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was so closely associated with 
Jews, Jews were considered to be 
one of hundreds of races populat-
ing the planet, and race itself was 
viewed as a combination of bio-
logical, linguistic, and cultural 
traits that distinguished particular 
groups of people—in sickness as 
in health—from other peoples of 
the world.4

The idea of race first came 
under serious attack in the years 
between World War I and World 
War II, when Franz Boas and his 
students challenged the validity 
of the alleged biological evi-
dence.5 However, the idea has by 
no means been put to rest, and 
significant research continues to 
be committed to the search for 
genetic variants that might explain 
health disparities between pur-
ported racial groups. Advocates 
of this research insist that race is 
a strong predictor of health out-
comes, and that a better under-
standing of race-specific 
susceptibilities will increase the 
chances of reducing health dis-
parities.6 Opponents counter that 

Johns Hopkins physician in 
1898, “Diabetes is a rare disease 
in the colored race.”2

Such beliefs have long since 
disappeared. Today, Blacks, 
American Indians, and Hispan-
ics/Latinos are believed to have 
the highest risk of developing 
type 2 diabetes, which makes up 
90% to 95% of all diabetes 
cases. The National Institute of 
Diabetes and Digestive and Kid-
ney Diseases estimates that 
roughly 15.1% of American 
Indians and Alaska Natives 
have diabetes, compared with 
8.7% of non-Hispanic Whites. 
Non-Hispanic Blacks (13.3%) 
and Hispanics/Latinos (9.5%) 
are also disproportionately 
represented.3

Why did the medical commu-
nity once believe that Jews were 
a race and, as such, at high risk 
for diabetes, and why is that no 
longer the case? The response to 
these questions has much to do 
with understandings of race at 
the beginning of the 20th cen-
tury. At the time when diabetes 

Today, US government sources inform us that Native Americans, 
Blacks, and Hispanics/Latinos run the greatest risk of developing 
type 2 diabetes. One hundred years ago, however, Jews were 
thought to be the population most likely to develop this disease. 
I evaluated the evidence that the medical and public health 
communities provided to support the purported link between 
diabetes and Jews. Diabetes was conceptualized as a Jewish 
disease not necessarily because its prevalence was high among this 
population, but because medicine, science, and culture reinforced 
each other, helping to construct narratives that made sense at the 
time. Contemporary narratives are as problematic as the erstwhile 
depiction of diabetes as a disease of Jews. (Am J Public Health. 
2011;101(1):24–33. doi:10.2105/AJPH.2010.202564)

A Historical Perspective

Diabetes

“THERE IS NO RACE, WHICH 
is so subject to diabetes as the 
Jews,” wrote W. H. Thomas in 
1904 in the eugenically obsessed 
language of his day.1 Thomas, a 
New York physician, was voicing 
an almost universally held belief 
in the United States that of all 
the “races,” Jews had the greatest 
likelihood of developing diabe-
tes. At the same time, most 
members of the medical commu-
nity considered the prevalence of 
diabetes among Blacks to be 
unusually low. In the words of a 

andRACE
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almost all agreed that Jews were 
particularly at risk and that the 
proportion of Jews in the popula-
tion was increasing.

The link between Jews and 
diabetes had its origins in the 
European medical literature and 
particularly in the writings of 
Joseph Seegen of Vienna, Aus-
tria.10 After Seegen noted in 
1870 that roughly one quarter of 
his 140 diabetes patients were 
Jewish, other studies started 
appearing alleging that Jews died 
of diabetes at a rate between two 
and six times higher than the rest 
of the population. In the German 
literature, diabetes even came to 
be known as the Judenkrankheit, 
or “Jewish disease.”11

Such views crossed the Atlan-
tic and influenced the American 
medical community. William 
Osler, perhaps the most famous 
clinician in early 20th-century 
America, remarked that 
“Hebrews seem especially prone 
to [diabetes].”12 The New York 
City physician Heinrich Stern 
agreed, commenting that “[t]he 
Hebrews, no doubt, are more 
commonly afflicted with chronic 
glycosuria than natives of the 
nation among whom they 
dwell.”13 And when J. G. Wilson, 
a physician with the US Public 
Health Service, tried to under-
stand why the diabetes mortality 
rate in New York City had tripled 
between 1889 and 1910, he 
compared the rapid growth in the 
city’s Jewish population with the 
rise in the diabetes mortality rate. 
For Wilson, the correlation 
between these two sets of data 
was sufficient to demonstrate 
causation.14

To explain why Jews experi-
enced such a high rate of diabe-
tes, Wilson turned to racial traits, 
claiming that “some hereditary 
defect” made the Jews more 
prone to develop the disease.15 

the focus on race ignores genetic 
diversity within groups; diverts 
attention from nongenetic expla-
nations for group differences, 
which may better explain differ-
ential prevalence rates; contrib-
utes to racial stereotyping; and 
risks constraining diagnostic and 
treatment options in ways that 
can do harm.7

The historical example pro-
vided here is intended as a con-
tribution to this critical literature. 
Highlighting the problems associ-
ated with race-based medicine, 
the story of Jews and diabetes 
reveals how stereotypes about an 
alleged racial group can shape 
the way medical communities 
define at-risk populations and the 
interventions they pursue. After 
presenting and evaluating the evi-
dence physicians provided in the 
first half of the 20th century to 
support the link between diabetes 
and Jews, I briefly discuss the 
narratives about race and diabe-
tes being constructed today. Our 
contemporary picture of diabetes 
is, in important ways, as problem-
atic as the depiction of diabetes 
that flourished 100 years ago.

JUDENKRANKHEIT

Around the turn of the 20th 
century, medical and public 
health communities began to 
grow concerned about the steady 
increase in the diabetes rate 
among the middle-aged and 
elderly populations.8 Most recog-
nized that this increase was occur-
ring in part because people were 
living longer, but few were satis-
fied that this was the only cause.9 
A robust debate thus took place 
in which a host of factors were 
considered, including rising obe-
sity rates, increased sugar con-
sumption, and the greater stress 
of modern civilization. But one 
explanation drew near consensus: 

He did not elaborate on the 
nature of the “defect,” but others 
pointed to the supposedly sensi-
tive nervous system of the Jews. 
For Osler, it was the Jews’ partic-
ularly “neurotic temperament”; 
for the author of an article in the 
widely read Collier’s Magazine, it 
was the Jews’ “racial tendency to 
corpulence.”16 These racial traits 

were then exacerbated—or so 
many believed—by the Jews’ pref-
erence for “consanguineous mar-
riages,” or the marrying of blood 
relatives.17

Not all agreed that the Jews 
had an inherited tendency to 
develop diabetes. Robert Saun-
dby, a London physician, insisted 
that “modern life is in itself a 
cause of diabetes.” According to 
Saundby, the Jew, especially the 
well-to-do Jew, suffered from dia-
betes not because he was Jewish 
but because he lived in the city, 
where he ate too much, exercised 
too little, and strained his nervous 
system “in the pursuit of knowl-
edge, business or pleasure.”18 
Elliott Joslin, the most famous 
American diabetes specialist in 
the first half of the century, was 
more succinct. “The Jew,” he pro-
claimed, “is not prone to diabetes 
because he is a Jew, but rather 
because he is fat.”19

The explanations that circu-
lated in the early 20th century to 
elucidate the Jews’ alleged pro-
pensity for diabetes were an 
eclectic set, including racial ste-
reotypes, cultural practices, and 

”
“Highlighting the problems associated 
with race-based medicine, the story of Jews 
and diabetes reveals how stereotypes about 
an alleged racial group can shape the way 

medical communities define at-risk populations 
and the interventions they pursue.
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more controversial populations 
was the Jews.

In the 19th century, the United 
States Bureau of Immigration had 
classified Jews as “Slavonic,” a 
subgroup of the elite Aryan stock. 
However, the Dillingham Com-
mission took issue with this, 
insisting that linguistic and physi-
cal criteria, including the “Jew’s 
nose,” placed them among the 
Semites, lower down on the Cau-
casian ladder.28 Why this should 
have mattered becomes clear in 
the context of the commission’s 
recommendation in 1911 that the 
government enact a restrictive 
immigration law.29 The Diction-
ary of Races or Peoples was 
intended, in other words, to guide 
the government as it tried to dis-
tinguish “desirable” from “unde-
sirable” races, thus determining 
which immigrant groups would 
be permitted entry and which 
would be turned away.30

The link between racial classi-
fications, racial status, and immi-
gration politics is even more 
evident in the writings of a 
group of extreme nativists, who 
were determined to end the 
influx of eastern European Jews 
into the United States. Referring 
to the Jews’ physical stature, 
moral traits, and origins as a 
nomadic tribe, they insisted that 
the Jews not be classified as Cau-
casian at all, but as “thorough-
bred Asiatics.” One author could 
not hide his disdain for the 
“primitive, tribal, Oriental” char-
acter of the Jews. Yet another 
wrote disparagingly of the “Mon-
goloid traits” of the Jews, which 
he attributed to the blood of the 
Mongolian Khazars allegedly 
coursing through the Jews’ 
veins.31 Given that the Chinese 
Exclusion Act of 1882 all but 
forbade Asians from entering the 
United States, had Jews been 
redefined as “Orientals,” they 

belief as well, writing of “Hebrew 
blood” and of the “Jewish race.”23 

Still, exactly what characterized 
the “Jewish race,” or any race for 
that matter, engendered heated 
debates, revealing the high stakes 
in theories that were embedded 
in a logic of racial superiority and 
inferiority. Racial hierarchies situ-
ated Caucasians at the top and 
Ethiopians at the bottom, and 
many of the debates focused on 
where, exactly, a particular race 
belonged.24

A powerful example of this is 
the 1910 report by the Dilling-
ham Commission, a US Congres-
sional Committee set up to study 
immigration. Volume five of the 
report, entitled Dictionary of 
Races or Peoples, drew upon 
established anthropological 
works to compile listings of as 
many as 600 “branches or divi-
sions of the human family”; the 
commission counted 45 races 
among the US immigrant popu-
lation alone. The latter included, 
in addition to the Jews (or 
Hebrews), Celtics, Alpines, Let-
tics, Teutonics, Mediterraneans, 
and Slavonics, among others.25 
To distinguish these populations, 
anthropologists relied on a com-
bination of biological, linguistic, 
and cultural characteristics, 
including facial features, body 
type, language, customs, geogra-
phy, religion, and history. But 
the most salient feature was skin 
color, which was considered a 
marker of a race’s level of “civili-
zation”: the darker the skin, the 
closer a race remained allegedly 
to an earlier, “savage” stage of 
human development; the whiter 
the skin, the more “civilized” 
they were.”26 For this reason, 
one of the more contentious bat-
tles around the turn of the cen-
tury was over the degree of 
“whiteness” of the recent immi-
grant groups.27 And one of the 

lifestyle issues. Why, though, 
would anyone have believed 
these theories? Of course, it is 
possible that Jews suffered dis-
proportionately from diabetes at 
the time. But most of the articles 
published on this topic did not 
include statistics, and those that 
did drew primarily on experi-
ences with very select popula-
tions. Perhaps most importantly, 
populations that had little contact 
with the formal medical commu-
nity were not recorded.

Even if reliable statistics 
existed, they would not help us 
understand the stories that circu-
lated to explain why Jews were 
so vulnerable. The vast majority 
of Jews in the United States in 
the early 20th century were poor 
immigrants from Eastern Europe, 
yet the “Jew” most often por-
trayed in the diabetes literature 
was the affluent Jewish urban-
ite.20 Indeed, by and large, diabe-
tes was considered a disease of 
wealth, referred to by physicians 
such as Osler as a “disease of the 
higher classes.”21

At the very least, then, a con-
siderable gap existed between the 
image of diabetes as a disease of 
affluence and the actual circum-
stances of the vast majority of 
Jewish immigrants. We can thus 
learn much about why diabetes 
was considered a Judenkrankheit 
by examining cultural assump-
tions and stereotypes.

JEWS, RACE, AND 
STEREOTYPES

Around 1900, few questioned 
the scientific and cultural legiti-
macy of the concept of race. As 
the sociologist Elazar Barkin has 
commented, “race was perceived 
to be a biological category” and 
racial differences were “regarded 
as matters of fact, not of preju-
dice.”22 Some Jews advanced this 
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more, Wilson countered that the 
Jews’ high rate of diabetes had 
deep cultural and biological 
roots: “the practice of inbreeding 
which obtains among them,” he 
wrote with evident disgust, had 
much to do with the Jews’ high 
rate of diabetes. Thus, to reduce 
this rate, “the methods of right 
breeding” had to take precedence 
over those “of right living.”40

The image of the Jews as a 
diabetic race fit, moreover, into a 
long history of depicting Jews as 
a particularly diseased people, 
dating back at least to the Middle 
Ages, when they were persecuted 
for allegedly spreading plague 
throughout Europe. Casting the 
Jews as syphilitic or tubercular, as 
they often were, or as diabetic all 
reinforced the image of the Jew 
as inherently sickly.41 Certainly, 
for anyone who wished to stem 
the tide of Jewish immigrants 
from eastern Europe, the picture 
of Jews as a diseased race was 
particularly useful. Still, anti-Sem-
itism alone cannot account for 
the widespread belief that Jews 
suffered disproportionately from 
diabetes, since Jewish physicians 
themselves believed diabetes 
posed a particular problem for 
those of Jewish descent.42

“Statistics prove conclusively 
that the disease occurs among 
Jews from two to six times as fre-
quently as it does among non 
Jews,” wrote the anthropologist 
Joseph Jacobs and the physician-
anthropologist Maurice Fishberg 
in an article on diabetes they 
coauthored for the Jewish Encyclo-
pedia, published between 1901 
and 1906.43 Hyman Morrison, a 
Boston, Massachusetts, practitio-
ner, held this view as well, com-
menting that “[t]he testimony of 
observers, both in America and 
in Europe, goes to show that 
diabetes mellitus occurs more 
frequently among Jews than 

linked Jews to what he called 
“this great luxury disease.” In 
“Sweetness Is Death,” published 
in 1924, Emerson attributed the 
rise in the diabetes rate to the 
fact that Americans were “the 
grossest feeders among the 
nations . . . bulging with the 
money bags of the world, fairly 
oozing with wealth, eating every 
day much more than any of our 
allies or opponents of the war . . . 
and, as it were, dying of overeat-
ing.”36 Emerson did not mention 
Jews explicitly in these lines, but 
just a few paragraphs later he 
informed his readers that Jews 
had the highest rate of diabetes, 
and that in Europe the disease 
was even known as the Juden-
krankheit. Thus, without being 
explicit, he left his readers with 
an image of the rich Jew, hoard-
ing his wealth and indulging him-
self while the rest of the world 
struggled with hunger.37

Wilson, the US Public Health 
Service physician, painted a simi-
larly harsh picture of the Jews, 
describing them once as “a highly 
inbred and psychopathically 
inclined race.”38 His insistence 
that Jews suffered from diabetes 
because of a hereditary defect 
was made while he was stationed 
at Ellis Island, the port of entry 
of most eastern European Jews. 
Wilson’s sense of discomfort with 
this group of individuals, whose 
clothing, language, and manner-
isms seemed so alien to him, 
manifested itself in two ways: in 
the speed with which he assumed 
that a correlation between the 
rising mortality rate from diabe-
tes and the increase in the Jewish 
population meant that Jews were 
the cause of the increased mor-
tality, and in the measures he 
proposed for reducing the diabe-
tes rate.39 Whereas other physi-
cians argued that Jews simply 
needed to eat less and exercise 

would probably have been 
excluded as well.32

Anti-Semitic attitudes thus 
fueled many of the claims about 
the Jews’ racial traits. Signifi-
cantly, though, those who chal-
lenged the negative stereotypes 
rarely questioned the validity of 
the concept of race. Instead, they 
argued that a different, more pos-
itive set of racial traits better 
characterized the Jews. This liter-
ature thus emphasized the Jews’ 
native “genius,” their diligence 
and creativity, and their “unself-
ish service to nation and the 
world.”33 They were cast as 
major contributors to the arts and 
sciences, to medicine and the law, 
to politics and sports—in short, to 
all aspects of modern “civiliza-
tion.” As the Jewish composer 
Gdal Saleski commented, “the 
bloodstream of the Jew courses 
through the spiritual veins of 
every major art that modern civi-
lization has risen to honor.”34 

Discussions about Jews and 
diabetes took place against this 
backdrop. Those writing on this 
subject assumed that Jews made 
up a distinct race. There, how-
ever, any consensus ended. 
Indeed, the picture of diabetes as 
a Jewish disease flourished in 
part because the explanations 
were diverse enough to appeal 
both to those who viewed Jews 
as “racial aliens” and to those 
who were members of the Jewish 
community.35 

DIABETES NARRATIVES

The diabetes literature in the 
early 20th century did not 
include many references to the 
Jews’ orientalism. Still, the image 
of the Jew that often appeared 
had disturbing elements. Haven 
Emerson, professor of preventive 
medicine at Columbia’s College 
of Physicians and Surgeons, 
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the elimination of this trait from 
the population.

Diabetes enjoyed popularity as 
a “Jewish” disease because sci-
ence, medicine, and culture all 
worked together to produce 
believable narratives. For some, 
diabetes revealed the Jews’ greed-
iness and neuroses; for others, it 
marked the centuries of suffering 
they had endured; for yet others, 
it was a sign of the Jews’ moder-
nity. But all were in agreement 
that the Jews differed biologically, 
whether they viewed that differ-
ence as anciently racial or 
recently acquired, and that bio-
logical differences correlated with 
disease patterns. That agreement 
did not last. 

RACE AND DIABETES 
TRANSFORMED

In the 1930s, articles began 
appearing that questioned the 
link between Jews and diabetes. 
Some challenged the reliability of 
the statistics; others insisted that 
Jews simply visited their doctors 
more often, so their diseases 
were more often recorded; yet 
others attacked head on the bio-
logical validity of the concept of 
race. Still, articles that linked Jews 
and diabetes continued to appear 
for a few more decades. Then, in 
the mid-1950s, they basically 
stopped. What happened over 
this 20-year period?

We cannot ignore the possibil-
ity that changing diets and 
socioeconomic status contrib-
uted to a decline in the diabetes 
rate among Jews. However, no 
articles have been found that 
addressed this possibility. Instead, 
silence descended upon this topic, 
suggesting that changing under-
standings of race may have played 
a more important role. Between 
World War I and World War II, 
anthropologists such as Boas 

among their neighbors.”44 Yet 
Jewish physicians differed from 
many in the medical community 
in insisting that although diabetes 
may be heritable it was not a 
racial disease, if racial meant 
having been part of the Jews’ bio-
logical makeup since biblical 
times.45

By and large, Jewish physicians 
turned to the Lamarckian theory 
of the inheritance of acquired 
characteristics to explain the evo-
lution of diabetes among Jews.46 
The particular trait Jews were 
believed to have acquired over 
the centuries was not diabetes 

per se, but rather “an unstable 
nervous constitution,” which pre-
disposed Jews to the disease. The 
association between the nervous 
system and diabetes drew 
strength from experimental stud-
ies showing that the stimulation 
of nerves innervating the internal 
organs led to a release of adrena-
lin, which in turn caused the 
liver to break glycogen down 
into sugar and produce a mild 
glycosuria.47 According to the 
Philadelphia, Pennsylvania, phy-
sician Solomon Solis-Cohen, ner-
vous derangements developed 
in response to the “cruel perse-
cution” Jews had experienced 
over the centuries, which had 
“affected profoundly their auto-
nomic nerve system; and auto-
nomic-endocrine imbalance.”48 
In a similar fashion, Jacobs and 
Fishberg blamed the high rate of 

diabetes among Jews on their 
“extreme nervousness, the Jews 
being known as the most nervous 
of civilized peoples.”49 

The quotation from Jacobs and 
Fishberg suggests another, com-
pelling, reason why Jewish physi-
cians may have willingly 
embraced a picture of diabetes as 
a Jewish disease: the traits associ-
ated with the disease had some 
positive connotations. To a cer-
tain extent, this was because dia-
betes was associated with wealth, 
but note as well the link Jacobs 
and Fishberg made between dia-
betes, nervous diseases, and civi-
lization. They were drawing upon 
a widespread understanding of 
the relationship between disease 
and civilization, which held that 
as one moved up the evolution-
ary ladder from “primitive” to 
“civilized” races, the nervous sys-
tem grew more complex. Such 
complexity permitted the devel-
opment of the “higher faculties,” 
such as aesthetics and morality, 
but it also made the “civilized” 
races more susceptible to ner-
vous ailments.50

Indeed, physicians frequently 
commented on the high inci-
dence of diabetes where “wealth 
and culture” abounded, on its 
prevalence among “civilized 
humanity,” and on the way it 
increased “with the intensity of 
life.”51 Diabetes may have 
marked Jews as sickly, but it also 
symbolized their place among 
the cultured elite. It was the price 
they paid for having devoted 
themselves to a life of the intel-
lect, of mental exertion, and of 
nonphysical activities and enter-
tainments.52 There was little rea-
son for dismay, however. Given 
that diabetes was an acquired 
and not a racial disease, exposure 
to different environmental condi-
tions would lead eventually—or 
so Jewish physicians hoped—to 

”
“Diabetes enjoyed popularity as a “Jewish” 

disease because science, medicine, and culture 
all worked together to produce believable narra-

tives. For some, diabetes revealed the Jews’ 
greediness and neuroses; for others, it marked 
the centuries of suffering they had endured; for 
yet others, it was a sign of the Jews’ modernity.
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and disease, and, with it, of Jews 
and diabetes, quietly slipped 
away.58

Talk about race and diabetes 
did not, however, disappear. For 
as talk about Jews and diabetes 
declined, articles began surfacing 
that drew attention, sometimes 
with alarm, to the prevalence of 
diabetes in the Black population. 
In 1951, for example, the Geor-
gia Department of Public Health 
showed that among women aged 
50 years or older, almost 8% of 
“colored females” had an abnor-
mal blood sugar level compared 
with only about 4% of White 
females. The results, the authors 
claimed, were “completely unan-
ticipated by us.”59 Twenty years 
later, the authors of a report from 
the US Public Health Service 
recorded with concern that a 
44% increase in morbidity from 
diabetes had taken place among 
“the color groups” between 1950 
and 1967 compared with a 5% 
increase for Whites.60

What was going on? Was dia-
betes increasing in the Black 
community? A small group of 
physicians certainly thought so, 
and they had been trying to draw 
attention to the problem since 
the 1920s. I. I. Lemann, for 
example, a medical school faculty 
member at Tulane University, 
published an article in the Journal 
of the American Medical Associa-
tion as early as 1927 analyzing 
admissions data at the Charity 
Hospital in New Orleans. 
Between 1898 and 1926, he 
reported, the percentage of dia-
betes admissions increased eight-
fold among Blacks and only 
four-fold among Whites.61 In 
the 1930s, physicians at Johns 
Hopkins and Emory University 
were finding similar increases, 
leading them to conclude that 
“diabetes in negroes is not differ-
ent in any way from the disease 

disappear. For example, Tay-
Sachs disease is still linked to 
Jews. But as early as the 1930s, 
researchers recognized that 
although Tay-Sachs was prevalent 
among Ashkenazi Jews, its rate 
among Sephardic Jews was no 
different than in the rest of the 
population.56 Moreover, in subse-
quent decades, French Canadians 
and the Pennsylvania Dutch were 
shown to have high prevalence 
rates of Tay-Sachs as well. Thus, 
the presence of this disease in a 
population was no longer consid-
ered a racial trait but rather the 
result of a genetic defect that 
established itself in a population 
experiencing relative reproduc-
tive isolation.57 

A focus on genetic frequencies 
and particular populations is a 
far cry from the characterological 
associations that flourished early 
in the 20th century. Diabetes 
had been considered a Jewish 
disease as long as Jews were con-
sidered a separate and particu-
larly nervous “race.” As these 
ideas came under attack, fewer 
and fewer articles claimed that 
diabetes was a Jewish disease. 
But the near disappearance of 
discussions about Jews and dia-
betes did not take place until 
after World War II, as people 
learned with horror about the 
extremes to which the Nazis had 
taken racial notions of disease 
and degeneracy. To the Nazis, 
Jews had been little more than 
vermin, an inherently diseased 
race that threatened the purity of 
Aryan blood. As Robert J. Lifton’s 
interviews with Nazi doctors 
have revealed, many conceived 
of Auschwitz as a public health 
venture, designed to eradicate 
Jewish biological contamination 
at its source. In the wake of news 
reports about Nazi racial hygiene 
and the atrocities of the concen-
tration camps, talk of Jews, race, 

began a sustained attack on the 
concept of race, raising questions 
about the validity of the biological 
evidence that purportedly distin-
guished races from one another. 
Whether the evidence came from 
physical anthropology, craniomet-
ric measurements, or genetics, 
Boas and his school insisted that 
supposed divisions between the 
races on biological grounds were 
unsustainable. Any differences 
that remained were, rather, 
best studied through cultural 
analysis.53

Further challenges to tradi-
tional understandings of race 
occurred in these decades. As 
Matthew Jacobson has shown, 
debates about the relative white-
ness of Jews, Celtics, Teutonics, 
and others, which had flourished 
in the early decades of the 20th 
century, gradually disappeared as 
these groups came to be viewed 
simply as “Caucasian.” As Jim 
Crowism continued its spread of 
terror throughout the South, and 
as the mass migration of Blacks 
to the North and West resulted in 
increased racial tensions and hos-
tilities throughout the nation, 
race came to be seen in this 
country largely in terms of Black 
and White.54

During this time, the Jews 
“became white folks,” to quote 
the anthropologist Karen 
Brodkin.55 This transformation 
was helped along in the years fol-
lowing World War II by the Jews’ 
access to such federal economic 
and social programs as the GI Bill 
and Veterans Administration  
mortgages, which eased their 
entry into the White middle class. 
And as Jews lost their status as a 
separate race, the idea that they 
had a special proclivity for diabe-
tes also abated.

To be sure, research exploring 
the link between Jews and par-
ticular diseases did not totally 
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accurate picture of the threat dia-
betes posed to the American pop-
ulace. The town chosen for the 
survey was the largely White 
town of Oxford, Massachusetts, 
which speaks volumes about the 
assumptions still prevalent at 
midcentury both about the dis-
ease and the populations most 
likely to be at risk. According to 
Hugh Wilkerson, who conducted 
the survey, Oxford was selected 
because it was representative of 
small towns in the United 
States.70 No wonder state and 
federal health departments later 
expressed alarm at the rapidly 
rising rate of diabetes among 
Blacks. The total lack of attention 
to a more diverse population was 
still evident in the 1960s, when 
public health educators produced 
a film, Diabetics Unknown, that 
targeted anyone who was not 
only “fat, forty, [and] familied” 
but also “fair.”71 The current dia-
betes “epidemic,” which appears 
to be affecting disproportionately 
people who would not be defined 
as “fair,” may stem at least in part 
from our country’s failure to rec-
ognize the problem of diabetes 
in non-White communities—and 
thus to intervene—until it was 
too late.

CONCLUSIONS

In the 21st century, the role 
of race in medicine remains con-
tentious. The question is not 
whether one’s genetic makeup 
shapes one’s disease experience, 
but whether race provides a 
meaningful way of explaining 
the variations in human geno-
types that influence the human 
experience of disease.72 Follow-
ing Boas’s critical writings on 
race, most social scientists have 
abandoned the idea that biologi-
cal race is a valid construct. As 
the molecular anthropologist 

as found among white people.”62 
To justify their conclusion, they 
turned to a host of factors, 
including the increased migration 
of Blacks from rural to urban 
areas; increasing rates of obesity, 
especially among women; and 
the greater number of Blacks liv-
ing to old age, when diabetes is 
more likely to develop.63

These studies, however, had 
little impact in the 1930s and 
1940s. Diabetes may very well 
have been ignored—by Black and 
White physicians alike—because 
other health problems afflicting 
Black communities were attract-
ing more attention. Tuberculosis 
and syphilis, for example, regis-
tered morbidity and mortality 
rates that far surpassed those of 
Whites. Maternal and infant mor-
tality rates were also disturbingly 
high. And among the new 
chronic diseases that were claim-
ing an increasing number of lives, 
heart and kidney disease took 
center stage. Indeed, a 1937 arti-
cle on the 21 leading causes of 
death among southern Blacks did 
not include diabetes.64

It is also possible that cultural 
images surrounding diabetes—as 
a disease of wealth, girth, and a 
high-tension nervous system—
contributed to the relative invisi-
bility of diabetes in the Black 
community. Drawing on the rac-
ist discourse that claimed “primi-
tive” peoples had less developed 
nervous systems, physicians, 
anthropologists, and evolution-
ists in the early decades of the 
20th century contended that the 
nervous system of Blacks was 
different from that of Whites. 
Thus, in the infamous Tuskegee 
Syphilis Study, Black men were 
subjected to painful spinal taps 
to test whether their allegedly 
less evolved nervous system 
would explain why syphilis 
appeared to manifest differently 

in their bodies than in those of 
Whites.65 Angina was also 
believed to occur “usually in the 
sensitive, nervous type, as the 
Jew, or in the tense, efficient 
American, rather than in the dull, 
happy negro or the calm, accept-
ing Chinaman.”66 In the same 
way, physicians who studied dia-
betes struggled to understand 
how the average “negro,” who 
was “happy-go-lucky” and lacking 
“nervous strain, intense applica-
tion to business, mental shock 
and worry,” could possibly suffer 
from the disease.67 The “negro’s” 
more “carefree” nature was, in 
other words, believed to confer 
some measure of immunity to 
the disease.68

In 1942, the Black pathologist 
Julian Herman Lewis voiced his 
frustration that physicians contin-
ued to assert that Blacks had “a 
relative immunity” to diabetes, 
despite the absence of any evi-
dence. Lewis, who was familiar 
with the work of Lemann and 
others who had been document-
ing the increased rate of diabetes 
in the Black community since the 
1920s, had no idea whether the 
data signaled an actual increase 
in the diabetes rate among Blacks 
or whether it captured “a more 
accurate investigation of the real 
conditions,” rendering visible a 
problem that had been there all 
along. But whatever the explana-
tion, Lewis insisted that no 
immunity protected against it and 
that diabetes in the Black com-
munity could no longer be 
ignored.69

But it continued to be ignored. 
In 1947, five years after Lewis’s 
complaint, the US Public Health 
Service set out to gather informa-
tion about the estimated two mil-
lion Americans living with 
diabetes. Fearing the consequences 
of inaction, it decided to conduct a 
survey that would provide an 
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