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Here’s a well-known weight-loss tip: use a smaller plate, and you’ll be satisfied with a smaller
portion. The tip works — provided you’re not genuinely very hungry — because a large part of
our satisfaction at the end of a meal is determined by expectations about what a decent meal
looks like. If we feel like we’ve eaten a proper dinner, we're not likely to eat another one an
hour later.

If the sight of our meals matters, then how about the sight of each bite? Business-school
researchers at the University of Utah, Salt Lake City, conducted a clever experiment to find
out.

The study authors enlisted help from a local Ttalian restaurant. Over the course of two days —
serving two lunches and two dinners — the researchers randomly selected tables to receive either
unusually large forks (20% larger than the restaurant’s normal fork) or unusually small forks

( 20% smaller than normal ). (ajLhey then weighed each plate of food before it went out to a

customer and once again when it came back, in order to calculate how much each person had

eaten.

Overall, the results showed, the customers given bigger forks ate less, leaving (77 ) on
their plates at the end of each meal.

That left the study authors trying to explain why people might eat more when they’re given
(A ) portions, but less when they’re given (7 ) forks? The study authors suggest that

both phenomena can be explained by EB]the same logic. In their paper they write:

Diners focus on the visual cue of whether they are making any dent in the amount
of food on their plates . . . . The ( T ) fork (compared to the larger fork)
appears to provide ( A" ) satisfactory goal progress; that is, diners feel they are
not making much of a dent in consuming their food and, hence, satisfying their
hunger. This, in turn, focuses diners to put in more effort (e.g., more forkfuls)
toward satiating their hunger. As a rvesult, diners with smaller forks consume

(41 ) food than those using larger forks.

By {Clthjs same logic, if the food portion is very large to begin with, diners will eat

(& ) of it because they don’t notice themselves making a dent in the meal until a lot has
been consumed.

The argument also suggests an interplay between bite size and portion size. In the experiment,
restaurant-goers who received both small forks and large portions ate disproportionately
(7 ) than either one of those factors alone would predict.

Importantly, however, the bigger fork may encourage people to eat ( % ), only when their
goal is to eat a full meal and satisfy their hunger — precisely the goal of most restaurant-goers.
The study authors also tested the effect of fork size on food consumption among people who

were not necessarily hungry, but instead were merely snacking,.
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They gave university students some pasta salad and the same large forks and small forks that
were used in the restaurant experiment. They found that, when people were presented with
food outside of a mealtime, larger forks led people to consume ( I ). The students were,
perhaps, less concerned about making a dent in any food they were given, so that they simply
took a few bites out of habit. In that scenario, the authors write, people may “become more

willing to anchor on the fork size as the appropriate bite size.”
(http://healthland.time.com/2011/07/15/using-a-big-fork-may-help-you-eat-less/)
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The use of the touch in medical diagnosis has had a spottier history. Hippocrates relished
and eagerly employed the data provided by the senses. Ile wrote, “It is the business of the
physician to know in the first place things . . . most important, most easily known, which
are to be perceived by the sight, touch, hearing, the nose and the tongue,” And texture,
temperature, and contour were often provided in the description of ﬁatients and their diseases
in his works. That approach to medicine was followed only intermittently until the Renaissance,
and not until the Enlightenment was it fully re-embraced by physicians who sought to use the
concrete data provided by the body to make medicine a true science in an age of scientific
achievemernit, Ultimately it is the same quest for the precision and accuracy of a true science
that has practically destroyed the physical exam. The doctor’s touch seems primitive and
uncertain when compared to what we can find out through the marvels of technology.

That’s the perception, but is it true? There’s mounting evidence that the hand of the doctor
provides information that can’t be gained from the cool eye cast by [ A]j_tf technological replace-
ments. Take, for example, the issue of screening for breast cancer. What can an exam pick
up that can’t be discerned by a machine? The machines in question — mammography, ultra-
sound, magnetic imaging — play a powerful role in the detection of breast cancers. But so does
touch. Most breast cancers — well over 70 percent — are detected by women who feel a lump
in their breast. Mammograms account for another 20 percent — clearly an important tool in
the detection of this common disease. Yet studies suggest that the breast exams performed by
a physician account for another 5 percent of breast cancers detected — given the number of
breast cancers in this country, that comes out to ten thousand cancers picked up on exam every
year, making touch a surprisingly powerful tool as well.

The assessment of abdominal pain — one of the most common and problematic emergency
room complaints — is another example where the physical exam may work better than even
the best technology. Every year over three million patients come to an ER somewhere in the
country complaining of pain in the belly. A quarter million of those patients end up in an
operating room, having their appendix taken out. Most of the time, it’s a good call — the
surgeon will remove a diseased organ. But on average 20 percent of those who take that trip
to the OR will have what the surgeons call a negative appendix — that is, an appendix that

is completely normal. For women the rate of unnecessary appendectomies can be twice [B}that’

up to 45 percent in some studies. And these statistics have been unchanged for decades.

For many years this was considered an acceptable rate. Overall it was clear that early
intervention was the safest way to deal with this potentially fatal disease and that the benefit
of rushing patients with suspected appendicitis to the OR outweighed the potential harm of the

unnecessary surgery.
(Lisa Sanders, Every Patient Tells a Story, 2009)
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