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The treatment of obesity by a rational diet
Author: Cornwall EE 

Summary:  This 1916 paper discussed dietary regulation and provided recommendations for the treatment of 
obesity, based on the premise of the combustions of surplus bodyfat and preventing its re-accumulation. The 
author devised ten dietetic prescriptions for obese patients, and provided values for protein, fat, carbohydrate 
and energy (calories) for each, noting that his dietetic prescriptions can be readily modified for individual needs.

Comment: It is remarkable that 100 years ago when obesity was not the major public health problem that 
it is today, dietary advice for those individuals who were obese was not dissimilar to the present. In this 
beautifully written article in the Boston Medical and Surgical Journal, Edward Cornwall, a physician, writes 
about the use of a ‘rational diet’. 

Notably fruit and vegetables feature highly – “Include plenty of fresh fruits and vegetables in the diet, in 
order to supply full rations of the body salts and vitamins; but use careful selection so as to include only 
fruits and vegetables which are comparatively free from objectionable qualities, such as indigestibility, 
possession of purin or oxalic acid content, and offensiveness to the patient’s idiosyncrasies”. Slow but 
steady weight loss is advised – “Do not, as a rule, try to reduce the weight by more than two pounds a 
week, on the average. Such a moderate reduction is not often attended with any unpleasant consequences.” 
Macronutrient composition was considered, with a focus on preserving protein but reducing fat and 
carbohydrate – “Do not reduce the quantity of protein much below the minimum health ration, but let the 
loss fall chiefly on the fat and carbohydrate”. This author also focused on plant-derived protein in preference 
to animal protein. Adherence was recognised as an important aspect – “Insist on scales and measures 
being used to secure accuracy in carrying out the dietetic prescriptions”.
So not a lot has changed with regard to dietary prescription in 100 years. We have done the rounds of 
altered macronutrient composition, but the fundamental principle of calorie restriction, with plenty of fruit 
and vegetables, remains the central core. So it begs the question why is the world still getting ever more 
obese when such education has been around for 100 years? Just maybe education alone doesn’t work!

Reference: N Engl J Med (published as Boston Med Surg J) 1916;175(17):601–2
Abstract

Welcome to this milestone 100th issue of Diabetes and Obesity Research Review, 
in which I have chosen to take a different approach to selecting the literature to feature.
I have gone back 100 years and conducted a search using the terms obesity or diabetes. Obesity clearly wasn’t 
the problem it is today, nor did it attract the same attention for research, as only six articles came up for a whole 
12-month period. There were more for diabetes, but still relatively few compared with current outputs. It has 
been a fascinating exercise, with some beautifully written papers, intriguing insights from very limited clinical 
data and a realisation that in 1915 it was considerably easier to get published in N Engl J Med than it is today. 
I hope you enjoy my dabble into the past as much as I did.

Best regards,

Associate Professor Jeremy Krebs  
jeremykrebs@researchreview.co.nz
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On the treatment of diabetes 
mellitus with casein and 
cream
Author: Williamson RT

Summary: This author described a dietetic 
treatment for “certain cases of diabetes mellitus”, 
which involves consumption of small amounts 
of casein and cream, mixed with water, every 
2 hours; additions could be made if the patient 
became very weak or unwell. For milder disease, 
other additions were permitted, and more options 
could subsequently be added as long as glycosuria 
did not return, eventually returning to a normal 
diabetic diet. With the acknowledgement that he 
had only been treating patients with this regimen for  
12 months at the time of reporting, the author 
claimed that the urine of his patients had remained 
free of sugar for months.

Comment: In this paper by Williamson in BMJ, 
treatment of diabetes with a low-carbohydrate, 
high-fat and high-protein preparation is 
described. “In this treatment casein and cream 
are given in small quantities every two hours. 
The patient is kept at rest in bed, or on the sofa, 
and every two hours, from 8 a.m. to 10 p.m.,  
receives a glass of artificial milk prepared 
from casein, cream, and water… It contains 
milk albumin and fat, but only a very small 
percentage of milk sugar derived from the 
cream.”
“In the casein treatment just described–
1. The amount of carbohydrates in the food is 
reduced to the minimum;
2. The total quantity of food is reduced to a very 
small amount;
3. The food is given in small quantities at 
frequent intervals – every two hours.
I am inclined to believe that the last two points 
are of much importance in the success of the 
treatment.”
The main focus of the dietary management of 
diabetes in the early 1900s was through very 
strict carbohydrate restriction. It is intriguing 
that this has come full circle with a current 
resurgence in interest in this approach. In 1915 
in the pre-insulin era, this was by necessity for 
those with type 1 diabetes. Currently the interest 
has been more for those with type 2 diabetes, 
although we have recently published on the use 
of less restricted low-carbohydrate diets in type 
1 diabetes. 

Reference: BMJ 1915;1:456
Abstract 

Pregnancy and diabetes mellitus
Author: Joslin EP

Summary: This was a case series and discussion of the management of diabetes during pregnancy in 1915, 
as defined by high urinary sugar levels. First in the series was a moderately severe case that was successfully 
treated, after which details from two cases from prior years were provided. Two severe cases followed in 
whom treatment was unsuccessful, and then a nonsevere case where the woman was neglected and died 
with uraemic complications was described. Another woman survived, but her pregnancy was not successful. 
A series of seven women in whom moderate quantities of urinary sugar were detected throughout pregnancy 
were also summarised; eleven pregnancies resulted in nine children who were healthy at the time of reporting.

Comment: Although a full understanding of the pathogenesis of gestational diabetes was not known, the 
entity was recognised. This article by the pre-eminent physician of the time, Elliot Joslin, reviewed cases 
of pregnancy and diabetes. “A small quantity of sugar in the urine during pregnancy is so common an 
occurrence as to attract comparatively little attention, and the frequency with which it is met probably 
depends upon how often it is sought. As a rule in such cases the sugar permanently disappears soon after 
confinement, although it may recur with succeeding pregnancies, and ultimately a severe form of diabetes 
may develop.” This passage clearly describes what we now recognise as gestational diabetes. Furthermore, 
he recognised the differences in outcomes of pregnancies to mothers with pre-existing diabetes and those 
with gestational diabetes. “The gloomy outlook for pregnant women showing large quantities of sugar 
became somewhat modified when it was recognized that these cases could be divided into two groups, 
based on the appearance of sugar before or after the pregnancy began. If pregnancy occurred in diabetic 
patients the outlook was considered far more serious than when diabetes first appeared during pregnancy.”
Once again the principal treatment of diabetes during pregnancy was dietary restriction. He described a 
case of gestational diabetes managed with inpatient dietary management in late pregnancy, with a focus 
on carbohydrate restriction. “The patient had previously been fat, and this spoke for a mild character of the 
disease… It was agreed that the patient should enter the New England Deaconess Hospital and remain 
there until danger was over or until confinement occurred.”
Joslin made several conclusions that largely still hold true today. “From a study of these cases it would seem 
that the secret of success in the treatment of pregnant women with sugar in the urine is:
1. To have the patients under constant supervision throughout the course of the pregnancy and for some 
months after confinement. The cause of the death of Case No. 604 may well be attributed to the neglect 
of this precaution.
2. Treatment should follow exactly the same methods which are employed in the treatment of the usual 
case of diabetes.
3. Even when sugar appears to a slight extent in pregnant women, it should be carefully watched and 
controlled by diet.
4. The advantages of a Caesarean section should be borne in mind.
5. Whereas ether anesthesia may work well, it is probably not so safe as gas and oxygen. If ether should 
be used, as brief an anesthesia and as little ether as possible should be employed.
6. Finally, many statements occurring in the literature of pregnancy and diabetes must be revised. 
Pregnancy in diabetes does not demand immediate abortion, even if acidosis is present. If pregnant diabetic 
cases are suitably managed they will very likely abort less frequently.”
The series of cases reported by Joslin make very interesting reading for those involved in managing 
diabetes in pregnancy.

Reference: N Engl J Med (published as Boston Med Surg J) 1915;173(23):841–9
Abstract
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• Early and sustained glycaemic control for 
patients with type 2 diabetes2

• Associated with a lower risk of 
nocturnal hypoglycaemia than NPH4,5
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The treatment of diabetes
Author: Hume J

Summary: This 1916 paper discusses a treatment regimen for diabetes 
involving fasting, typically for 14 hours twice weekly as a means of 
cleansing of the alimentary tract, and a diet that does not entirely eliminate 
starch. The author summarised four random cases from his notes that 
typified the results obtained.

Comment: In this paper in BMJ, John Hume gives an account of the 
management of what appears to be type 2 diabetes, given the ages 
of the patients described, using intermittent fasting. Isn’t it fascinating 
how the wheel turns full circle as this has again become a popular 
strategy currently for weight management. Perhaps Hume was the 
original claimant to the 5:2 diet. “If a small quantity of sugar persists 
I recommend two fasts each week of about fourteen hours, and find 
this quite sufficient to prevent the other symptoms of the disease 
from manifesting themselves and to allow the patient to attend to his 
duties.”

Hume talked about the variability of urinary glucose levels; “In my 
opinion this is due to the condition of the bowel, as I have invariably 
found the sugar content of the urine high when the bowel was loaded; 
after it was cleared by aperients a reduction in the amount of sugar 
was apparent. As the treatment of diabetes by means of a starch-free 
diet is very irksome to the patient, and often unsatisfactory, I have for 
several years treated my diabetic patients by fasting, and cleansing of 
the alimentary tract, at the same time allowing a diet from which starch 
was not entirely excluded. As early as three days after commencing 
treatment, I have invariably found alleviation of the symptoms, the thirst 
much less, the craving for food not nearly so pronounced…”. This 
rapid improvement in glucose metabolism is similar to that observed 
with very low calorie diets and bariatric surgery. Later that year Hume 
also published the following letter in the journal.

Reference: BMJ 1916;1:587
Abstract

The fasting treatment of diabetes
Author: Hume J

Summary: In this letter in the BMJ later in 1916, the author emphasised the important 
points of the treatment he outlined in the previous paper. He provides some possible 
mechanistic explanation for his regimen, notably the “cleansing and disinfection of the 
bowel” by fasting, which he states must be absolute. He also discussed limiting but not 
excluding starch during meals, claiming no advantage of excluding it completely. He also 
claims that the results of his regimen were far superior to those of other treatments at 
the time.

Comment: Here I wonder if he may have been taking things a little too far! I’m not 
so sure that colonic lavage has really taken off. However, perhaps it is a mechanism 
of modifying the microbiome? “The essential point in the treatment I recommend is 
the cleansing and disinfection of the bowel. Fasting is necessary to enable this to be 
done more quickly, for if the bowel is loaded with food, how can it be cleansed? Castor 
oil is very suitable, but good results can be obtained with other opening medicines. 
When castor oil is administered, there are no complaints of irritation at the anus, as 
is sometimes the case when magnesium sulphate is taken… The results obtained by 
cleansing the bowel and judicious fasting are far superior to those obtained by other 
methods of treatment. The treatment can be practised with the same beneficial results 
by the physician in a busy working-class practice as well as by the specialist in a 
well-organized hospital.” Certainly the idea of intermittent fasting was clearly already 
establish 100 years ago.

Reference: BMJ 1916;2:160
Abstract
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Observations on the blood sugar in diabetes 
mellitus
Author: Rogers OF Jr

Summary: This paper from 1916 sought to determine the prognostic and 
therapeutic relevance of determining blood sugar levels in patients with 
diabetes. The author noted that at the time newer methods that required 
relatively small samples of blood had recently been introduced, compared with 
prior methods that were largely impractical due to the large volumes of blood 
that needed to be drawn. The relationship between glycaemia and glycosuria 
was also discussed.

Comment: It is rather taken for granted in 2015 that we can easily measure 
blood glucose level, and that people with diabetes have small, portable 
devices that can measure their blood glucose level from a very small drop 
of blood in a matter of seconds. We have evidence that doing so helps to 
facilitate improved glucose control, at least in type 1 diabetes, and that this 
is very much a routine part of care. It is easy to forget that such a luxury is 
a relatively new phenomenon. In this paper there is an interesting discussion 
about the early measurement of blood glucose level and its place in the 
management of diabetes. There was even some debate about the clinical 
relevance of blood glucose level elevations. It was an early observation that 
when there was no glucose in the urine, blood glucose levels were lower than 
when there was glycosuria – recognition of the renal threshold for glucose. 
Once again, this is fascinating reading.

Reference: N Engl J Med (published as Boston Med Surg J) 1916;175(5):152–6
Abstract

The iron content of the organs in bronzed 
diabetes (hæmochromatosis)
Authors: Muir R & Dunn JS

Summary: The authors of this paper estimated iron levels in the organs and 
tissues of patients with haemochromatosis. They noted three main features of 
the disease namely: i) large haemosiderin deposits in organs/tissues leading to 
bronzing of the skin; ii) cirrhosis of the liver and pancreas; and iii) diabetes, but 
noted that cases without diabetes had been recorded. They also presented a case 
of the condition, with discussion of their findings.

Comment: Haemochromatosis was well recognised and described 100 
years ago. In this paper, there are descriptions of autopsy findings from a 
number of patients who clearly had advanced disease. The paper focuses 
on quantification of the iron load in different organs. The predominant 
organs affected are lymph nodes, liver and pancreas. There is an interesting 
discussion about the possible source of the excess iron and pathogenesis of 
the disease.

Reference: J Pathol 1915;19(2):226–38
Abstract
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Independent commentary by Associate 
Professor Jeremy Krebs
Associate Professor Krebs is an Endocrinologist with a 
particular interest in obesity and diabetes. He trained 
in Endocrinology at Wellington Hospital in New Zealand 
and then did his doctorate with the Medical Research 
Council - Human Nutrition Research unit in Cambridge England.  His thesis 
was on the impact of dietary factors on obesity and insulin resistance.  
Assoc Prof Krebs returned to New Zealand in 2002 to take up a consultant 
Endocrinology post at Wellington Hospital, where he is Clinical Leader of 
Endocrinology and Diabetes.  He is an Associate Professor with the University 
of Otago, and former Director of the Clinical Research Diploma at Victoria 
University - which he established.  As well as clinical and teaching activities, 
Assoc Prof Krebs maintains active research interests in the area of obesity 
and diabetes, with a focus on nutritional aspects, bariatric surgery and 
diabetes service delivery.

Once again a thoroughly interesting and informative summary of the 
current research on these complex topics. You clearly have a cogent 
grasp of the issues with an open-minded approach which is refreshing 
and clinically relevant. Thank you!

Thankyou for all the effort you put into this Jeremy, love the format – 
just about enough for my attention span!

Thank you once again for this informative summary. The body of 
knowledge and understanding is growing.

I am new to Research Review and was introduced to it by a colleague. 
Thank you for taking the time to provide us with updates in the field.

I have come to realise that getting people to change their diet is more 
difficult than getting them to walk naked down the high street!

As always, am grateful for this email and the attached copy of the latest 
NZ Diabetes and Obesity Research Review. 

Feedback from colleagues who receive it from me are always positive 
and I think it is important that I pass that on to you and your team.

Thank you for the good pre dinner reading – great inspiration to help 
me skip the take-aways for dinner tonight. 

It certainly helps me to keep up to date without having to access and 
read all the detailed research findings. To get your valued opinion on 
each topic is great. Have a good festive season with your chocolate 
and blueberries.

With great interest I always read your comments on the articles you 
review (excellent topics and comments on clinically relevant issues).  
I greatly appreciate your work that you make accessible to us all.

I did not whether to laugh, cry or just nod in agreement/or disagreement.

Thank you Jeremy. I have really appreciated your findings and the 
succinct summaries as they have enabled me to speak more effectively 
about diabetes and obesity around the community.
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