tentativenessconcerning the use of the new oral agents remained.e T ADAG s

Garfield Duncan warned how the patient should be madeeaw

éthat we are travelling an uncharted c¢
than ever until the potentials, good or bad, of these drugs, as they

affect the great variety of patients, under a great variety of
circumstances, are f amiouraberbutt o uséThe
until the mode of action of these drugs is clearly understood, their

long-term use is not devoid of apprehension nor should it be without

caution®®’

Similarly an articlan the Lancetin 1959 began:

The era of treatment of diabetes by oral hypcaemic agents is

now well started, and it is appropriate to reflect at this point whether
early enthusiasm has made too light of some of the disadvantages of
these drugs, the loAgrm effects of whichare, of course, still
unknown3®

¥s. Hall, 6The Upj oh rBlo@dithe Atnahol gnd Drugs BistsyrSegiel9a n d 6 ,
November 2019, available hattps://pointsadhs.com/2019/11/19Amgjohnpharmacyin-disneyland/

%% pid.

¥'G. Duncan, O6What pati enhyp adchlowd ae riebiabetas & abrodis 6 ,
(1957), p. 534.

386 0r al Hypogl yhalameta74: 741 ¢1859)spd 1129
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Citing theexampleof carbutamide, withdrawn from the marketthe United States

in October 1956 after several reports of bamarow depression and jaundice, the

article warned thaboth tolbutamide and another asttiabetic agent newly on the

market, chlorpropamide¢were by no meansaa | t o g et h e havinh shownl e s s 6
numerous side effectscluding: peptic ulceration, anaemia, rashes, fever and
gastrointestinal disturbanc®¥. The aithorsfurther warned of investigations into the

use ofanother of the new drugs belongitagthe biguanide$?henformin

With this drug the therapeutic dose is very near the toxic one, which
may produce anorexia, nausea, and vomiting and diarrhoea at first,
and weaknessethargy, and weight loss latéf,

Towards the end of the 1950s then,rreasing number of studies began to appear

in medical journals warning of significant problems related to the new oral anti
diabetic agents, drawing attention towards a considerable number of unpleasant side
effects which in many cases had proved fital. Evidence from the medical
literature thus indicates that while demand may have lingered for an oral treatment,
the drugs initially struggled to garner widespread acceptance and some sections of
the medical profession remaineautious regarding their usén an article published

in the British Medical Journalin October 1959, researchers argued that although

they found tolbutamide ver al |l t o be 6éwell tolerated a

Nevertheless, it suffers from two disadvantages. First, its effective
action is shd-lived, and so it has to be given twice daily. Second, it
is successful mainly in patients with mildabetes with onset at
ma t u rLongterén trials are necessary before the possibility of
toxic effects came eliminated with confidencé?

A, Bloom, M. Crowley and S. Crawfurd, O6Further
BMJ, 2:5156 (1959), (841.

49 |pid.

¥loDiabetic Drugs L i BokaddtontNew$dddulytldvsd) Banned 6,

“A. Bloom, M. Crowley and S. Crawfurd, O6Further

British Medical Journal2:5156 (1959), B41.

170



In warning a@inst the use of tolbutamide, Bloom and his colleagues furthertbeed
example of carbutamide, which like tolbutamide had been found to be a well
tolerated and effective hypoglycaemic agent, used for over a year in Germany before
reports of toxic effect®n the blood began to appear. Evidenihythe late 1950s
then,many physicians and researchers alike were cautious oktheral therapies,

and thus believed a lortgrm trial was necessary before confidence could be placed
in their use®*® Naturally however, this placed both doctorsdatheir patients in a
dilemma. Anti-diabetic drugs had an obvious appeal; they helped to chaseal
tensions over how best to achieve glycaemic control and made gaining control much
simpler for diabetics who had stygied to manage their diabetes through diet. Yet,
despite a conscious shift in promotion by Upjohn which nosggnted Orinase as a
drug thatwas both superior in safety, as well as more convenient, Upjohn struggled
to convince the profession as a whofetheir use*** Moreover,it was becoming
increasingly apparent that the drugsd both a restrictetarget patient population,

and were still of limited value in insukdependent diabetes, working best in those
patients who could bedated by diet aloneAs an article inthe Lancetin 1959

identified:

While tolbutamide is now firmly established as a useful drug for the

treatment of some mild diabetics, it remains difficult to select

patients who will respond to it. Tolbutamide is generally agreed not

to control diabetics who are liable to ketosis, and it is, therefore,
rarely satisfactory for patients who
large group ca be controlled by diet alonelt is for some of the

intermediate group, who are neither liable to kistasr controllable

by diet alone, that tolbutamide may be useful; but no reliable criteria

have yet beenstablished for their selectiof®

343 i
Ibid.
34R. M. Royle, The Orinase PrddilUpjohn OverflowJanuary 1959, pi-6.
¥5G. F. Joplin, R. Fraser, and J. Vallar@eve n, 6 Tol but ami de Control of

Selection of Pati ent sThalmocetF£7133i(1939)e@m82.e of Response
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In 1958 320,000 diabetics in the United States were taking Orinase and by 1960 five
hundred scientific papers had doe written on the use of oral hypoglycaemic
medications, but evidently unanswered questions reméatfeBrincipally, troubled
physicians questioned the safety or oral hypoglycaemic agents and were concerned
that patients would see a prescription of pidsaa easy alternative to a controlled

diet. While the adoption of oral hypoglycaemic drugs in clinical practice in the
1960s was rapid, sections of the diabetic community were unconvinced by the logic

of asymptomatic diagnosis and the pharmaceutical ptereit supported?” As

one textbook on the use ar hypoglycaemic drugs askedl f i ts odsg,bader s:
millions of diabetics are grateful for their existence, yet the question must

neverthelessbeaskedhir e t hey, as *8rugs, necessary?é

With so many gastions and uncertainty remaining over the use of the new anti
diabetic drugs it was thus decided that the only way to determine their value would
be to test them against traditional treatment dype a longterm clinical trial.
Unbeknownst at the timehe University Group Diabetes Program would become

one of the most contentious medical trials of the cerfiiry.

The University Group Diabetes Programme

As one of the main drugs on the market, now being taken by 320,000 patients in the

U.S alone, the UGDRought to understand if tolbutamide (Orinase) could prevent

%46 GreenePrescribing by Number p. 97.

%7 bid, p. 118.

#8G. D. Campbell, 6Oral Hypoglycaemic Agents: Ph.
Academic Press, 1969).

¥H. Blackburn and D. R. Jacobs, 06-19& Pidneéringer si ty
randomised control tria énternational Journal of Epidemiology6:5 (2017), pp. 1354364.
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diabetic complications, particularly cardiovascular disease while also determining
how the oral agents fared against insulin and diet. The study aimed to address three
questions which beleaguerdte diabetic community about mild and asymptomatic
diabetes; 1) Did tolbutamide have a favourable impact on vascular disease; 2) Did
lowering blood sugar levels help decreaseribks of vascular disease?; 3)hdt
methods were useful in clinical trialsrfdiabetes®?® The sudy began in 1961 with
patiensd allocated one of four regimengnpsulin variable insulin standard
tolbutamideand aplacebogroup (lactose capsules and distypsequently in 1962 a
fixed-dose Phenformin group was also adtfédlt is worth highlighting here the

value placed upon diet in the study. In addition to being used as the placebo, the
description of the diet arm of the study was reduced to a mere single line in the
discussion, noting simply thab The di et w a Bievedamd magntaie d t o
body weight within 15% 3% fltwasgredicled thaetheg ht |
results of the trial would show mortality to be lower in the insulin and oral groups
than diet alone, however, in 1969 the tolbutamide arm of they stad stopped
prematurely when a significantly higher death rate in the tolbutamide group was
discovered; 12.7% compared with 4.9% in the placebo gifSu@n the evening of

20" May 1970the ADA received news thahé drug might be harmful and from

there rews spread quickly to the public and unknowing physicians alike via leading

newspapers; thlew York TimesWNashington Poseind The Wall Street Journall

%90 |pid.

®IM. G. Goldner, G. L. Knatterud, and T. E Prout,
complications in patients with adwdnset diabetes: Ill. Clinical implicationfo UGDP r esul t s 6,
JAMA 218:9 (1971), pp. 1400410.

%2W. Herman and A. L. Kinmonth (edsThe Evidence Base for Diabetes Céxew Jersey: Wiley

Blackwell, 2010), p190.

M. G. Goldner, G. L. Knatterud, ardvastular E Prout ,
complications in patients withadwdtn s et di abet es: I'r1. Clinical i mpl
JAMA, 218:9 (1971), pp. 1400410.
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began reporting on he UGDPO6s f i mdshingtps Posteporincha t h e
possible annuadeath toll from tolbutamide of8000 patients™* In the report,

Morgan Mintz reported:

A massive study of patients with mild diabetes indicates that if they
take the most popular antidiabetes pills for more than three years
they are much more likely to die premeely than if they had taken
insulin-or no medication at aff’

At the time of the report, hundreds of thousands of patients in the U.S and Britain
were taking Orinase daily for mild (often asymptomatic) diabetes, largely on the
premise that it reduced tindong-term risk of diabetic complications, and, ironically,
heart diseas®® Consequently, this raised two important issues; rather than being
beneficial, the new drugs appeared to be harmful, and for milder patients at least,
appeared to be of no greateenefit to them than diet alonén executive meeting

was held in June 1969 to decide the future course of the study. After two full days of
debate and deliberation, the majority of investigators, 21 to 5, voted to stop
administering tolbutamide and to notify the FDA and Upjohn of its findings
immediately®®’ The blbutamide arm of the study was formally discontinued Bn 7
October 1969 but many resigph and the debate raged on internally, leaving both
doctors andheir patientdrapped in a dilemmaln 1970 the ADA provided a loRg
awaited comment on the trial and stated that in addition to the apparent toxic effect

of tolbutamide:

What is even more arresting is that neither of the insulin treated
groups had a lower mortality than the placédeated graps. This

%4 presleyA History of Diabetes Mellitus in the United States423.

M. Mintz, O6Antidsiabegt EarWaghindon Rdsthldiaydaro, quoted
in H. Marks,The Progress of Experimer&cience and Therapeutic Reform in the United States,
190031990 (New York: Cambridge University Press, 1997), p. 199.

5 GreenePrescribing by Numberp. 16.

%7 bid, p.122.
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finding carries the broadest implications for the treatment of non

insulin adulfo n s e t di abetebéi fdi absui ¢céas me d i

remedysine qua non- does not permit patients to live longer than
does a diet, would not this class of patsenn respect to longevity,
be just as well off with diet alon&?

In October the same year, the FDA likewise released a statement with their
conclus$ ons on t he UGPhypodhycaentic agentashaild be used

only in diabetics with adult ongestable, disease, which cannot be controlled with

Ci

diet alone and forwhominsulins unaccept ahb®e or i mpracti

By the end of the trial however many doctors had become heavily reliant on the
new drugs and were now reluctant to abandon tiiénit was difficult to accept

that the drugs they had been confidepiigscribing were at best ineffectiaad at
worst harmful. Naturally the pharmaceutical industwhich had been in receipt of
$100 million annually from the sale of oral hypoglycaemic agemte likewise
concerned with the implications of the findinggVith little justification for ther

use, in October 1970 the ADA, AMA and FDA issued joint guidelines on Orinase
thatstatedratherthanremove the drug from the mark#état theyshouldinstead be

considerehé6t r eat ment X% f | ast resorto

But rather than a treatment of last resort, substantial evidence suggests that both
while the UGDP trial was ongoingand after the public announcement of its

findings, oral agentscontinued to be prescridein increasing quantities. In the

8 Editorial StatemenDiabetes 19 (1970), p.74ih Tattersall Diabetes:A Biography p. 132.
¥60ral Hypoglycaemic Agentso6, FDADiabaiesCeatret Dr ug

Archi ve. By 6i mpr a cferring @ b small ninerityef patiangs wikhXex wer e
example, a phobia of needles.

%0y . Schmeck, O6Pil |l sDif be mmaef @ievalk Fiheslune 65,1970

¥lsec. 310.517 o6Labelling for oral UnijepgStaesycae mi

Food and Drug Administratign
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cim?fr=318cs&3%sed 1
December 2020.
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United States, the National Health Survey fra®68 revealed thabver three
quarters of known diabetics were beirigeated with oral hypoglycaemic
medication®®® In that year alone more than three million new prescrigtizvere
written for oral antidiabetics and Orinaseade over $40 million in salé®®
Internationally, the prescriptionf antidiabetic drugdikewise soaredduring the
period of the trial. Astudy of UK diabetic clinics carried out in 1970 found that
half of patients were now being treated with the drugs and in Germany it had
become the exceptiamtto take hyperglycaemic therapy, evidentan advertising
campaignof the time whichsuggested that virtually no dietary control was

necessary provided a gafle drug was takefi?

An examination of archival sources pertaining to the UGDP demonstrates that

those in favour of continuing the use of tolbutamide and other oral agents
overwhelmingly comprised the majority. Perhaps unsurprisingly, the bulk of

suppot for the conthued use of oral agentame directly from Mount Sinai and

the Joslin Clinic, two of the most important sites in the early clinical research into

the drugdéds use and application. The Jos
the most vidile advocatesof oral hypoglycaemic drugs. Alexander Marble,

President of the Joslin Diabetes Centre throughout the UGDP, alon¢iowtard

Root President of the ADA (194590) and International Diabetes Federation

(1961:67), wereardent supporters of taltamide and became important historical

%26 Whlos a Diabetic? Where Does He CoDiabetesfr om? Are V
Research, Detection, Therafyl (1968), pl.

363 National Prescription AuditTherapeutic Category Report, Ten Year Trefi®68)

p. A Thorn, O6Di abetoircr oGl:i nMicnsi  TCol di anyi REEh2634T oQe n e r a
(1973), p. 535.
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actors in shaping diabetes manageni&ht.The Joslin Clinic had been at the

forefront of testing the new oral agents, administering the first oral medication to

treat mild diabetesin 1955 y et de s pi Yale totthle drugCehriy resulecsé s | o
were sketchy®® One of Marble and Rootés first
experience withiolbutamidef or exampl e reported how &égoc«
been achieved in only 48% of patiefts. Like mostclinical researa centres,

Joslin physicians were involved itesting Orinase at the same time as testing the
drugds compet it oarbstamidsRifcihz ea £ s lanBliCjhdbs n € s e
Gei gyos PH eDespiver thei results of the UGDP, the Joslin Clinic
continued tarecommend tolbutamide and other oral agents as legitimate therapies

and refused to break ties with either the drugs or their manufacititers.

It is clear thaphysicians continued to experiment with oral agents in order to try

and achieve diabetic contrithrough pharmaceutical meamregardless of the trial

results St rong evidence of this can be found
Phenformin. Phenfornin, or Dibotin or DBI as it was marketedas promoted for

use as eithea direct replacement fansulin, as a combined therapy with insulin,

or, in the case of sulphonylurea or dietary failure, as aliimsttreatment of its

own. The drug was used widely in clinics in Britain and the United States

throughout the 1960s until its gradual removahi the market in the 1970s due to

355 Marble continued to support the use of tolbutamide; however Howard Root did not live to see the
end of the UGDP as he died suddenly from coronary heart disease in 1967. See B Whitsyar d F .
Root, 18901 9 6 Didbetes 17:11 (1968), pp. 708.

9selected Milestones i n t helJoslnBigbetas genterf t he J
%’A. Mar bl e a midal BxperieRce with Orings&€| Pr e | i mi nMerbolis®e por t
5:6 (1956), p. 904.

3% GreenePrescribing by Numbergp.90-92.

%9bid, p. 125126.
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cases of lactic acidosis, of which 552 cases had been identified by 1977 and in

many cases had proven fatdl.

Figure 4.7 Phenformin advertl970). [Courtesy of the Rockefeller Archive Centre].

S0R . I . Mi s bin-Associdied baetio Acosi® at hogenesi s Amalgdof Tr eat men
Internal Medicing 87:591 (1977), p. 595.
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There is clear evidence however which suggests that the harmful effects of
phenformin were known prior tds use inthe UGDP trialin 1962, evident in
reports of lactic acidosis made long before it was withdrawn theymarket in the

late 1970s. In Britain in 1958, an investigation intdhe effectiveness of
phenformin as an antidiabetic agent was carried out in forty diabetic patients from
Whittington Hospital in London. The patients varied in severitfourteen were
newly diagnosed and had received no prieatment, one had been managed on
diet alone and the meainder had all at some time been treated wislulin. The

results of the trial, published in tBMJin 1958, concludethat

D.B.I (Phenformin) has been demonstrated to be an effective
hypoglycaemicagent in mild and moderate diabetes. At a dosage of
50mg. three times a day it has been shown to reduce the blood sugar
to normal levels, in some cases even in the presence of ketonuria and
in some patients who have failed to respond to tolbutamide.
Unfortunately, its administration was accompanied by gastro
intestinal disorders in no less than tiirds of the diabetics in
whom it was used. Nausea, abdominal discomfort, vomiting and
diarrhoea were severe enough to necessitate withdrawal of the drug
in these patientd’*

Phenformin was introduced to the UGDP study four years later and reports from
the Joslin Clinic indicate it was prescribed to diabetic children until at least
1970°"2 Anotherstudy published in thBMJ in October 1967 reported fatal lactic
acidosis after an overdose of Phenformin and warned against it use
treatment of diabetes.The patient, a sixtjour year old housewife, had bee

known to suffer from milddiabetes for four yearddaving been treated with

chlorpropamide for eightan months with a 1000 calorie diet she remained more

$LA. Bloom, M. F. Crowley and G4. Hall,6 Or al Tr eat mEralof of Di abetes:
Phenet hyl di g BMRi5088 (195%), p.&3.1 ) 6,
26 Di abeti c Pi | Newscligping, josli@ Biabbtes CentredArchive.

179



than a stone over the standard wemhd was subsequently prescribed Phenformin.
Following an increase in her daily dosage, the patmistakenly ingested two
tablets in excess of her normal dose ad admitted to hospital with abdominal
pain; twentyeight hours later she suffered a cardiac arrest and *died.
Neverthelessdespite these cases of fatal lactic acidosis and known problems of
toxicity, the pharmaceutical industry foundvel waysto ensue continuediseof
Phenformin in the treatment of mild diabeteBeginning in 1960, a number of
studies funded by the U.S Vitamin and Pharmaceutical Corporation were
conducted into the use of timelkintegration capsules in an attempt to lessen the
gastointestinal side effects of Phenformin and enhance its hypoglycemogenesis in

single dose forni’*

1are combined 1 each dose lowers blood sugar levels for NOTABLE RECORD OF CLINICAL EFFICACY
about 12 ta 14 heurs T L s o oo
phenformin.L7 “In our experience the actionof  use in diabetics or varying periods up.
‘convenient—one dose a day, or two at mnhmuwmdu-wu todls years ® "‘IMM"IM
| absence of  reactions has been conspicuaus.” 4

‘or blood due to DBI-TD Capsules or DBI Tablets.

mast, for a great majority of patients "‘""'"" ""'":’h ffedl dboece

well tolerated ... minimal g.i. side effects -.-lllmmﬂu-muq-n-awy) the gastrointestinal tractiL 12131617 when
M:mml-m:wumm bk oy

virtually no secondary failures in stable control of a majority of patients.

““':. hhhmnlmnmnu 'NOTABLE DOSAGE SIMPLICITY, CONVENIENCE, LOW €05
s adjunct to injected insulin, often improve h::;:;:;n:m!m

o liver or other clinical toxicity after v regulation of the diabetes. mal mwwm

102V yearsof daily use of DBLTD NOTABLE RECORD OF CLINICAL SAFETY e e

et Noclinical liver, kidney, the ketosis-resistant patient.

Figure 4.8 DBI-TD advertisement (1971). [Courtesy of the Rockefeller Archive Centre].

p. W. Proctor and J. M. St oweorsse, 06fF aPtH®lh fLoarcntiinco ,
4:5573(1967), p216.

@R. S. Radding and S. J. Zimmerman, O6Phenethyl di
TimedDi si nt e gr a Metaboli€raQtinécal &nd Experimentall0 (1961), p. 238.
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| tzmed dzsmtegratwn ;

brand of sustained actiori phenformin HCI Capsules

| blood sugar lowering effects
¥ persist for 12 to 14 hours in

' stable adult diabetes

sulfonylurea failures - unstahle diabetes

Figure 4.9DBI-TD (advertisement (1971). [Courtesy of tReckefeller Archive €ntre]
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In a new marketing campaign, the DBD capsules were claimed to be a safer

method of taking Phenformin while corresponding studiasned to find no cases

of toxic effects or gastrointestinal side effecGonverselya signficant number of

patients, almost twenty percertad howeverdeveloped anorexia and suffered

extreme naused. While cases of untoward effects mounted over the late 1960s

and early 1970s (Figure 3.3), Phenformin continued to be promoted for use in
patierts for whom diet and insulin had failed. Placing the decision to use the drug
directly in the hands of physicians, one advert for Phenformin 8@l rather
vaguely dxplbéasi nseady: ybjoubve decided that d
wonot inwour ladultonset diabetic. You 6r e consiDdbeai ng DE
sulphonylurea. Which? Fer new pat i ent.3° WhikthsDByTOur choi
campaign had largely reached out to working men in its marketing efforts, Geigy

then shifted to targeting overweightowme n wh o, similar to Pf
O0Tr ans gr e s swerefpreseraen psabeiggndjetifaglures. In an era in

which dietary advice was confusing, conflicted and often contradictory, Geigy
playedon the idea ofan ageold audience of the unhapypusewife confined by

her weght and unable to diet.This can be seen in an advert from 1971 which
pictured a womam 6éttappeédsidfronkisketwoudh e wor
diether bl ood s uga r(Fignre 3T Yet despite thesattempls

to aggressively market Phenformin in a myriad of ways, reports continued to pour

in, warning of its toxic and often fatal effects until eventually it was finally
removed from the market in 1977 following formal FDA proceedings. What the

case ofPhenformin demonstrates then is that despite knowledge of toxic effects

37 |bid, p. 404.
$7°DBI-TD advert (1971), Rockefeller Archive Box 20, Folder 3 (891).
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and the debate on oral agents which raged following the UGDP, an aggressive

pursuit tofind an effective pharmaceutical meandrehting diabetes prevailed.

:"'~._~E3“5§g§ 5 & B35 ggad

 PHENFORMI : DBI
i N
Lactic acldonis folloued by cardiac

patient was taking three times the

dattva heart failure.
o§°:§‘ dnily for 2 ynuru, Digi:oxtn 0.1 mg.

arrest and death.
prescribed dose

Figure4.10 FDA abstracts of reports of Phenformin side effects (4859 [Courtesy of
the Rockefeller Archive Centre].
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Aftermath of the UGDP

In the existing literature on the development of oral-diabetic agents and the

UGDP, historians have either focdsen the way drugs are regulated, the role of

clinical research centres such as the Joslin Clinic in providing support for the
continued use of drugs like Orinase or have tendgutéeent the history of oral
hypoglycaemic drugs as simple6t abl et 8 =& thewhtls. Greene
describeghe uproarcaused byhe UGDP results hdoesso by narrowly focusing

ont he responsedof nt Be s ® d pssidh mshlnttereadl lmaveh e r s
simply noted o w i t |l eft Ameri can phNowhereinans 06s
these existing accounthowever is therean examination of the sections of the
profession which supported the UGDP results and agreed that the use of oral
hypoglycaemic drugs should be ceased. Moreover, histories of the UGDP and its
legacyoften lack a crossultural perspective, choosing to focus on diabetes care in

the U.S and assume the tolbutamide debate played out similarly elsewhere. While
those at the Joslin Clinic were mounting a concerted defence of the continued use

of oral agentsgoing as far as to launch a publicity stunt to publicise their dissent at

the extension of the UGDPOG6s results into
portion of the medical profession, patients and the media were more willing to heed

t he UGd#t® and cautioned against the pharmaceutical management of

diabetes’® Resistance to the continued use of oral agents particularly tolbutamide,

3784, Marks, The Progress of Experimerit GreenePrescribing by Numbers. Tattersall,

Diabetes: The Biography

379 physicians of the Joslin Clinic, notably Robert Bradley, Holbrooke Seltzeretad Forsham,

recruited 34 leading diabetologists from around the country to sign a statement dissenting from the
ADA-FDA deci si on. The three, along with Cornell &s
dubbed é6The Bost on TdissontBrawith federaltinerfepenceintd diabetee t hei r
clinical practice. Shortly after the group named itself the Committee for the Care of the Diabetic

(CDC) who were invited to negotiations with UGDP investigators and the FDA to discuss a potential
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came most strongly from physicians at tMedical Letter on Drugs and
Therapeutics a respected, peeeviewed pharmacology journalissued to

physicians throughout the U.Swhich provided evaluationson new
pharmaceuticals Examining the review process dfetMedical Letted gssue on

tolbutamide following the provisional conclusions of the UGDP allows for a new
perspective on the controversy, illuminating the heart of the debate through the
hundreds of comments and responses to each draft adrdftreof the article by

Harold Aaron The aim of Aarondés article was t
the UGDP.that tolbutamide provided no advantage over diet alone in the absence

of symptoms, that tolbutamide and other oral hypoglycaemic drugs should not be

used simply because of mild elevation of blood sugar and glycosuria and that
tolbutamide was associated whigher cardiovascular mortality than diet alone or

diet with insulin®® While notinglow t he resul t sevokkdah he UGL
adverse response from many clinicians, on the grounds that it rarectumibeir

per sonal itk fheedrugse consaltiis at theMedical Letter including

statisticians, carefully evaluated the complete report of the UGDP and could find

no flaws in the study design, samples or analyses of the dataVi€kheal Letted s

conclusion put forth in the article was thus:

The ncreased mortality associated with Tolbutamide clearly
demands a change in the present management of matnséy
diabetes. The Medical Letter recommends that 1) when a patient
remains symptonrfree on diet alone this is the preferred treatment,
even ifit is associated with mild hyperglycaemia and glycosuria.
There is no need to use tolbutamide to maintain the blood sugar in

warningl abel for Orinase packaging. As Greene notes
FDA decision to implement labelling changes by five years, taking negotiations all the way to the

Senate. See Greerirescribing by Numberg. 130.

0N, Aaron,6 Di abetpgzSoMThetami de (Orinase) and Diabetesd
issue 310, 12:24 (1970), Rockefeller Archive Box 20, Folder 3 (891).
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the normal range in such patients in view of the increased

cardiovascular mortality associated with its use. 2) It is not known

that the other oral hypoglycaemic agents are safer; and 3) If a
patientds diabetic symptoms <cannot be
insulin should be used. An oral agent can be prescribed however, for

patients who cannot or will not follow a strict diet andoadannot

accept injections of insulin. Until the UGDP follewp report on

phenformin appears, that agent may be preferred to tolbutamide or

other sulphonylurea$’

The responses to tHde d i ¢ a | pdsigoh bnethe Gtaidy highlights just how

divided American physicians were on the matterThat the Medical Letter

considered the mouthpiece on the use of pharmaceuticals for physicians across
America, had sided so resolutely with th
of oral agents, was met with senvehement responses. In a reply to the draft

article from Charles Nechemias, then Chief of Mount Sinai Diabetes Clinic,
Nechemias contests tide d i c a | pdsigoh enérelyd calling the claim that
tolbutamide was no more effective tharedi alad rpeabd @ % dikes ens e 6
those at the Joslin Clinic, Nechemias and his colleagues at Mount Sinai had been at

the forefront of experimenting witbral agents since the mik950s. ©nsequently

he shared in their criticisms of the UGDP, in particular thed i ¢ a | Letter
implication that all oral agents be rejected on the basisdfbut ami deds app
failure. Sharing these sentiments, physician Alvan Feinstein from Yale,
commissioned by Upjohn to carry out an intensive analysis of the UGB as

far as to say thatypj ohn had been phamaceuticalonitcihuns o f a

condet ed to mask 3%cLeadimgtiabétdlogist RacthimieliLewnd

1 bid, p.5

382 Charles Nebemias letter to Harold Aaron at the Medical Letter, 23 October 1970, Rockefeller
Archive Box 20, Folder 3 (891).

383 etter from A. R. Feinstein to Harold Aaron at the Medical Letter, 3 November 1970, Rockefeller
Archive, Box 20 Folder 3 (891).
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similarly derided the sweeping condemnation of all-digbetic drugs. Having

had close ties with th@oslin Clinic and experience of managing diabetes using

diet, insulin and oral agents, Levine wrote to Aaron stating that he simply could not
support the results nor their conclusion. In his defence of the continued use of
tolbutamide, Levine tie s pPluanierxe d c i as havings lédato @ wided
difference in mortality between the twelvectine used i n thwastri al,
hazardous to receive tolbutamide but it was equally (if not more) hazardous to
belong to the Minneapolis or Cimsiati clin i ¢ & e v i noedents here
represent@ commonly cited critique of the trial which saw fault in study design

and patient selection. This view was p
Professional Rel ati ons JamesUGOB lesltsr enc e
were unreliable based on the fact the baseline health of participants was not
assessed at the start of the study, suggesting that the tolbutamide group were
simply sicker from the start. ObLawrenc
estdlished to consider causpecific mortality, the tolbutamide link to deaths

should be ignoretf® In anotherresponse to thtle d i c a | pdsiton Elie r 6 s

L i | Hingados of communications urgekhron todelay publication of the article

until they couldform their ownopinion, andikely rebrand their own oral agents in

line with the pd@blkewnse, Plizeoresposdectvottncoreerrs s .
regarding how theMe di c al pdasiidntweuldd lsan its own product,

Diabinese. In their response to ¢hdraft article, Pfizerepresentativeguestiomed

334 | etter from Rachmiel Levine to Harold Aaron at the Medical Letter, 17 November 1970,
Rocketller Archive Box 20, Folder 3 (891).

385 Upjohn Co. letter to Harold Aaron at the Medical Letter, 4 November 1970, Rockefeller Archive
Box 20, Folder 3 (891).

3% etter fromEli Lilly to Harold Aaron at théedical Letter 20 October 1970, Rockefeller Arcliv
Box 20 Folder 3 (891).
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@he scientific validity of extrapolating the stu@indings to Diabinese in view of

the notable pharmacological differesce b et ween Di abfnese and C

While this debatevas ongoing, Upjohn fraitially issued a telegma to physicians

concer nihancgratto hes ® r epor t s befaegissuind a prgss Or i n a
release on 23 October 1970 ahead of Mexdical Letterreport ontolbutamide

being published. Upjohn hoped the statement would @layh es cdused by

mi s | eadi g, haveng ly this paint read thée d i ¢ a | stditeenent,er 0 s
added that diet alone was the most desirable treatment if it can control the diabetes,

but ultimately the choice ver t r e at me nprotessmdirespdngbilith e t he
of t he [basgdson the case 6f each individual pafi&htin an attempt to

alleviate the fears ofgtients and their physicians teatement further added that

there was no plans by the FDA temoveOrinase from the market drthat they

did not endorse the implication that Orinase is a cause of heart disease.

By this point however the debate raging between those diedecal Letteron the

one hand and industry and physicians on the other had gone beyond a private
internal dialogue and reached local and national news. An articl&h

Washington Postb Doct or s at Di abetes Centre Mo v
described how doctors across ght een di abetes centres ha
i n an a taurdgenaptta govesnmefinanced study that showed lotgrm

use of the most popular astii abet es pi | | does more harm
by doctors across the country reflects the refusal of many physicians to accept the

study by 13 universities that showed a drug theyaalto treat diabetes has caused

37 _etter fromPfizerto Harold Aaron at théedical Letter 6 November 1970, Rockefeller Archive
Box 20 Folder 3 (891).
38 press release by Upjohn Co., 23 October 1970, Rockefeller Archive Box 20 Folder 3 (891).
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asmay as 8000 e x c.®% she artela ddssibedahovy doetarsd
refused to believe the statistics based on their own experience which differed so
greatly from the results of the study, a view backgdbth theADA and BDA

who stated the results did not warrant a halt in prescriptions of the drug. Later the

same yeail he Boston Heraldeported:

The medical director of Bostonds famec
criticised an authoritative drug publication whicecommends a
6 mar ked intheuseodf a contrdversial antidiabetic agéht.

The article outlined the crux of the debate for its readers, detailing that what the
debate boiled down to was the divide in opinion on how best to manage, or prevent
diabeticcomplications. While Robert Bradley and those at the Joslin Clinic stood

firmly in favour of controlling blood sugar by pharmaceutical means, those at the
Medical Letterheld that the UGDP results warranted a marked reduction irsthe u

of oral hypoglycamic drugs and that diabetes was better manageiebglone®*

The article described the verbal accusations from Bradley at the Joslin Clinic who
accused théViedical Lettero f b ei n greekiging bibsyregarding possible

benefits of controlhgasynpt o mat i ¢ h yapdethatgHédecdai ecnaila 6L et t e r
conclusions wer e merely Of cclitipjued of ntheg o n t
UGDP3% |n a letter to theMedical Letterin 1974 however, Bradley clarified his

more balanced position which explained his eeastion while inferring at a

general lack of consensus within the Joslin Clinic. Writing to Harold Aaron he

explained:

¥9S. Auerbaohs éaDoDiabetes Cent &weWasMugtorePastlo Ref ut e
July 1970, Rockefeller Archive , Box 20, Folder 3 (891).

3. Langone, 6Josl in Cl i nTheBosoh Heraidl ®écenthér 1930, Dr ug P
Joslin Diabetes Center

39 bid.

392 |pid.

189



| honestly do not know nor am | convincsttongly one way or the
other, that oral hypoglycaemic agents pose a significant
cardiovascudr hazard to patrgs with adulonset diabetes.l am
responding as an individual in my role here at the Joslin Clinic and
not as the Chairman of the Committee on the Care of the Diabetic.
Frankly, | believe the Medical Letter can and should do more to
guide physicians rather than merely fane tiflames of old
controversies. If anything, these recent controversies may have
blunted the efforts of good scientists to keep physicians from
carelessly prescribing and maintaining oral hypoglycaemic agent
therapy | think it is time to come down hard on the issue as | have
tried to outline it above, so that physicians will look harder at their
objectives in prescribing oral agents. Hopefully this will lead them
to delay longer before they give up on dietaryl teaaluate response

to oral agents by means of blood sugar determination, and in every
patient consider discontinuing oral hypo agents if response is
inadequate or is subsequently lost. For those who are not at all
convinced of the need to lower bloodigbse levels in asymptomatic
individuals, it should then be made clear that there are no benefit in
the use of these drugs. The symptomatic diabetic not responding to
diet rarely responds to sulphonylureas and/or phenfottin.

Despite receiving such a wawf opposition however, physicians at tiedical

Letter stood by their original statement and when the article finally reached
publication, their position on the importance of diet as the principle method of
treatment and warning against the use of trgdoglycaemic drugs remained.

Those at théMedical Letterwere not the only ones concerned about the drugs. An
increasing number of reports and clinical alerts began to appear that raised
concerns about tol but ami de 6keepsrimihcethae f f ec t
oral agents should be secondary to diet and indliin a letter to Paul Lavietes at

theMedical Letter a concerned physician from Cleveland wrote how:

| am greatly concerned about the action, or rather inaction, of the
FDA regarding he labelling for Orinase. The pressure of the drug

393 | etter from Robert Bradley to the Medical Letter, 15 August 1974, Rockefeller Archive Box 311,

Folder 10.

3946 Cl-d InéSciende Editor2 Cc t ober 1970; 6 CounciAmerisanges Tol but
MedicalNews,2 November 197@Rockefeller Archive Box 20, Folder 3 (891).
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companies and clinicians like the Joslinites has apparently been
effective in delaying and weakening the change in labeffihg.

By the mid1970s, reports were also beginning to appear in the media which
reflected the unease at the rate at which tolbutamide and other diabetic medications
were being prescribed. As an article which appeared inBibston Herald

reported:

We are all witness these days to one of the most infuriating

situations in modern medit practice. And many of us may well

become its victims. The case in point concerns the stubborn refusal

of many physicians to stop or cut back on their prescriptions of

certain oral, antidiabetic medicines, until they see incontrovertible

proof that thee drugs might hurt someone. This attitude persists

despite considerable circumstantial evidence that users of these

drugs have a significantly higher deat!
use then?>®

The article warned that for diabetes specialists andyfatoctors alike, the drugs

had become an eag$y-prescribe staple in their therapeutic cupboards, particularly

for elderly and mild patients for whom 6
adhere to is the &%h Ulmatelethearsickealecsied the e at me |
overprescriptionofantdi abet i ¢ drugs and argued that

be better invested in constructing and explaining an appropriate diet prescription to

their patient rather than a quick prescription of potent andnpally dangerous

drugs®® Unsurprisingly, patients also expressed their concerns about continuing

with their prescriptions. Between the 20th October and the 12th November 1975,

the FDA received more than two hundred letters from anxious patients aryg fami

members of those whom had died of heart disedwise taking oral hypoglycaemic

39| etter to Paul Lavietes from Ohio physician, Rockefeller Archive Box 20, Folder 3 (891).

). Rodgers, o6Doctors, paciiabnetsi coTheeBdsioodidrhigsdd ,i n r
26 October 1975, Joslbiabetes Center.

397 Ibid.

3% |bid.
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medicatior®® Notwithstanding such unwavering support for oratretg, by 1970
evenJoslin himself remained devoted to traditional treatments of diet and insulin.
In an aricle published in 1971, Joslin warned that despite other advances, insulin

and diet werestill the safest methabf treatment:

For some people, the pills works quite well. Other patients,
possessing great willpower and setintrol, are able to handleetin
condition by diet alone. But if you want to be absolutely sure
insulin is the safedf’

British Diabetic Management and Response to the UGDP

In the existing literature, accounts of the development of oral agents for diabetes
primarily account for he North American experience of the new drugs and
responses to the tolbutamide debate within the United States. Yet the wider impact
of the UGDP debate and how physicians and diabetes specialists responded to its
conclusions elsewhere has yet to be asskes#n Britain, archival sources suggest
that on the whole the results of the DB were disregarded and similatly the

United States, antliabetic drugs continued to be prebed during and after the

trial. Experimentation with oral agenits Britain from the 1950s can bassessed

by looking at the case notes of prominent British diabetes specialists, their
correspondence and published medical literature. The case notes of the British
diabetes expert Joan Walker, founder of the first diabetic clmiBritain and
leading diabetes specialist in Britain at the time provides a rich collection ef first

hand experience with the new drugs and the role they came to play in British

399 GreenePrescribing by Numberp. 141.

“WsDr Joslin Warns: Despi t erheBostore DailyaAdvertisgt e s, i nsu!

August 1971, Joslin Diabetes Center.

192



diabetes management. In correspondence with a colleague, dated 25 February
1963, three years into tH@GDPtrial, Walker writes of one of her patients who had

been admitted to the Leicester Royal Infirmarysaliding his state as one of

Gecurrent hypoglycaemic attacks amd s gener al ¢ ¢°hHavingi on ver
been diagnoseith 1953 aged thirtynine Walker had placed him on insulin but after

ten years of hypoglycaei ¢ att acks, Ah attenptewacmadeboa d h o w
one occasion to take him off insulin and put him onto tolbutamide, but immediately

his blood sigars rose andeh f e | t .*®vTelrey pi dndteenuicate ghat he

died suddenly two weeks after his admission to hospital. In the letter Dr Walker
appears confused as to theadeh o f her p attis rather difficu,x p 1 ai n|

even now, to fit the whole casegethed*®®

Experimentation withthe use of oral hypoglycaemic agentmarticularly with
dosagecan be detecteith many of the cse notes.In a subsequent file, from one
of her patients, Robert, a farmer from Devon, dated Februdtyl270, Walker

writes:

Early treatment was by diet alone but soon increased and
Chlorpropamide as Diabenese 250mgm, was prescribed. The patient
understands from his own experience, that intercurrent illness,
trauma or anxiety increases his glycosuria. This occurred wéen h
was admitted to hospital 18 months ago for multiple fractured ribs.
Recently his diabetic control has been impaired and this may have
been associated with a cold. He had increased the number of
Diabenese tablets taken up to as much as six a day. sEfggaain

and nausea followed and was not relieved until he reduced the

91 patient case notes on James Fitzgeral 6 Ca s e Qeritam Diabeticse 19450 7-016
lettered folders containing correspondence (Bay 27, shelf 9) Watker Collection.
402 | |hi
Ibid.
%3 bid.
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Diabenese to 2 tablets in the 24 hours. He was surprised to find that
on the lower dosage his glycosuria diminisA%d.

After some rumination Walkdater noted

Oral hypoglycaemic digs seem to have a threshold for their action
and beyond this dose no further reduction in blood sugar will occur.
They then cause symptoms of intolerance such as epigastric pain. |
would think that 250mgm Chlorpropamide after breakfast and a
careful di¢ should be satisfactory hef®.

I n another of Wal ker s patient case not
elderly patient named Arthur. In the file she describes his initial treatment as diet

alone, however complicato ns b egan s adanal856 adrdsseoedemanobt i n g
the ankles, March 1956 a perforated ulcer under his toenaAgdril 1956 severe

b a c k .*$ walkeravrote of his deteriorating condition:

He kept at work regularly but at times he felt well and at other times

complained of severeback pain. Diuretics and the oral

hypogl ycaemic agent carbutamide were |
1961 on account of congestive cardi a
proteinuria first noted. Subsequently admitted twice more with

hypoglycaemia, heart failure and suddeath*®’

While the case is described here in association with a pituitary tumour, Walker

ultimately concludes that the cause of death was multifactorial:

In my opinion death was due to bronchopneumonia; myocardial

ischaemia and arteriosclerosis; digse mellitus and pituitary

tumour. Retinal and cardiorenal failures developed after eleven

years duration of diabetes only partially controlled by diet and oral

hypogl ycaemic drugséthis was foll owed

““patient case notes of Robert Dowdl9l7OM6 Case Hi st
lettered folders containing correspondence (Bay 27, shelf 9) Wadier Collection.
405 i

Ibid.
““Patient notes on Arthur Ol dham,1%7CWMBletterdd st or i es
folders containing correspondence (Bay 27, s9elfoan WalkeCollection.
407 (i

Ibid.
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resistance and large doses ofinsun wer e requiredéattempt
steroids caused vomiting and further loss of coritfbl.

Patient case notes taken by health visitors during this time provide further evidence
of the continued use of tolbutamide and other oral agents during the petlus of
UGDP tri al. As one of Wal kero6s heal th

England in the 1950s and 1960s wrote in her diary:

In June, 1959, when 74 years of age, Mrs G was referred to the
diabetic clinic with a history of thirst, polyuria anditue, but for

over six months she had been subject to attacks of vertigo and falling
T symptoms which are more common in undiagnosed diabetics than
usually realised. Her mother had probably died of diabetes at the age
of 50. This patient was smallshewas only 4ft 7 and 7stone 2Ib in
weight. An unsuspected carcinoma of the right breast was found
with a mass of involved oxillary glands. In consultation, it was
decided to treat her by stilboestrol and tolbutamide, but vomiting
ensued, which necessitdteadmission and she settled well on
di noestrol and insulinédBe died two an

Additionally, oral testimonies conducted with PWD diagnosed with diabetes
around the time the first oral agents became available further demonstrate the
expermental nature of their prescription. George Saunders from Birmingham,

diagnosed with T2D in 1964 recalted

Not at the time, they diheypdme tell me t
on some tablets for a few months and asked me to come back to see

them, whit then | did do, and when | went back to see them, they

increased the tablet#\nd after another six months or so | went back

to see them again, and there and then it seem as though the diabetes

wasnot being settling doducedme operl y, s
to insulin®°

408 .
Ibid.
patient case notes of OMrs GO ,1970nEBletteredi st ori es

folders containing correspondence (Bay 27, shelf 9), Joan Walkiecah.
“19G, saunders, Interview, 14 May 2004, British Liloya C1239/06.
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Colin Gates from &rey, diagnosed in 1979 recallacgimilar experience with oral

medication:

From day one that | was told | was diabetic, they put me on one

tablet per day, which was no... seems to blenmach bigger than a

pin head And | sometimes make meself look a fool on these names,

but | think they called it a Glibenclamide, or something like thsdk

the medical people will laugh nowbut it was very, very tiny and

just had to take one a dayAnd I took his for quitesome time- |

c atrré@member exactly on its own. But, after further checkps,

after some tmedad gone by, t h quye deingithd t hi s wast
trick, so we had to take an extra one a dage in the morning, one

in the evening; same tablet, but tesicAnd then,after a course of

ti me, tisdagem thibel gefiing toigs with it. Me readings

wer eeonbngdownasl as dt hepe , staketwbh ey sai d 0
littlte onesi n t he mor ni ng Amdnhis process weatt ni ght 6
on months in and montut, so, you know, | could tell | was getting

proper treatment; they was looking after me serious enoBghme

bl ood sugar Ibehavend, so theypsittme doars, thént

to two little ones in the morning, two at nighand the story went on

ard on, and still it kept slightly risingSo, then | came to an extra

big one, besides all the two little ones in the morning and two in the

evening, one ilg one- big one being called/etformin. And then

this had to increase again to one big with the littie ones in the

morning and the same again in the eveniAgd then came the day

this was tHe sermdtefd 62dl et s, one a day
going on til-sothbdegndeof déd@3in Februar
did | feel about having amjection? And, | must admit, it sort of

threw me backabitlt t hought. .41 ntfoewcdtkimodn s 6

was mind over matter, reallyl. think it sounded worse thah was

going to be. And t h e well, shase dableés are just not

controlling your di a lseimpersmt that mwel getiitt 6

cont r.oAnd eofl Gourse, | found out since, control tise

essence.S o , lwelslam dwi®dl | i ng t.of ogedwete it a go
cheath g o n a n ydcbedting on yosalf & you cheat.And

Isai d o6 well | gi wgadd theys aa iwgkol @ s give iea 6

trya*Lt

(@)

What can be inferred from these patient case éitesoral testimonieis a sense of
uncertainty surrounding the use of oral hypoglycaemic drugs and their efficiency,

both duringthe period of the trial and continuing into the 1970&he futility of

“1C. Gates, Interview, 13 May 2005, British Library, C1239/47.
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oral antidiabetic agents, which was occasionally fatal, moreoefites the idea

t hat the or al agents were Owonder dr ugs
easier for the diabetipatient, aswas portrayed by the drugs manufacturers.

Rather, what is evident here is tilhé treatment of diabetes remained a complex

terrain andphysiciansin Britain, grappling with increasing diabetes diagnoses,

often prescribed them without abs@utertainty of their safety and effectiveness.

Scottish physician and pharmacologist Derrick Dunlop was one the most prominent

voices on the oveprescription of drugs in Britain during the 1960s. Dunlop

warned that while the estédtiment of the NHS i1 9 4 8 avsaial advance of

great m,aeinmniatingu teefidancial barrier between the physician and the
patient, it could not *?sGhiefly, e vwas doncasrfed soci e
that it had encouraged ovprescribing and vastly increasttte national drug bill.

In an article on the ovesrescription of drugs from 1969 Dunlop laid out a number

of factors which he believed had led to the ewerscribing of medicines being

Gife in my country as | believet al |l over the civilised wo

Firstly, there are the insistent demands of the public whose insatiable
desire to take medicine is the chief thing which differentiates man
from the lower animals. While it takes a long time to elicit a careful
clinical history, to perform a thorough phgal examination and to
give wise advice, it only takes a moment to write a prescription, and
this does please and often satisfy the patient (even if it does not do
too much). Faced with fantastically ovaowded offices in practice

or outpatient clinicss all we havethen ovesprescribing results:

For Dunlop then, the place of oral agents in the management of diabetes was

limited. Reflecting a similar outlook as those in the U.S who struggled to see their

“2D. Dunlop, 6Drug Contr olAnmalsdfinternaMeBicngZd:2 sh Heal t h
(1969), pp. 23244.

“3D. Dunlop, Draft article on the ovg@rescription of drugs, inlop Papers, Lothian Health Archive,

GD4/95.
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merit, especially with evidence of harm, Dom maintained that for mild, adult
onset cases of diabetes whom were overweight, dietary restriction was sufficient,
arguing that to treat these cases even with insulin would only increase their weight

further4

Yet in spite of these corners of the msdion who were wary about the increasing
overuse of oral medications in diabetes, ultimately the official line on the use of
drugs was to carry on prescribing them. In 19F8,British Diabetic Association
(formerly the Diabetic Association), releasedh afficial press release on its

position on the UGDP:

The British Diabetic Association wishes to reassure diabetics in the
United Kingdom about the results of the United States University
Medi cal School 6s trials of tolbutamide
American colleagues for sending us advance detailed information of
their results, and we certainly support their move to set up a special
committee of enquiry. However, the patients involved in the trials
should not be regarded as representative of thasiB diabetic
population and it is, moreover, clear that the results vary
considerably between the different United States centres so there is,
not surprisingly, a divergence of Americanirapn on this matter.
Trials in Britain since the 1962 Bedfordrsey, and in Scandinavia,
come to quite different conclusions and indicate that tolbutamide
protects against vascular complications in mild diabetes. Diabetics
taking Rastinon and Artosin tablets are advised to continue their
treatment without alteratiott®

I n Britain then, t he BDAG6s position on
outright rejection of the studyds findi.
continue their prescriptions of tolbutamide and other oral agents. A number of

British physice ns shared the Joslin Clinicds di ¢

reflected in responses sent to thlee d i ¢ a | sthtamertt exanireed earlier.

““D. Dunlop, o6Clinical Us eClinidal E@pcarologfily(h960y 1 y c ae mi ¢
Lothian Health Archive GD4/1/149.

“I>UGDP Press ReleasBritish Diabetic Associatior?2 November 1970, Rockefeller Arive Box

20, Folder 3 (891).Rastinon and Artosin were the British tradenames for Tolbutamide/Orinase.
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Harry Keen, one of the chief investigators of the Bedford Diabetes Study in 1962,

wrote to Aaron and his coblgues with a particularly scathing response, describing

the Medical Let ers@sat ement 0 n a tmhse biate® @riYl paatisan 6
presentation of the sittai on  wi t h r e g a’ dKeen lamentexlhis ut a mi ¢

disappointment with the publication stating:

| would like to make it clear that although, obviously, my personal
feelings are somewhat ruffled by this account of yours, | am most
seriously concerned about what | consider to be a most unbalanced
statement of opinion in what | understand to be a fair reputable

organ®!’
Though it is clear that British diabetec:c
conclusions and its implication for one
decision to ignore the studyowamideensul t s &

their therapeutic arsenalThe hesitancy among Aaron and other opponents of

tol butamidebds continued use makes sense
profession and regulatory bodies were not more concerned as a whole is surprising,
particd arly given the UGDP&6s proximity to t
Hi storians John Abraham and Courtney Da
expectation and perceptiondé the after mat
level of strident drugcontrol and safety standards that would be expéted.

Rat her , O0there existed a culture of rel
continued optimism about, and trust in t

Britain in particular, a commitmenb tprotecting the pharmaceutical industry and

18| etter from Harry Keen to Harold Aaron, 23 October 1970, Rockefeller Archive Box 20 Folder 3

(891).

7 Ipid.

“83 . Abraham and C.: Theemergence df thePadtalohdipasterianm éss

chall enge to British dr uSpcialldigjorylofaiedicmer9:1i(2006Y, he moder
pp. 12747.
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its support for the medical profession, allowed new drugs to enter the market,
despite regulators being aware of uncertainty about their safety. This confliction of
industry interests as outlined but Abrahand dpavis can perhaps explain why,

particularly in Britain, many supported the continued used of tolbutamide despite

evidence of harm.

Moreover, it is likely that there was less concern regarding the UGDP in Britain
because unlike in the United States, mtiin (ucophage) was also available.
Now the primary oral diabetic treatment worldwide, metformin was available in
Britain since 1958 and unlike phenformin and tolbutamide had proven to be better
tolerated with more tolerable side effett.Despite stdies from the early to mid
1960s that had demonstrated that metformin carried considerably less risk and side
effects than its rivals, it was not approved for use in the United States untit?2994.
What is interesting about Metformin however, given thetexinof the failure of
otheroral agents and a trial that hadown drugs were no better than diet alone,
me f or mi n was ma forkpatientssdvhoahaveeeeived naimyevicus

t r e a tarak*ft Caénsequently, metformin encouraged the utilisatibdrogs as

a first line therapy before trialling the patient with diet, whatbngside further

developments, awill become evident in the remainder of the thesis, would soon

““9Some notes on the differences between Phenform
Collection (GLU/33)

0B Gottlieb, o6Metformin iBWJI5% §968)epnas0; B.Clarkei abet e
et al, O0CombChmledr preda faminden Ther apy i n Tiki abetic Su
Lancet 285:7398 (1965), pp. 124851.

21 Glucophae (metformin): The Oral Aniabetic Diguanide,(Rona Laboratories: London, 1958),

Joan Walker Collection GLU/33.
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form the basis of the contemporary management of dialmetes) to the detriment

of diet*??
Conclusion

As the tolbutamide controversy unfolded over the course of the 1970s it came to
involve a set of congressional hearings, an FBI investigation and a court ruling
which went all the way to the Supreme Cdfft. One of the most heated and
drawn out conflicts in the history of medicine, the debate over the use over
tolbutamide lasted until 1984 and never truly reached a resolution. The nearest the
debate got to a conclusion caméelB74whenthe ADA concludedhat the UGDP

had demonstratedhat blood sugar ought to be controlled in order to avoid future
complicationsput failed to provide a conclusive statement on whether antidiabetic
drugs generallyshould continue to be prescrib&. In Britain, the BDA was
significantly less compromisddly t he UGDPO6s findings havin
of drugs available which were safer and more effective than tolbutamide and thus
decided the drugs could still be takeBy the time the ADA and FDA confirmed

that tolbutamidewas harmful, its patent hadkmred and a new generation of

antidiabeic drugs had been developed whipkickly tookits place??®

As this chapter has demonstrated through a thorough examination of industry

marketing, correspondence and medical literatareletermined perseverance to

422 As chapter seven demonstrates through the use of oral testimonies, none of the participants

interviewed for this research had receivedhfal dietary education or advice and the majority recalled

metformin being prescribed at their first appointment/diagnosis.

23 GreenePrescribing by Numbers. 117.

““R. F. Bradley, H. Dolger, and P. JMMAZEAE sham, 6S
(1975), pp. 813817.

42 \While tolbutmiade was on trial Upjohn released Tolanase which was also being marketed for use in
maturity-onset diabetes. Much like metformin it was targeted at recently diagnosed, previously

untreated patients. For a full list the second generation of drugs approved by the FDA in 1984 see
6Joslin Speci al Re p or t,Joslim Didbgtgse€Cente Di abet es 6, Fal l
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control diabetes through pharmaceutical means occtinredghout the 1950s to
1970seven if the drugs wereot alwayseffective or safe Yet, this chapter has
challenged the notion that the development and use of oral hypoglycaemic drugs
represerd a nat tale of medicalisationtp do sooverestimates the influence of the
pharmaceutical industry and suggests a consensus among the profession that the
oral agnts were necessary and were superior to dietary meth@dsher, this
chapter has demonstrateldrdugh an examination of physician, industry and media
responses of the UGDP, that the history of the use of oratiaftetic drugavas
complex. Rather than comprising a concerted stratdgy,increasing use of drugs,
particularly in mild or asymptomiat paients,was turbulent, highly divisiveand

met with resistance in surprising corners of the medical profession.

The trial and the controversy it generated have influenced medical practice to this
day and both scholars and physicians alike continugebate its legacl?® For
Greene, since Orinase was eventually replaced by newer generations of oral
antidiabetic agents, the issue has become largely irrelevant. However, as this thesis
attests, in terms of prevention efforts and the rise of diabetballylothe history

of oral diabetic drugs and how they came to be the principal method of treatment,
is more relevant now than ever. After the Second World War, when interest in
chronic disease mounted, the overall feeling was that the basic approacbric c
disease must be preventative. Out of these discussions however, was a form of

primary prevention which targeted the individual and individual behaviour change

and failed to come up with the means of prevention which targeted the social

46T B.Schwartzand C.IMei ner t , 6 The U GHrtp-fol€ years of aptemtiossy :
ambiguity laid to e s Pedspectives in Biology and Medicjr&7:4 (2004), pp. 5644; M. N.

Feinglos, 6Therapy of Type 2 Di abAmedanHea@ar di ovasc.l

Journal 138:5(1999) pp. 346352.
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causes of @ibetes. Within a context of pharmaceutical growth and expansion, the
focus of primary prevention was lost and measures which allowed for secondary
prevention through pharmaceutical means appeared more achievable. In the field
of diabetes management tlsisw prevention take the form of warding off diabetic
complications with new drugdJltimately, a focus on the pharmaceutical treatment

of diabetes placed a heavy emphasis on biological understandings of diabetes rather
than those known to be social or eommental, as will be examined in the next

chapter.

As this thesis argues, three significant psat developments coalesced to thwart
primary prevention efforts and minimise the role of diet in diabetes, this chapter
has described the first of thesevel®pments, the discovery of oral diabetic drugs.
While oral drugs for diabetes were intended as a treatment of last resort, a number
of wider factors occurred simultaneously which created a context which facilitated
greater use of antidiabetic drugs desgvidence suggesting they were ineffective,
and in many cases harmful. It is to these two developments that this thesis shall
now turn. The first of these considers the emergence of population screening for
di abetes and the movdaem@warsdsnpit denmat ii fcy idn
the population and an emphasis on gienesk. The second considers the
nutritional debate between dietary fat and sugar and the major reversal of dietary
guidelines for diabetes. Together with this chapter on thelafmwent of anti
diabetic drugs, this section of the thesis ties together both the fate efvgrost

prevention and diet therapy in the context oframeasing reliance on drugs.
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Chapter Five

Prevention through Detection: Population Seeening and
theSearch for the O6Hi dden Mi

Tes-Tape

URINE SUGAR TEST TAPE

The New Simplified Urine Sugar Test Tape

itey

Figure5 1: -Tapleeds uri ne sugar &Loangpany (4963). [Coaresy, EI i
of Wellcome Images].
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Introduction

By the end of the Second World War a clear tension had arisen bethveen
relaxationof former dietary ideals on the one hand, and evidence which seemed to
suggest that moderation in eating was the greatest aidrewenting diabetes
altogether. Statistics published towards the end of the war had indicated that
rationing had inadvertentlyatted the pravar trend of rising diabetes mortality,
leading to the assoption that overeating, andttendant obesity, constituted the
prime factors in the causation of the dis€&5eConsequently, the decline in diabetes
incidence and mortality duringehwar raised concerns about protective measures in
diabetes and stimulated somewhat dormant discussions regarding prevention. At the
forefront of this debates was American physician and member of the ADA, Dr Henry
John, who called upon the profession &y mreater attention to the potential of
prevention, not only in terms of preventing later complications but in the primary
prevention of the disease. In his presentation at the Annual Meeting of the Ohio

State Medical Association in Cleveland in 194 hrdleemarked how:

Moderation in eating is a great aid in preventing diabetes, and
conversely, overeating and its attendant obesity constitute prime
factors in the causation of the disease. Clinical findings reveal that
an exceedingly high percentage oflgitic patients are overweight,

not only at the time they are first seen, but especially before that,
when there were no symptoms of diabetes. Often moderation in

a2 Mortality statistics provided in the records of thegistrarGeneral for England and Wales for the

years 193@ indicate that while insulin had markedly decreased the death rate of younger diabetes,
for those aged fortfive and over the death remained constant, or in the case of the ovdivaxdge
bracket, continued to increase as it had done in thénstdin period. What this arguably

demonstrates is that in the years leading up to the Second World War death rates of those with
noninsulinrdependent diabetes, what we know today as Type 2, werasitoge However, wartime

reports and statistics suggest that rationing had a significant impact on diabetes and appears to have
interrupted this trend. The years 194D witnessed a sharp fall in diabetes deaths for both males and
females over the age fifrty-five, approximately a year or two since the commencement of rationing.
See P. Stocks, ODiladmMet easn dmaosrotmeel iotf y Epidemitfi@gdkt or s
and Infection43:4 (1944), p. 242.

205

af



eating, causing weight reduction, leads to a remarkable improvement
in insulinogenic function In this connection, it is interesting to note
the effect of war on diabetes. Statistics in both world wars show that
the incidence and mortality from diabetes dropped conspicuously
during the war years and for a year or two afterward, with a
subsequentise. This simply means that the scarcity of food during
the war automatically led to a restricted diet for the population
generally, which protected many so called-giabetics sufficiently

that they did not develop the dise4se.

In an address beforad Royal Society of Medicenin 1948 British scientist Harold
Himsworth, like Johncalled attention to the wartime decline ilaetes incidence

and mortality,and the importance of rationing and changes to the national diet.
According to Himsworth theemarkable correlation between theath rate from
diabetes and the composition of the national diet provided a more plausible
explanation for the decline in cases than did heredity. According to Himsworth,
changes to the national diet had prevented tkstieom developing in those who, in

his opinion would have had likely developed diabetes, had their diet not been

restricted due to rationing:

It seems reasonable to suppose that if such patients had never
become obese they would not have developed tigpaccordingly

it was food rationing , by reducing the weight of, and by preventing
obesity in potential diabeticsthat inadvertently reduced the
incidence of diabetes in general in the couffry.

The impact of war on diabetes incidence and mortality thadefore prompted a
greater consideration of primary prevention in diabetes, drawing attention in
particular to the benefits of a restricted dietiayenting adutonset diabeteswhile
genetic discourses and the idea of hereditary predispositiorcdradnced early

twentiethcentury specialists that the development of diabetes in family members

“H. John, 6The DénmdbattheiAnnudPMeetingoh @hib Staté®Medisal
Association at Cleveland, Ohio, (May, 1947), courtesy of the JaakéNCollectionGB 338
MS238.

“H. Himsworth,inF.G Young and K. C. Richardson O6Discussi

Proceedings oftte Royal Society of Medicing@21 (1948), p. 330.
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was somewhat inevitable, the wartime decline in diabetes and its complications
during a period of food restrictions led a number of physicians to believenticht

could be done to prevent, or at least postpone, the onset of diabetes in susceptible
individuals. By the end of the war and beginning of the 196@%, prevention of
complications through moderation in eating and weight loss became a key focus in
diabetes management, leading influential sections of the profession such as John,
Himsworth and others to believe that if only the nasaiet could be regulated, then
there would be naeed for medical intervention.Discussing the treatment of

diabetedy diet in 1947, John upheld that:

Many patients can be treated by diet alone; in fact all patients can be

treated by di et al oneét he mi | d di abe:
arteriosclerotic diabetic can often be managed on a mildly restricted

diet alone. If 8, then all is well and we can proceed along those

lines and with a periodic chealp make sure that he is controlled on

such a routine. If he can be, then this is the easiest way out of the

difficulty. *°

While those who advocated the dietary managemeditibetes remained clear that a
cure for diabetes had yet to be developed, the war years provided evidence that
controlling the condition through a moderate diet and weight loss was the key to
prevention. Complementing the previous discussion of the a@weint of oral
antidiabetic drugs, the following chap&ramineghe historical developments which
shaped understandings of diabetes and its management in th@apgstriod, in
particular the fate of the poswar interest in diet and primary preventioatlined

above. Specifically, the chapter explores the history of population screening for
diabetes and the role of detection studies carried out in the U.S and Britain in the late

1950s and 1960s in shaping aetiologies of diabetes and how it shoulektss .t

430 1hid, p. 38.
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Alongside the discovery and utilisation of the new oral drugs, this chapter
demonstrates that the raut of mass screening campaigs] crucially, the focus

that they placed on familial risk and genetics, played a key role in generatingtsuppor
for the pharmaceutical management of diabdteter relegating diet therapy to a

minor key in the postvar decades. Coinciding with the availability of the new oral
antidiabetic drugs, detection campaigns for diabetesm& d t o wuncover
diabetcsd0  a mthen gopulation. Or i gi nati ng i n the 193060
complications, the search for hidden diabetes stemmed from the belief ami@ing ce

parts of the profession i@ Gdpiraeb et i c, @ treatédeedrlg endughanith the

new oral agets, could halt the progression of the disease from developing into its
symptomatic stat&®> While existing histories of this period, notably Greene, have
correlated these twin developments as an attempt by industry to expand the market
for the new oral agnts, this chapter focuses instead on what the renewed interest in
geneticswhich accompanied detection campaigns, meant for holistic aetiologies and
traditional treatments like diet therapy in the subsequent decades. Tracing the history
of screening fordi abetes from the | ate 195006s o0
examines the key historical figures in Britain and the U.S. who orchestrated detection
campaigns and the principles that guided their efforts. With a key focus on
aetiology, this chapter congits the role of diabetes detection campaigns in shifting
understandings of diabetes from the psychosocial explanations present in the first
half of the twentieth century, towards a firmly biomedical approach in which
heredity resurfaced as the most viablgplanation behind the rise in new cases.

Examining the history of screening campaigns and the shifts in theories of aetiology

“IM. Moor e, 6 F ohied DiabstesMandgemeantnamd the Patient in Twentieth Century
B r i t History 6f Medicine and Allied Scien¢e:2 (2018), pp. 15067.
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which accompanied them, ultimately provides a new lens through which to better
understand the transformation of diabetes in th@siod into a typically genetic
disease, one which was paired with pharmaceutical interventions as the most

effective form of mangement.

The history of screening and its development in the-pastyears is, aslorabiaand

Zhang i shetnbutiefysichamd most |l y s £33 Ihrecerttyearbe wr i
a number of historians, notably Greene, Tuchman and Moore, have provided wide
ranging analyses of the history of screening, providing disparate interpretations of

the impetus behind diabetes deiten campaigns and the key actors who drove the
expansion of screening in the posr period. For Greene, screening and the

di agnosis of o6hiddend patients with diab
the | ogic Opr event arecilydirked pvithairrdustaycefioltotg y 6 a n
expand the markets of their latest products. According to Greene, the development

of drugs such as Orinase and Diuril, an -#ypertensive, fuelled a movement to

make the screenilgnd t r eat ment oiotha pilkic heakrepniorith®a t i e nt
Gr e e n@\8issituatas he search f dasdépaddeaf dUppehae
in the late 1950s to market Orinase in a way that would actively increasarttier

of individuals diagnosed with diabetedn orde to achieve this, ADA detection
campaigns accepted funding from Upjohn and other pharmaceutical companies to
allow for the manpower that mass screening campaigns redtirédr om Gr eene d
perspective, that Upjohn and other manufacturers funded much oA D&\ 6 s

screening efforts in the United States, attests that the drugs themselves were used as

32 A, Morabia and FF. Zhangp Scr eEno mgCo n ¢ e p PastgraduateAauinal af n 6 ,
Medicine 80 (2004), p463.

33 GreenePrescribing by Numberp. 84.

%34 1hid, p. 98.
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an argument for expanded detection programmes. However, while these groups were
central, both in funding and organising diabetes detection campaigns in thd Unite
States, Greeneds account overlooks the d
screening, in particularthose such as minority groups, women and patients
themselves. Providing another perspective on the role of diabetes detection
campaigns, histtan Arleen Tuchman describes how screening programmes in the
United States revealed diabetes to be a disease of minority groups, exposing the
extent of racial and ethnic incidence and the vast inequality of care present compared

to the white diabetic pogation** According to Tuchman, not only did detection

drives reveal the true incidence of diabetes among black and Mexican American
communities, but resulted in a significantly increased knowledge of diabetes, and the
potential consequences and complmasi without treatment, within these
communities. Thus, rather than a tool to medicate largely healthy populations,
Tuchman demonstrates how population scre
taken up by black communities and civil rights leaders indatd achieve equal

health care and eradicate racial health injustices. Incorporating the agency of black

leaders into histories of screening, Tuchman explains:

That so many of those million were found among populations that
were neither white nor middlelass can best be explained by the
civil rights movements battle to get the nation to recogrisand
then to eradicate racial and economic injusticé®

Tuchman explains that as the ADA expanded the number of detection drives around
the United Stateshe civil rights movement began targeting inequality in health care

by participating in the search to find

43 A, M. TuchmanDiabetes:A History of Race and Diseag@ew Haven¥ale University Press,
2020.
43 bid, p. 147.
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minority communities. As the civil rights movements took on issues relating to
inequality in health care ld&ck physicians began to take on rising cases within their
communities by recommending routine examinations as a way of detecting diabetes
before it progressed to unwarranted complicatfdhdn identifying a range of actors
involved in the history of sceming in the U.S., Tuchman demonstrates the central
role of black leaders and physicians in establishing diabetes as a civil rights issue. In
doing so she illustrates the complexities of this period in the history of diabetes
which have hitherto been oveoked, reveling a history of screeningntimately

linked to poverty, race and health disparities. The following chapter thus contributes
to the existing literature outlined above, examining further aspects within the history
of screening which have y& be examined, such as the role of female physicians in
the history of detection campaigns and the aetiological shift which resutadlHie
expansion of screening. Moreover, as much of the existing literature has
concentrated on the United States, tthapter fills a significant gap in the literature

by accounting for the development of screening in Britain, drawing particular
attention to the role of historical actors which have hitherto been overloakedas
British diabetes expert Dodn Walker.Ultimately, the role of actors such as Walker
highlights the significance of screening programmes, and female physicians, within a
narrative which has predominantly portrayed peat changes in diabetic
management as being driven by industry, the reusgdon of health services, or

male-dominated research clinics.

“¥bid, p. 151.
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Origins of Postwar Population Screening

The origins of population screening for diabetes lie in the development of urine
analysis for life insurance purposes and the invention of #iefactor’®® The

presence of sugar in the urine as an indicator of diabetes had been known since
antiquity but it was not until the nineteenth century that the first chemical tests for
detecting glucose in the urine were devi$&d.Shortly after, around B%, urine

analysis became a standard part of medical examinations carried out by life insurance
companies in order to predict the development of-thfeatening diseases in
apparently healthy applicart¥. According to Rothstein, urine analysis was a
Oreelvut i onary advance i n i fe Il nsurance
companies to identify disease in its latent stages. Rather than a tool to improve
public health however, screening for diabetes in the early twentieth century was
largely concerned wh improving the process of selecting policyholders. As Louis
Dublin, chief statistician of the Metropolitan Life Insurance Company observed
when he joined the company 809;t he c omp an Yy diseases éikei st i C
di ab et emstruced fer finarial purposes primarily, and for checking on the

rates of premiums charged. There was litl@aihy i nterest “'n the

Around 1900, life insurance companies in New York performed urine tests on 71,729

insurance applicants in order to identifgnd prevent, those with diabetes from

438\W. G. RothsteinPublic Health and the Risk Factor: A History of an Uneven Medical Revojution
(New York: University of Rochester Press, 2003), p. 63.

9 Ipid.

9 |pid.

41| Dublin, After Eighty YearsThe Impact of L# Insurance on the Public HeaJtfGainesville, FL:
University of Florida Press, 1966), pp.-80. Quoted in W. G. RothsteiRublic Health and the Risk
Factor: A History of an Uneven Medical RevolutigNew York:University of Rochester Press,
2003), p63.
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obtaining life insuranc&? Only a few years later, tests and screening began to be
carried out on potential military recruits in order to reject those with diabetes from
entering the military during the First Wonllar**® In the interwar years population
screening was subsequently adopted by the education system in the form of the
school health examinations which sought to identify early signs of disease and
abnormality which could be ameliorated in line with thewnknowledge of
nutrition** This strategy was then extended to new recruits during the Second
World War when screening for specific diseases, such as tuberculosis, syphilis and
psychiatric disorders, as well as diabetes, was carried out in order to ptbbgs

with a chronic iliness from entering the militaiy. By the late 1940s screening was
held to be the most effective means of surveying whole populations in order to

identify the diseases of later adult life that may lie hidden in middle age.

In the early postvar period, a transition from degenerative to preventable
understandings of chronic disease had prompted further examination of disease in
terms of risk. Accordingly, the traditional view of chronic disease as an inevitable

part of ageing bean to be replaced by a public health focus on screening and the
treatment of risk factor§® While the invention of risk factors in disease had

|l i kewi se emerged from the | ife insuranc
mortality, the postvar rise in tironic di® a s e , as Ar msheraldedtge i dent

emergence of a new form of clinical practice concerned with the surveillance of

Y“2A Moraba and F. F. Zrhraonny ,C o6nScerpePestgradogte Aaumal af n 6 ,

Medicine 80 (2004), p.465.

“SEPJoslin, 6Diabet e dAMANX (1843) pp.t198B0y Ser vi ce o,

“43) . L. Bar ona, thdTHelnterrtdnal Gamtexadriny thellateAlVa r  C Sacigli s 6 ,

History of Medicing21:1 (2008), pp. 8205.

“*D., Armstrong, 6Screening: MBogopgyrofgHealreadd ci neds T
lliness 34: 2 (2012), p. 177

“4® GreenePrescribing by Numberg. 13,
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6healthyo6 patients witdpaceadeo.ft dithidexe s Dd
this context, screening, though uppéar with both the public and physicians, gained

new life and the identification of diseases in their earliest stages became the public
health approach of choié&® As Weisz describes, looking for early stage cancers for
example had become a routine aityhand by 195Q 250 cancer detection cerdre

were functioning across the U*S.

In the immediate aftermath of the Second World War, diabetes was one of the chief
conditions rumoured to be Ohiddend in |
populations. Irorder to investigate this supposition, researchers Leo Krall and Hugh
Wilkerson conducted the first largescale community diabetes study in theitJ.S
ElIli ot Joslinés hometown of Oxford, Ma s s
Public Health Servie , Kral l and -7wiudy lkaimed 00 det@raineltite 4 6
prevalence of diabetes in a typical American community; to evaluate the techniques

and methods of largescale diabetes diagnosis; to instil in members of the public a
realisation of the need fqreriodic examinations for diabetes; and to discover every

case of diabetes and provide prompt treatment in order to avoid further progression
and complicaton° Havi ng surveyed three quarters
using urine and blood glucosesting, the results of the study found diabetes to be
prevalent among 1.7% of the population, a total of 466 undiagnosed‘tasasll

and Wilkerson used this figure to conclude that one million Americans had

“D., ArmstronMappBongeMedhngi ne 6Ssciolbgy ofpleatthahd Spaces o,

lliness 34: 2 (2012), p. 177.
448\Weisz,Chronic Disease in the Twentieth Centypy 159.
449 1h;
Ibid.
OH Wi | ker s on iabeteslin dNew Englandl Towh:Séudy of 3516 person in Oxford,
Ma s s a ¢ hJANAs 135 (3947), pp. 20216.
451 pid.
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undetected diabetes, ultimataiving rise tot he noti on of 8% he
Those who supported the notion of diabetes as a public health problem, which
warranted early medical treatment in order to avoid progression of the disease and
future complications, began to quote this figure to mebikefforts for widespread
screening of asymptomatic populatidi$.In the U.S., physicians at the Joslin Clinic
were at the centre of these efforts. In 1951, Joslin diabetologists Harry Blotner and
Alexander Marble published an article in thiew EnglandJournal of Medicine
advocating for greater community detection, early detection and the medical

management of diabetes:

The earlier diabetes is discovered the easier it is to control, the less
likelihood there is of complications and the better is theyposis.
Among serious diseases, few are more responsive than diabetes to
specific medical management, which, even in the absence of cure,
prolongs life, increases efficiency, protects earning power,
minimises disability and adds to the joys of living. wéwver, today

there are many diabetics, roughly estimated at a million, who are not
under treatment because their condition is undiagntsed.

The importance of finding the hidden diabetic, they argued, was a matter of urgent
importance. Consequently, b948 the ADA had declared its first National Diabetes
Week followed by a series of national diabetes detection drives commencing in
October 1949°° Aiding these screening efforts further, in 1957 the MAases
Laboratory developed the Clinistix, a more wenient and accurate urine reagent
strip which was later found by Kohn to also provide accurate results for blood

glucose, leading to the development of the first blood glucose test strip, the

52 GreenePrescribing by Numberp. 98.

%3 |pid.

“‘H.BlotnerandA. Mar bl e, ¢ Detectior, Pubkc Edlication and Community
A s p e blewsEdgland Joural of Medicine245 (1951), pp. 5675.

5> GreenePrescribing by Numberp. 98.
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Dextrostix, in 19653>° By 1958, the ADA had distributed 1.5 fioh urine test kits

and had fortytwo diabetes screening drives in progress in cities across th&’U.S.

By 1963, the Upjohn Company had pledged
di abetesd, providing financi ansionsolitpepor t t
diabetes detection drives, as well as providing material support in the form of
advertising, films and the distribution of test Kit8. Soon hundreds of diabetes
detection drives were underway in both the U.S. and in Britain, resultinigein t
discovery of thousands of new cases, many of which were found among ostensibly
healthy people within the population. As diabetes screening efforts were expanded
throughout the 1960s, events like National Diabetes Week transformed into month
long events increasing public awareness of the diseaged consequently
transformed di abspbkens offr oimfn ah udihseata atee r dns |,

condition that had ceremoniously entered the national §tage.

Screening in Britain: Joan Walker and the Diabeic Survey

As discussed above, historians have outlined some of the key groups and individuals
who were instrument al in driving-wdarhe se:
period. However, little has been written about the history of screeningtairBnor

how British attempts to uncover undiagnosed diabetes shaped contemporary
understandings of diabetes and its management. While detection programmes in the

United States were fuelled by industry and the availability of new medications to

s, F. Clarke and J. R. Foster, OA hnomsitoringoy of bl
di ab et e sBritimleJournaltofiBomedical Sciencgd:2 (202), p. 85.

7 bid.

48 |bid.

49 C. FeudtnerBittersweetp. 211.
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manage clonic conditions, archival evidence suggests that screening in Britain
evolved from an altogether different political and disciplinary context. Driven by the
creation of the welfare state and reorganisation of British social medicine, Moore
describes howaial researchers and the medical profession, motivated by the need
to plan services and utilise the research opportunities offered by the welfare state,
began to survey the population which led to extensive detection studies of allegedly

healthy communigs®®® |

screening, Weisz has described the debate around the usefulness of mass screening

programmes and the feeling among the Ministry of Health that screening would be
incompatible with the structure afedicine in Britain. The British medical
profession, Weisz describes, were bitterly divided between those who supported
screening programes and t hose Tha tdme mfadociorsais toce d :
valuable to waste on examining the transparently hale amdyhehen there is an
unfailingsupp y of t hose wHoWhikesane seetiank Of the Brifisie k 6
medical profession quarrelled over the merits of population screening and
responsibilities of GPs, others embraced the new research opportunisiestedeby
a new National Health Service and the chance to carve out their position in the post

war medical landscape.

460M. Moore,Managirg Diabetes, Managing Medicin€hronic disease and clinical bureaucracy in
postwar Britain, (Manchester: Manchester University Press, 2019).

WIR., W. Ellioon &ffhlel IPme vRubli ealt i70(1065% p. 824.eGuoted
in Weisz,Chronic Disease in the Twentieth Centypy 198.
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Figure 5.2 Joan Walker (left). [Courtesy akicester Special Collectiohs

At the forefront of diabetes screening cangpai in Britain was Dr Joan Walker, a

pioneer in diabetes research based in the Leicester area from the 1950s onwards.

Wal ker established the Leicester Diabete
clinic, where she introduced h e i dea o ft e a mAlbrihside bhert e s
i ntroduction of specialist di abetes nurs

elicited a major shift in diabetes care nationally and gained worldwide adfaim.

Born in 1902, Dr Walker had been a physician at the Leicester| Rayenary

during the Second World War, a period in which women were underestimated and
underrepresented in mediciffé. Re me mber ed as an <hinknpp!| e of
i ndividual 6, Joandés obituary describes h

space and resources in the hospital after the war and the return of male staff members

“““Obi tuary: PrhdielDiabétes Iktenatidnall2:5 (1995), p. 226.
83 pid.
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that encouraged her to develop new approaches to the medical management of child
and adult diabete¥* Whi | e Wal kerdés approach, which
community care, has since become standard practice in diabetes management in
Britain, at the time her approach was considered both innovative and héfatical.
Among many of the firsts achieved over the course of her career, including being the

first female Preaslent of the Leicester Medical Society and the first woman to give

the Banting Memorial Lecture in 1966, with her study of diabetes prevalence in the
Leicester village of Ibstock, Walker was one of the first, and the first female
researcher, to undertake pmpulation survey in Europ&® Wal ker 6s i nter
undiagnosed diabetes was sparked by several early studies in the U.S and Wales
which had indicated the presence of as many undiagnosed cases among the
population as there were knoWH. Having observed dbetes detection drives and
events such as Diabetes Week in the U.S,
far been done in Britain to obt®Wwhle a pre
three small studies had been carried out in England andsWhéy had fallen short

of compiling a complete census of individuals diagnosed with diabetes and other

details about their lives that might aid an explanation of their diagnoses. In

*** Ipid.

46> \Walker doubted that pisicians could keep up with all that was required in the care of diabetic

patients and therefore suggested the need for diabetic nurses to assume the role of teaching and caring

for those newly diagnosed with the disease. However, as Tattersall pojmsejudice against

women and the fact Walker was trespassing into the territory of paediatricians meant her ideas were
considered 6too revolutionary for the times and ¢
the right personality: developme o f d i a bJeurnel sf DiahetessNursirgy&® ,(2003), pp.

71-75.

% Ipid.

8" The results of the first diabetic survey by Krall and Wilkerson in 1947 in Oxford, Massachusetts,

were confirmed in a survey by Kenny, Chure and Best in their suofdlisee Canadian communities

in 1951 and 1953 and then by Cochrane and Miall in similar surveys carried out in South Wales in

1956. Two small er studies were then carrietheout i n E
Medical Officer 96:5 (1956 nd C. T. Andrews, OA SBMJVI&@l6 of Di abe
(1957), p. 427.

). Wal ker, 6The Det Rostgradoate Medical loarnak54Qa3 (1850)apb et e s & ,
302.
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December 1947, Stocks had found 98,208 diabetics on Food Office Regmste
England and Wales, an increase from 91,897 in December 1945, while the Survey of
Sickness had found an incidence of 239 per 100,000 in-1%&l 370 per 100,000

in 19507%° By 1956 the BDA estimated that there were around 200,000 people
diagnosed wit diabetes in Britain however this figure was largely an estimation
based upon the statistics found by Krall and Wilkerson in the*{3.$hus, while it

was indisputable that cases were rising, in Britain there was little knowledge or
accurate figure of th@unber of people with a diagnosis. céordingly, Walker
decided to carry out the first thorough population study of diabaetéisei English

town of Ibstock. Having founded the first diabetic clinic in Britain in nearby
Leicester, the town provided a ptigal choice of location for the study. In addition

to the proximity to her diabetic clinic in Leicester where both samples and patients
could be referred, Walker explained in a letter to her colleague, Dr Fletcher that it
provided a diverse sample of opations, including; mining, agriculture, and light
industry, domestic and clerical employment. This was important to Walker as she
had been drawn to the findings in Wales which indicated a clear association between
diabetes, occupation and body weigit. Based upon both her own interests and

previous findings, Walker aimed to establish:

éexactly the number of undiagnosed cas
the families and investigate possible hereditary factors, to investigate

possible aetiological factorsf a) stress b) diet and c¢) occupation,

and to begin a followup survey and repeat the survey every 20

years?’?

49p_ StocksSickness in the Population of England and Wales, 1194%, (General Register Office,

1949).
470| etter from J. P. McNulty to Dr Joan Walker, 6 January6l@an Walker Collection.
“'A. L. Cochrane and W. E. Miall, 6The Epidemiol o

Proceedings of the Royal Society of Med¢{956), pp. 262262.
23, Wal ker, 6The Det Rostgradoate Medical loarnak54Qa3 (1850)apb et e s & ,
302.
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Wal ker s intentions for the study elucid
range of potential causes for the onset of diabetes. &sdent here in 1959, when

Walker set out to study the rate of undiagnosed cases in Ibstock, she was interested

in a multifactori al aetiology of di abet
physiology as well as those triggered by psychosocial avicoemental factors. An
examination of Joanéd6és early publications
on the detection of latent diabetes, Walker describes her interest in what she termed
the O6trigger mec h-eangingfactors,icdoding; rapidbchildh®ed, wi d
growth, obesity, infection or severe and sustained emotional stress. Of these factors
Walker was particularly drawn to the role of stress, evident from her research
published in the 1950s as well as the literature she collecieatgly.*’® Over the

course of the twentieth century, the concept of stress became a popular means of
explaining the onset of many illnesses, but the impact of the Second World War in
particular highlighted the myriad ways stress could manifest both physacad
mentally in the bodyWal ker 6s interest in the role
gathering at a time when wider concerns over the health and productivity of a

6stressed nati ond*

W& Jaeksora descrebasd peacenfollowing i n g .
the Second World War brought little immediate relief from stress and the
perpetuation of global instability during the Cold War further amplified the anxieties

and cumulative stress experienced by already vulnerable popufdfion8a | k er 6 s
personal papers iliirate a modest body of literature on the role of stress in dmbet

published prior to the 19503/Nhile much of this research was, as Walker

acknowledges, buried in journals of psychiatry, it demonstrates the wide range of

%3 . Wal ker , 6 S tTheePsastitionenld8 (19573, ppe 39699. 6 ,
47" M. JacksonStress in Postar Britain, (London Routledge, 2015), pp-3.
473 | bid.

221



influences which were consideraalbe of aetiological significance in explaining the

onset of diabetes prior to the hegemony of the biomedical M@deicluded among

this literature on the role of stress in diabetes was the wofklbhm Menninger, an

American psychiatrist and dounder of the Menninger Foundation in Kansas who

was among a group of psychiatrists who supported a pgibal aetiology of

diabetes. St udyi ng patients at his familyods
Menninger and his colleagues had found a partiguirbng link with patients with

diabetes who were diagnosed with depression and arffetylenninger noted the

difficulty in noticing the link between diabetes and mental disorders during diagnosis
due to the physiciands elnatcoks onfie ngtuael s thieoanlit
that an investigation into a potential link between the two conditions was rarely
carried out. Nonet hel ess, Menningerds o
to conclude that psychological influences may be of agficdd significance in

diabetes, in both the onset of the condition as well as greatly influencing the
conditionds *“8Iin 19364 Meaningeo published. an article on this
connection, describing how ad e mot i o n a | andf sigast of apathynen 6
indifference were not uncommon among diabetic patiEits. Menni nger 6 s
observations thus led him to conclude that psychological factors not only greatly

i nfluenced the patientds ability to mana

could produceliabetes as well. Indeed the idea that diabetes was psychosomatically

47®\Walker was among asmallnumbérop hysi ci ans who s upopdmabeteed t he 6i
developed by W. P. U. Jackson which considered diabetes a latent condition which could be made

visible by certain stressei.e. pregnancy, infection or other shocks to the system. The idea that

diabetes can be triggered and lay dormant in the form edipteetes is often traced to Jackson but the

origins of the term can be traced further still to Basu in 1916 (see chapjerW.P.U. Jackson,

OPresent St atDabetes9:5pP1060)dpp.8F8et e s 6,

“7W. MenningeRel @tTihend mites of Mental MDirrmlof der s anc
Mental Science81:333 (1935), p. 333.

4’8 |bid.

4 |bid.
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induced held considerable traction during the 1920s to the 1940s; Savage and
Maudsley likewise believed that emotional stress could produce diabetes; Emerson
observed that diabetes eft followed intense emotional crises, while Nielson viewed
diabetes as a neurological disease which could be initiated by emotional upset and
severe mental strafff’° The feeling that diabetes could be brought on by stress,
shock or anxiety is reflected e number of oral testimonies of patients diagnosed
with diabetes in these years. An example of this can be heard in an interview with
Margaret Elliot from Sidley, diagpsed in 1930. Margaret recalldte time of her

diagnosis:

We just used to live a noral village life- you know, go out to play

on the green and skipping and running and all the rest of it, until |

developed scarlet fever. That was the beginning of my downfall that

was. | came out from the isolation hospital and then was knocked

over bya car, and they think the shock of the two things possibly

brought the di abetes onto meéthere was
behind me at all, so | suppose it was possibly the shock that brought

it out on me'®*

The notion that emotional stress causedhmck could explain the onset of diabetes
can be heard again in an interview with Ann from Londdiagnosed in 1946 she

reflected

| 6ve often wo niddeeme dut of b yast ifamilyls h o u

have, well, about forty or so cousins,-oe else has itl believe a

great aunt had it imndia, but | should imagine it was type B because

shewas,itwas n her ol d agtdave liwetd becaudee coul dnod
this was the prénsulin date. So all | can think of is that it was the

shock of coming back tBnglandreally. It could have started from

“0G.H.Savage 6 Gl ycosuri a, Oana MedtSo&894a)pd. 908G H.ni t y o,

Ni el son, OEmoti onal andAMR §,(1927), pp. 16283% €. B.fEsersom Di abe't
6The Emotional Life and its | mport iadoaredndiama t he Pr c
State Med. Assqcl2, (1926), pp. 47877.

481\, Elliot, Interview.
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the dgglth of my father when | was five because we were very

close:
Consequently, prior to the pestar period then, multiple narratives were available in
order to explain the aetiology of diabetes and much like Megeniet al, Walker
believed stress could both induce diabetes as well as disturb good control in
patients’®® Walker cited a number of examples of physiological factors that could
influence the emotions and psychological outlook, such as puberty, menopause,
pregnancy and menstruation. The latter, Walker argued, was a particularly important
consideration, as variations in control brought on by physiological imbalance could
be the result of prenenstrual tension and monthly hormonal fluctuatitfis.
Evidently hen, Walker had wide ranging interests in the aetiology of diabetes which
accounted for a vast range of social, environmental and physiological factors which
could both cause diabetes and affect go
Ibstock study, a popation survey of diabetes and its causes, reflected this range of
influential factors. Thus in addition to studying the possible heredity foundations of
latent diabetes, the study set out to survey the incidence of obesity among the
affected population, ag e | | the individual s history
family illness, experiences of domestic or financial anxiety, or other taxing
experiences such as trouble at work. With the support of the BDA and a team

including field workers, health visite and dieticians, the Ibstock study began in

May 19574 Writing in 1959 Walker described how:

482 A Walton, Interview, 8 August 2008ritish Library C1239/01
3. Wal ker , 0 StTheePsastitionen1d8 (1957, ppe 39698. 6 ,

484 1a;
Ibid.
“83|n orderto obtain the caperation of local residents, the BDA delivered a flyer through every door
in the town, explaining to the | ocal population t
| aboratory or in hospitaltd umudters dmeattiumed Raddtid it
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Preliminary contacts were made in the village, and leaflets

explaining the project were taken home by the school children,

handed out by the doctors in thaargeries, and also distributed

through the district nurses and local health visitor, through the

Mi ner so wel fare Association and Towns
fieldworkers inevitably called twice a day at every house, using the

complete electoral roll as thdiarget. Everyone was asked to pass

urine before the tea meal and discard it, to add two extra
teaspoonful s of sugar to the meal and
hour later in the labelled bottle supplied. When the field worker

returned the next day, shested all the specimens in view of the

family by an enzyme method (Clinistix). The final details were

entered on the form and, if sugar was present, the individual was

asked to attend at a centre in the village for a standard gilucose

tolerance test®

Wal ker 6s study of l bstock confirmed the
suggested there was a | arge number of
asymptomatically, among the population. Prior to the study there had been thirty

t hree Okncoswdn idni albkegstiock, however after s
Ibstock using the Clinistix method to analyse the urine of the local population, a
further 167, 4% of the population, were identified to have glycosuria, an excess of
sugar in the urind®’ The resilts of the Ibstock study indicated considerable
prevalence of diabetes in cases where a family member was already diagnosed.
Moreover, the results also indicated a high frequency of diabetes in cases where
stress, obesity or 6p#®% Fdlowingothie resutsngf n 6 we
Wal kerds | bstock study, screening for 6h

inspired further diabetes prevalence studies in larger cities such as Birmingham and

people in,sebh®dedi hame 8é& s e ar cBhitiskaDabeticG\ssoaihtiokl853)] t h 6 ,

Joan Walker Collection.

3. Wal ker, 6The Det Rostgradeate Medical loarnak54a3 (1859 p.bet es 6,
302.

“®’JWal ker, O6Early Diabédpesf DiAabFéwves YearTaekoEh g wi s !
Lancet 284:7353 (1964), p. 246.

praft of J. Walker 6A Study odl ithhke Gammumilt H6 s tJ
Walker Collection.
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Bedford® These studies conf i slbseockstudy@adthoses ul t s
carried out in the U.S and Canada and projected that the national prevalence of
diabetes had increased from 0.3% of the population in 1953 to around 1.2% in
19597%° Such findings attracted considerable attention in the medicabgmtess

which swiftly declared diabetes and otherfiom f ect i ous mal adi es t
immediate public health thre&t Newspapers reported on what was now being
referred to by practitioners as tattedhe exi
and untr eathe@uardians e p s e 6the disqdieting gonclusion that

there are about 300,000 undeteck cases of dwhdebhe®bsesverj n Br i
reporting on the o6dangers of hidden diab
hidden diabetes by announcing its participation in a survey of its employees in order

to oG6uncover WP dodreseguerdly, thé eesultsco$ British diabetes
surveys carried out by Joan Walker and others fuelled a nationwide search for
undetected dibetes which saw not only researchers but employers and voluntary
organisations contribute toward the search for latent cases of diabetes. Within
Wal ker 6s personal correspondence can be
Officer in charge of the Ford Mors factory in Southampton which details a survey

carried out on their 3000 employees. The lettercil®ss how employees were

issueda Clinistix enclosed in a small envelope bearing the employees name and
works number, together with the instructions lmsw to carry out the sample. Of

those issued, 465 employees returned their envelopes, 107 employees reported that

¥c. L. Sharp, 6Di ab et Raeedings oftheyRoyialSocBte af Matlicite 196 2 6 ,
57:3 (1964)pp. 1931 9 5 ; Birmingham Diabetes Sur vpRepdor ki ng
on the Bir mingh&8wJ, 331970y ® $01.0f 196206,

499 Moore, Managing Medicingp. 5960.

“l6Di abet es as a PThb Mddical Offieeal06:94 (1951),albah \Watkér,

Collection.

“oUndetected Cdeaedian 0ofl Diaabargs@960; O6The Danger

Observer 17 April 196Q
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the Clinistix had changed to blue indicating signs of glycosuria, 12 employees were
later referred onto their doctors, who accoglito a lé¢ter to the BDA were
Gelighted that an eéary di agnosi s .*h imdddibioa ¢éonemplogetse 6
voluntary organisations such as the Lions took up the search for ddadsriesy

facilitating diabetes awareness campaigns throughout the UK.

Let ‘em go ... Bridport Lions gresident Bert Williams (left) and Bridport Mayor Harry
‘Summers releasing hundreds of balloons as part of the diabetes awareness campaign.

' Screening for
- diabetes

SEVERAL were test the glucose levels
Mhlﬁd’ ps after were bought by the Bri d-
day port Lﬂn mln‘d “wl: be
w m nted to the Bridport
&z dpon, calth centre for use

llwre
::":u"";‘,ﬁ;"‘,’ M Cullis dded that the

3 machines would be bor-
o .‘ w m:adlnrlumremenlng
0 gueued 2 da

Figure 5.3 Screening for diabetes as part of the Bridgeport Lions dlabetes awareness campaign
(1968). [Coutresy of theUniversity of Leiceste}.

A Vol untary Diabetic Detection Surveyd, letter
the British Diabetic Associatiomndated,Joan Walker Collection.
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@ “This won’t hurt a bit” — Sister Ruth Morse, from Bridport
General Hospital (right) takes a blood sample during the Lion
S ' diabetic screening day. ;

Figure 5.4 Screening for diabetes as part of the Bridgeport Lions diabetes awareness sampaig
(1968). [Coutesy of theUniversity of Leicester Special Collections].

Popul ation studies of diabetes prevalenc
only propelled the search for hidden diabetes in Britairalaatplayed a key role in

shaping uderstandings of diabetes as an inherited disorder. Prior to these studies
and the mediads publication of their fini
knowledge of the causes of diabetes around this time was limited. A study of lay
knowledge and understandings of diabetes carried out in Dundee in 1960 for
example found that only 0.4% of 250 participants understood diabetes to be caused

by heredty, while the majority, 66.8%were unaware of the causes and a further

18. 4% cited @& Fhegsardiersoconclddédithato d

It was thus clear that the great majority had little or no idea about the
nature of diabetes or about the types of persons most likely to
develop the disease. It was interesting to find that only about a third
knew of te relationship between diabetes and obesity and that, on
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direct questioning, only 10 per cent were aware of the hereditary
aspect of its aetiologt’*

Accordingly, with little public knowledge of the aetiology of diabetes around the

time of diabetes detectin campai gns, the el ements of
were underscored by both the medical profession and the press were incredibly
influential in shaping public understandings of the nature of diabetes, particularly in
terms of whether it was considdran environmental or inherited disease. The
Ibstock study had not only found a high frequency of incidence where a family
member had been previously diagnosed with diabetes,alsat a significant

i ncidence of di abet es whaeornmee ndt rweesfSe, porbees:
Despite her early interests in the link between stress and diabetes, it was the heredity
link however which captured Walker and herleafusb attention. Observing the

material obtained from the survey, Walker singled out thelteebetween family

members as the priority oluifurer e s ear ¢ h ifimd out mares aboultt thee: 0
genetic pattern of inheritance, to observe whether time alone turns disitettdse

i rrever si B% @nsequent,while the Ibstock study hatl sut to study
wide-ranging factors involved in the onset of diabetes, and indeed had found a
significant correlation between diabetes and stress, it was the heredity component of
the studyés findings which capt efoead medi

point of research and prevention efforts theredfter.

3. J. A. Reid, O6Publ i c THenMedidal©ffiqerd03¢1060)DppRP et es Me |
28.

““Draft of J. Walker O6A Study odl itdhle Gammumilt yH6 st
Walker Collection.

49 | pid.

3. Wal ker, 6The Det Rostgradoate Medical loarnak5@Qa3 (1850)apb et e s & ,
302.
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Ol t Takes Two to Make a Di abet
Diabetes

In the 1990s, Canadian feminist and epidemiologist Abby Lippmann defined the
tebmbégeneti ci s at The evergrawing teiderscy to didtirguish people

from oneanother on the basis of genetics; to define most disorders, behaviours, and
physiological variations aswHoly or i n par t*® Wihnterodtsin i n or
the older critical lopedckintme 1870xehy criticallthewistst i on 6
Irving Zola and Ivan lllich, geneticisation similarly attacks medical practice
suggesting that modern medicine has done little to improve the health of
populations'®® In applying this term to diabetes, Hedgecoedsaihe geneticisation

of diabetes to the 1970s when the divisi
aetiology took placé®® As | demonstrate here, however, there is substantial archival
evidence which suggests that genetic theories of diabetest@opeominence

alongside thbeks detection programmes at least a deeadées.

Following the lbstock study, Walker travelled to the United States where she met

with American colleagues working on diabetes detection programmes, including
those at theaklin Clinic. In her private notes, Walker eajis how the trip allowed

h e to as§ess medical opinion on my work and acted as a stimulus after | returned
andr ecovered t°%Frta@amkeehamianihdmg Wal ker s per

and research colbet i on, Wal kerdéds trip to the U.S,

YA . Li pp m&enstizationdfHealthand llness$: mp 1 i cati ons for Soci al |
Endocrinologig 29:1 (1991), pp. 890.

““AMHedgecoe, 0Rei n@lassification,diviSion artd thé @eseticisation of

Di s e BMewdsSénetics and SocieBl:1 (2002)p. 7.

%00 pid.

Correspondence relating to Wal ke«%2),Jmhans for t
Walker Papers, University of Leicester Special Collections, GB 338 MS238.
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interests in the heredity component of diabetes aetiology and bolstered her ideas for a
subsequent study which would tec solely on the genetic link.This can be
identified in correspondee to colleagues following her visit concerning her
arrangements to repeat the Ibstock survey in 1962, in wheliescribes her plans

t o stheugdngtic dspectsratheath t he stress” factors thi:s

Physicians at the Joslin Clinic such as ilgdWlarble and Root were at the forefront

of genetic research and, as seen in chapter four, were formidable advocates of the use

of oral hypoglycaemic drugs in the treatment of the new cases identified by detection
efforts>®® Considering the focus of diabee s r esearch at the tim
the U.S, there is a strong likelihood that her time spent among her American
counterparts strengthened her interests in screening to uncover hidden cases of
diabetes, in particular her interests in studying fature of diabetic inheritance.

While visiting the U.§ Walker attended the 1960 annual symposium of the New

Yor k Di abetes Association tes Mellithseandd Ge n et
Pr edi abyitakd the times, the symposium featured a numbiepamels

dedicated solely to the genetic aspects of diabetes and the use of new drugs like
tol butamide in the diagnosis of di abetes
with a burst of encouragement for the detection of diabetes. The developromit of
hypoglycaemic agents alongside the manufacture of screening devices had allowed

for the mobilisation of mass screening programmes and diabetes detection events

sprung up in townds . inttheelsS., asc@reeseshast h e

%92| etter from Dr Joan Walker to Dr Clazk18 April 1961, Joan Walker Cetition University of
Leicester Special Collections, GB 338 MS238.

3 gee the previous chapterforhe Josl in Clinicoés defence of the wu
of the UGDP.

®R. Lackey, ©6Selective Screenienygd,f oAn nluiaab eQoensf eirne
State and Local Heal th Officials of New Jerseybd,
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recounted, diaftes detection campaigns were closely linked to the availability of

new drugs and medical technologies such as urine and blood glucose test kits. As

new drugs such as Orinase came on the market, advertisements and news report
rarely failed to mentionthé h i d d e n thky veelke ddpingcts téeat and the new

drugs were often used as a justification for the expansion of detection
programmes?® This can be identified in many pharmaceutical advertisements from

the 1960s, particularly those f&f i zoedrdidtsetes medication Diabinese which

consol dated the ned@00000Amenrdacvaears twhid hd hi ddce
with the need for pharmaceutical treatment with their latest prédfudfizer were

not alone in usinghe rhetoric around hidden diabet®spromote their products;
around the same time Upjohn Company di st
Di abeticd which featured speakers includi
who stressed the importance of guiding individuals from sarggrrogrammes into

full clinical diagnosis and lonterm antidiabetic therapy®”’

Programme i n ThHeAmothecaryDdobex 106730slin Diabetes Archiva . Millington
and C. A. Tinsmanm,g 6D aPbddnergssthéSGoambea 1067, Joslin
Diabetes Center

°% GreenePrescribing by Number.99.

4,600,000 mer i cans hav e,Dialfinese Advertisetnena (b960), doslid Diabetes
Archive.

%" GreenePrescribing by Numberp.102.
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Figure 5.5 Diabinese Advertisement (1960). [Ctagy of: Joslin Diabetes Cent@&oston].



will
the modern vrine fest
please stand up

_ EASY TO USE
Pass through urine stream.

EASY TO READ

DIASTIX strips remain rigid.
Comparison to colour chart is
easy.

FAST AND ACCURATE
Compare to the colour blocks

in just 30 seconds to find out how
much sugar is in the urine.

Ask your physician or pharmacist
about DIASTIX

Ames Company [

wws Division Miles Laboratories Ltd.
71 Belfield Road,
Rexdale, Ontario

Figure 5.6 Ames 0Di a yse sugabin thesueine (1966). Alangside other new detection
devices such as the Clinistix and Teape, these new medical technologiemabled the mass
screening and diagnosis of diabetes and were integral to early detection efforiste§Zof Joslin
Diabetes @nter, Boston].
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100 Tests (approx.)

Eli Lilly and Company, Indianapolis, U.S.A.

Figure 5.7 -6dps6 urine sugar analysis paper (1963)
American History].

and may need in a hurry.

Among the well known qual
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Flgure 5 8 0Di abet es Thxdpothecary(1667). [Roareegy @f the Joslin Diabetes
Archive, Boston].
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Evidently then, at t he .therewas goeht enthadiagne r 06 s
for the detection, and medical treatmentpdfi i dat endidgnosed diabetes. While

the connection between the development of newdakietic medicabns and the
expansion of diabetes detection campaigns has beerdoeimented, the shift in
language around aetiology as a result of these developments has received less
attention. The international research context from this time, as well as thegangua
used to explain the rising incidence of diabetes which resulted from detection efforts,
demonstrates a situation in which individiglel explanations for diabetes such as
heredity were frequently favoured while the role of diet and social factorsasuch
poverty were overtly dismissed. Examining the language used to report and explain
diabetes incidence in the 1960s thus aids a clearer understanding of the influence of
U.S. detection efforts on screening campaigns in Britain, and can help to explain
what drove physicians like Dr Joan Walker to narrow their attention on genetics in
favour of their earlier interests is psychological and social factors such as gender,

poverty and stres¥®

Evidence that screening for diabetes through the use of detecdimmpaigns
generated a renewed interest in genetics and the hereditary nature of diabetes can be
found in a range of sources from the 1960s. Medical literature, conference
proceedings, news reports and Wal kerds p
the 1960s, as Walkeaner sel f noted, provide &° clear

Evident n many of the reports of the emerge

*MsGenetic Aspects of Diabetes Mellitus and Predi
Diabetes Association, 11 November 1960, University of Leicester Special Collections, GB 338

MS238

% Correspondence relating to preparation for the setfistdck Survey, Joan Walker Papers,

University of Leicester Special Collections, GB 338 MS238.

236



di abetesd was a narrative which | ooked t
both the origns of the condition, and as the targets of loergn treatment with the

new oral medications. A typical example of the reporting on efforts to locate those

with asymptomatic diabetes can be seen in an article published WalheStreet

Journalin May 1965. The articleert i t | ed O0Def eating Diabet e
devel opments in attempts to identify the
develop diabetes and explained to readers how they should be treated. Describing

di abet esblaesd,Olitehcausamrutriead i efferts areiacteasingth i p t |
diagnose the disease in two million or so Americam® vare unaware they are

v i ¢ tandhisdearly diagnosis was key to ensure control of the disease. The article
further emphasigk the genetic foundation of diabetes and the need for prompt
pharmaceutical management with the new oral hypoglycaemic drugs if individuals
wished to live a normal life. Pointing to PWD and their family members the article

claimed:

One of the major reasenthat diabetes remains prevalent is that,

except in rare cases, it is an inherited disorder. The hereditary

pattern works like this: If both parents are diabetics, all children will

become diabetics, " they Ilive long enc

Moreover, in emphasising ¢hhereditary foundation of diabetes, reports began to
spread concerns abouwtlationships between PWDsuggesting that reproduction
between diabetics was contributing to the rise in new cases and was a significant

cause for concern:

Although diabetes coulde eliminated through selective mating,
doctors seeilt t | e hope i lhisdnfost futiledd waenct i o n .
young people to check the diabet O pedi gr ee b6saysf t heir in
one medical specialist. Once married, couples often unknowingly

WCcBruml ey, O6DefRiastiimg HHfifadrettsesTurn up FVaksh Cl ue:
Street Journgl7 May 1965.

237



producepotentially diabetic children before the disease strikes the

parents in middle age. Even if a woman has diabetes, she now often

risks becoming pregnant because improved methods of care now

make it more probable she winl |l give bi
the distant future, diabetes may be prevented by control of heredity.
Scientists recently have begun to deci
reasonable to believe that someday it may be possible to correct the

heredity defect in the genetic code that caudiebetes and thus

prevent it

The 1960s thus marked a significant turn towards prevention strategies that
controlled the body of the diabetic, as oppose to formulating progressive policies
aimed at the socioeconoenstructures which were alfoelling raes of the disease.

At the pinnacle of this ideology, Joslin and Marble suggested that the solution to
preventing diabetes lay with PWD themselves, urging individuals to abstain from

reproduction in order to avoid the birth of another diabetic:

Diabetess heredi tary and one cannot pick ol
but one can pick out oneds descendant :
di abeti c. |l f you have diabetes, donot

a partner in a family which the disease does not exist.tivagitwo
diabetics should not marry and have children. This brings us to
another rule for prevention of diabetes which is absolute but by no
megalrzls a sure preventative. A relative of a diabetic should never be
fat.

What these sources demonstrigtéha, as screening and detection efforts began to
identify many new cases of diabetes, aetiology and prevention efforts turned
increasingly towards individudével accounts of the disease which focusadthe

body of the diabetic and eugenic solutionshofv to control it>** Both the media

and pharmaceutical companies reinforced this rhetoric by emphasising the role of

genetics and, in some cases, overtly downplaying the role of socioeconomic and

511 |;
Ibid.
*2E Joslinand A. Marblg) Pr eventi oné, Joslin Diabetes Center.
13 A numberof sources such as this omeplicitly emit eugenicist ideas about dides, yet it dognot
appear that this was challenged or questiateate time.
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environmental factors in the onset of the disease. As arleamicthe Boston

Travelleron the new antdiabetic drugseported:

In this day and time, what makes the difference between one person

being healthier than another i snot SO
plagues and pestilence, as it used to be, but who &edisvhat he

has inherited™*

Similarly, an article from théNew York Timesprinted in 1964 aled of Diabetes
Detection Weekd escr i bed di abetes as a ofamili al
could partially be explained by diabetic women living longuggioto reproduce. In
t he article, Josl in Clinicos Howar d Ro

explanations for the rapid increase in diabetes:

First diabetes is hereditary. Second, as the population and the
percentage of older people in it increaiee number of diabetics
grows because the chances of diabetes increases with age. Third,
diabetic women who have the disease before they are 13 years old
show high rates of fertility and childbearing.

6 New Diabet es DrThgBodbe pralter 20 May 1958, dodlib Diabetes
Archive.
H. A. Rusk, 0GaiNevwYokgimdod Bay1984. abet es 6,
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Diabetes
runs in the
family...

«..in @ very special group of years of hard work. We may never
hamsters which has been under man. From this work, according to succeed, butit's our goal." Dedica-
careful observation at our Metabolic  Dr, George Gerritsen, “We hope to tion is one of the con!
Diseases Research Section since learn how diab devel hat ingredi i
1961. They're diabetic. They're very causesone animalto developitwhile for new and
special becausethis particularstrain  another doesn't. We hope to find
of hamster, alone, most nearly mim- something different which we can

ics diab mellitus as itapp in useto predict, before any symptoms.

appear, which one will become dia-
betic. Obviously, this will take many

Figure 5.9 O0Di abkamis|l resnéd
The Joslin Diabetes Centdoston].

Upj ohn Cofmpany, 1967.

Evident in pharmaceutical advertising from the 1960s, the connection between
genetics and the development of diabetes was the primary focus of research efforts at
the heignt of diabetes detection campaigns and by promoting the connection between
heredity and diabetes, manufacturers of -di@betic drugs such as Upjohn
reinforced the idea of diabetes @rimarily genetic in origin. While diabetes
detection studies in botlBritain and the U.S had revealed a clear link to a
multifarious number of factors in the onset of diabetes, it was gerlesitisecame

the central focus of research in clinics in both Britain and the U.S. From the late
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1960s to early 1970s, the Joslinabetes Foundation carried out a series of studies

on heredity using twins at its PBsabetes Clinic in Boston which led researchers to
conclude the presence of a strong link between genetics and the milder form, T2D.
One particular study in 1968 on didiisetwins had shown T2D to be present in both
identical twins over 90% of the time, while in twins with T1D the other twin did not
necessarily develop diabetd8. Cr uci al ly, Joslinds Howar
Gottlieb interpreted these findings to mean thati®nment played a much greater

role in T1D than it did in T2D, which as they remard wa® surprising because
maturity-onset diabetes is more correlated in large populatigthsobesity and over

nut r.P*t Owingto these findings, as well as the itifécation of a strong pattern

of hereditary in newly identified cases of diabetes, research centres such as the Joslin
Clinic, as well as leaders of British detection efforts such as Joan Walker, dedicated
much of 1960s and 1970s to the role of genetidthe development of diabetes, side

lining attention from the social, economic and psychological causes of the disease.

Sources relating to diabetes detection paigns of the 1960s demonstrdteat
accompanying t ded e s e ari @b e f eert@d shitafiom a cCo
understanding diabetes as a disease often triggered by psychosocial factors, towards
seeing the condition primarily in genetic term3he results of diabetic surveys
highlighted the need foprevention however, as the model 6f p r éon éhrough

d et e doecanmempé@ramounthe focus of prevention efforts turned todarPWD

and their family memberand positionedongterm medical managemieas the most

viable solution. Consequently, throughout the 1960s diabetes management

. Root and M. Gottl i etDjabetegVila(ho6g) o= 69804.1 | i t us i n
*1"The Joslin Diabetes Foundation Bulletin,IFal | s sue 6 Her e (1976)yJosinnd Di abet e
Diabetes Center
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increasingy turned toward individualevel explanations such as lifestyle, behaviour
change and the individual és O6genetic cod
explanations such as poverty, poor nutrition and stress. As historian Jill Kirby has
pointed out, despite the work of Hans Selye, Richard Lazarus and others to
popul arise the concept of stress from th
| ack of awa r’® medssourse$ on fiawrtoepsesedt.diabetes began to

focus on individualevel solutions, people with diabetes, women in particular, found
themselves the targets of prevention efforts as physicians seggegtlating the

individual and their reproductive capabilities as a means to curbing rates of the

disease rather than taekis psychosocial basis

While the renewed interest in genetics led to important findings on thditaeye

nature of diabeteshe professiods f ocus on ngreweraitnderstaadinge d t o
of diabetes This thwarted primary prevention approachespired by an earlier

model which hagresentedhe causgof diabetes in a more holistic manner. Not all

of those in the medical profession supported a narrow focus on inheriamever.

The report of a working party appointed by the College of Gérferactitioners

published in theBritish Medical Journalin 1965 highlighted the importance of
environment in the causation of diabetes, particularly for elderly patients for whom
the report found purely genetifcacetXdrlyatn.at

Writing in theBMJin 1965, Draeger explained:

To clinicians, diabetics form a heterogeneous group, and most would
agree that the disorder runs in families. But when we try to analyse
what these familial aggregations mean we get into diffes) and it

83, Kirby O6Working Too Hard: -waxperiigamdensd dfn whr
Stress in PostVar Britain, (London: Routledge, 2015), p. 59.
). Draeger f ®I mibert ielvi, Med0l (5965)) sp94941.
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has perhaps been insufficiently appreciated that environmental
factors as well as genes can produce a positive family higtbry.

Whil e Draeger 6s report pendtia éxplahatioositst t he
sentiments weragnored by thosewithin the field of diabetesvho favoured the
biomedical model. [Bcussions around the psychosocial aspects of diabetes
however,did not disappear entirely. A small humber of medical experts, namely
psychologists, continued to support psychological soalal aetiologies of diabetes.

In his bookThe Psychological Aspects of Diabetasblished in 1964, Californian
psychologist Harold Geist echoed Menninger and his colleaddgbesries of the
1930s and Wa lakte puldished eanathre |1950sr aadggested strong
correlation between emotional stress and conflict and the onset of diabetes. Heist
contended that the role of psychological factors in diabetes were being grossly
neglected, urging physicians to pay greater attention to the relatiobstvien
diabetes and various aspects of the patients life such as socioeconomic status, sex,
diet and occupatiorf* Ultimately howeverthe voices ofhose whastressedhe role

of psychological and socioeconomic factors in the onset of dialetpay went
unheard during this period. In contrast, many sought to preserve the traditional view

t hat di abet es anosg maen ofldnterpriaes exeivéspsoldiels ard

of ficialsodé, puramangtei pgorhethieee?ahat féw

520 pid.
214 Geist, The Psychological Aspects of Diabet@harles C Thomas, lllinois: 1964).
3. A. Landa, 6Soci dHeApothetanyiP6d JosimDiabdes Arthivee ms 6 ,
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Individual -Level Aetiologies andDiabetes Management in
the 1960s

This chapter has largely considered the influence of screening and diabetes detection
campaigns in shaping aetiological understandings in thewmsperiod. In order to
understand he this contibutes to the thesis as a wholmwever it is crucial to
examine the overall bearing ohese shifts upon diet therapyWhile existing
histories tend to suggest that the lack of dietary interventions in thevpogteriod

was simply due t@ lack consensus over what constituted the ideal diet, this chapter
has demonstrated how wider developments in diabetes such as the discovery and
mass use of oral hypoglycaemic drugs, as well as the aetiological shift driven by the
results of detectionrpgrammes, steered attention away from dietary interventions
towards individualevel explanations and the medical management of disease.
While the results of the first Ibstock study had stated there was no connection
between diet and the onset of dialseta a five year follomu p o f \Delbbetee r 6 s
in an English Communitgublished in thé_ancetin 1964,shefound that the rate of
progression in the early stages of abnormaligreinfluenced by diet and exercise,

and in some cases the diabetes waersile®® Despite these findings, which
suggested the progression of diabetes could be halted or reversed by dietary
measures alone, those working on Opreven
on patterns of inheritance and uphold the needofog-term, medical management.

Oral testimonies provided by patients diagnosed in Britain during the 1960s at the

height of diabetes detection drives provide vital evidence that as greater attention

3 Walkey 6Early Diabeteldp OAf FDivaeb eteeas iFm Theo WEn gl i s h
Lancet 284:7353 (1964), pp. 24548.
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was placed upon the roté genetics in the 1960s, patientglan to receive a fraction
of the dietary instruction received by their pvar counterparts. Joy, a dietician born
in Manchester in 1949 who began work with a diabclinic in the 1960s recalled
that while there was considerable interest in diet ahdoie in health, the dietary

advice offered to patients was often limited, with no guarantee of seeing a dietician:

Well, initially 1 took a post inSouth Essex, and used to work with

the diabetic consultant there, and we used to go to the different

hosptals doing diabetes clinic]At t hat ti me, as | sai d,
that many dietitians in the country, as a whole, and what many

consultants had had to rely on, until that time, were diets that they

had bought from what was then the British DiabeticsAsiation,

which they kept in a drawer in the consulting room. And newly

diagnosed diabetics, if they were not fortunate enough to have a

dietitian on hand, were just given a diet sheet that had been purloined

from the BDA, and told to get on with it, beally.>*

As Joy describes, those fortunate enough to see a dietician upon being diagnosed
would receive a consultation in which their diet would be assessed and instruction
received on any necessary chanjesHowever according to Joy¢
patients received a consultation with a dietician and in those cases it was more likely

that a generic diet shewas provided by their GP thpatientswere expectedto

interpret themselves. Subsequeral testimoniesddthat this advice could ofteme

outdated and could contravene the latastritional recommendationsJune Hill

from Birmingham, diagnosed with Type 2 diabetes in 18&€halls receiving the then

outdated, Lawrenestyle ration sheets:

| went back to the GP, and he obviously hactstfrom the hospital,
and he said that it was more marginal than anythingawywabout.
And so he gave me two cardboard sheets, and he called them red and

%24 Joy, Interview, 16 November 2007, British Library, C1239/88.

2> The British Dietetic Association was first established in 1936, thusa he ti me of Joyds
employment the field was a modern profession. Still in its infancy dieticians were still few at this

time.
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green points, and he said | was to have so many of the red points

each day these were foods ahese, listed rather like diet sheets

and somanyfo t he gr een poremember.anythihgo w, I can
more than that, except for looking through these shékts.

o

Upon showing these sheets to the diabetic nurse Junesréaallrather abrupt
respomryeooud@thh t o B eForidune, the seets warenittledhelp in
managing her diabetesanedd pi t e keeping healthynd eatin
exercising, Juneds story presents an al/l
longer able to mamge her condition by dietary means and was eventually prescribed

oral medication in 1983, folloed by insulin the early 1990s.Further oral
testimonies suggest that during the 1960s and 1970s there remained a lack of
consensus on whatl 6c ochisa b @tuitce dd itente, oOwldieal
patients experimenting with a multitude of regimens recommended by their
physician. James Jones svdiagnosed with T20n 1968 after falling unwell and

being admitted to a local psychiatric hospital where he vedeeCT and remained

for a year with an unclear diagnosis. It was while in hospital that James discovered

he had diabetes and recalls being placed on Chlorpropamide, marketed as Diabinese

by Pfizer, as well as trialling a wide range of diets to ascesdiith worked best:

They tested different diets on me to see which one was more

sSui t abslee, tshHotsrakubings they gave me, there was no
stayindTbeytpaem. me on themanspul seé a p
all sorts of beans: red kidney beansitér beans, mung beans; all

those kinds of things, and | realenjoyed them. And they said

wel |l s ghaddsai d dbecawsheodnyolee says O6yo
thatos ever sa@ai® they |iked thembd

326 3 Hill, Interview, 1 October 2004, British Library, C1239/19.
27 bid.
%28 3. Jones, Interview, 19 November 2084itish Library, C1239/27.
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Othes diagnosed with T2DOduring the 1960s recelll receving neither dietary
advice nora clear idea of what type of diabetes they had been diagnosed with.

George Saunders from Birngham, diagnosed in 1964 recalled

They didnot tell me the type of di abe
tablets for a few months andgked me to come back to see them,

which then | did do, and when | went back to see them, they

increased the tablets. And after another six months or so | went back

to see them again, and there and then it seem as though the diabetes

wasnot S e trapérly, 3@ thectfores they introduced me to

insulin>?°

Further evidence that less time was being granted to dietary advice in this period can
be found in the testimonies of physicians who trained in the 1960s, which provides
an important insight into whaedical students were being taught about diabetes and
the orthodoxies in treatments at the peak of the detection campaigns. Retired
physician Kenneth Collins studied medicine at Glasgow University between 1966
and 1972 and later worked alongside diabsfecialist John Ireland. When asked
about the orthodoxies in diabetes management during duticad training, Kenneth

recalled

So if you were overweight you would go onto either Metformin or
Phenformin and if you were on other oral agents, the sulphaadu

| think Tolbutamide had already been cast aside and Chlorpropamide
wasthedrug of choice™°

When later asked what he recalled being taught about diet and diabetes Kenneth

replied:

In general it was just weight reduction. It was nothing really
specfic. Obviously carbohydrate reduction was mentioned so you
cut out sugar and even get people to remove added sugar from the

299G, Saunders, Interview.
*3%n-person InterviewRachel Meach with Kareth Collins, 25 January 2017.
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diet was something really significant. And that was the emphasis so
cut out added sugar é

Kenneth graduated medical school anddrmegorking as a GP in Glasgow in 1972.
Describing the type of dietary instruction patients would receive upon diagnosis he
describes how, with the establishment of diabetic clinics in larger cities such as
Glasgow, most newhiagnosed patients would bens to the diabetic department at
the hospital where they would receive formal instruction, in the meantime it became
the norm for GPs to issue patients with a simple diees however as Kenneth

recalled

Sometimes these were promotional diet sheetsetssby drugs

companies who actually made the diabetic drug, so it was in their

interest | suppose to have compliant patients. And they made, they

printed some of theméemébut at the sam
usually advertising round it we usually thotighwas better getting

the diabetic clinic at the hospital and we would get samples of their

stuff. These were the days before we even had photocopiers in the
practice, but they h%¥d them in pads or

What these testimonies suggest, is thatrdutine period in which new oral agents for

diabetes were now available, and mass screening was being deployed in order to find
Ohi ddend cases of di abetes among the poj
diabetes was precariousA lack of consensusnaong professionals regarding the

most effective dietary interventions, the ease and growing confidence in prescribing

oral antidiabetic medications, as well as shifting social and scientific discourses
around diabetes aetiology, all contributed towardsstio approaches to managing

di abetes, in particular the patientos di

period.

*3L pid.
°% bid.
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As diabetes detection efforts expanded and more cases were identified, and
discourses around diabetes aetiology moved furthveayafrom psychosocial
explanations, prevention efforts looked increasingly toward the-tenimg, medical
control of diabetes instead of targeting seemwvironmental factors which could
prevent the disease altogether. This is significant given that wiietgi@betic drugs

were developed in the 1950s, they were only intended as an initial stabilising
measure to bring blood glucose levels down to a level safe enough for patients to
then return to controlling their diabetes with dietary measures alone. vidgwe
tracing the development of discussions regarding control of diabetes with the use of
oral hypoglycaemic drugs throughout this period illustrates that by the 1960s these
di scussions increasingl ytetrur neeant towadr disn
Arguably then, the staggering number of new cases that were revealed due to

detection campaigns had made more toorsuming treatments such as diet therapy

now seem unfeasible in most patients. C
facilitated the tansition of the need for oral hypoglycaemic drugs as a short term to

long term measure. Accordingly, by the riiI60s an interest in the heredity nature

of diabetes coupled with the enthusiasm for the new oral hypoglycaemic drugs saw
drugs which were lat found to be harmful such as Phenformin, recommended as a
preventive measure not only in those with mild diabetes, but for use in family

members and children as waif.

®3G. F. Joplin, R. Fraserand J. Valla@ave n, 6 Tol but ami de Comher ol of Di
Lancet274: 7110 (1959), p. 1034; W. G. JAMAMMEYe et al

(1960),pp.34853; A. Marble et al, ONine yearsod6 experie
treat ment Metabolidn 18:b1g19&6% @, 95970.
*pD.L.Wilansky, | . Hahn, R. Bbbotbemino6TbBbBL)nbhuéRce:

Metabolism 14:7 (1965), pp. 79399; G. R. Fearnley, R. Chakrabarti and E. D. Hocking,
60Phenfor min i n RThelamat288:7467 (1866}, dpr76mM1li s o ,
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Conclusion

This chapter has explored the history of population screening for disdnedethe

role of postwar detection studies carried out in Britain and the U.S in shaping
understandings of diabetes and how it should be treated. Alongside the availability

of oral antidiabetic drugs, mass screening programmes, and crucially the focus
researchers placed on familial risk and genetics, played a key role in generating
support for the longerm, pharmaceutical management of diabetes. As a result,
social and environmental understandings of diabetes received considerably less
attention duringthese decades. Consequently, patients began to find themselves
offered the new drugs and a fraction of the dietary education and advice received by
their prewar cownterparts. Rooted idebateglating to the 1930s abotlie control

of diabetes to avoidater complications, detection campaigns aimed to root out
Ohidden diabeticsdé |iving asymptomati cal
new medical technologies used to analyse urine and blood sugar, community studies
were able to identify a high nuar of new cases and individuals with glycosuria that

had the potential to develop into over diabetes in later life. This chapter has
highlighted the role of previously overlooked historical actors instrumental in this
period of diabetes history such dw tBritish physician and founder of the first
diabetic clinic, Dr Joan Walker. Inspired by detection efforts in the U.S, as well the
need to carve out her position in the British medical profession, this chapter has

hi ghlighted Wal kere@sningl effortBsi ansghtaée
diabetes in the posta r peri od. Wal kerds I bstock s
hi dden diabetes in Britain, and her dec

findings rather than those which stressed a lpssmcial basis such as stress,
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fundamentally shifted ideas about the nature of diabetes in thevpogteriod,

contributing significantly to the treatment options available to patients.

Coinciding with posvar debates regar dibngdineutt rfidri ome
loss, as the next chapter addresses, these corresponding developments helped to
create a context where the most convenient method to treat an influx of new cases
was with oral antdiabetic drugs As oral testimonies from this period et
however, this often meant considerably less time on dietary advice and education.
As genetic explanations resurfaced to explain the rise in new cases, indigidaial
solutions, such as those which suggested selective materg, promoted as the
primary means ofcurbing rates of the diseaselltimately this placed responsibility

for preventing diabetes on individuals and their family members, diverting attention
away from socioeconomic factors which were likewise contributing to rising
incidence sut as poverty, stress and inadequate nutrition. The incorporation of
screening campaigns into the history of diabetes, as carried out here, provides a hew
perspective on the transformation of diabetes in this period into a classically genetic
disease, onethat ultimately became paired with lotgym pharmaceutical

interventions as the most effective form cimagement.
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Chapter Six:

A War of Nutritional Ideology: Fat, Sugar and PostWar
Dietary Guidelines for Diabetes

Figure 6.1:6 The Bi tatbemut T Mawtytak Toingg1976). [Courtesy of thBew
York Timeg
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