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Severe flooding raises deadly overdose risk in rural Appalachia, study finds – and the harm lasts for years

theconversation.com · Kristina P. Brant, Assistant Professor of Rural Sociology, Penn State

Flooding has torn apart homes in eastern Kentucky several times in recent years. Michael Swensen/Getty ImagesWhen she went to sleep on July 27, 2022, McKayla wasn’t worried about the storm that was raging outside her trailer in southeastern Kentucky. Intense storms came frequently in summer. While the creek in front of her home would often rise, water never came close enough to be a concern.


But at 6:30 the next morning, one of her children rushed into her room panicked. McKayla ran to the window to see their neighbors’ belongings floating by. “I started waking the kids up,” she recalled. “But by that point, there was absolutely no way we could have got out. From 6:40 to 7:10, the water had just started coming through the house. At 7:10 we were standing on my kitchen counter.”


Her oldest son busted a hole in the ceiling, cutting the trailer’s tin roof back with scissors. McKayla pushed the kids up onto the roof before hoisting herself up. They stayed on the roof for hours until a National Guard boat rescued them.


The devastation was vast. McKayla lost her home and everything in it.


She had been in recovery from substance use disorder when the flood hit, and the trauma and instability upended her recovery.


“I started using drugs again,” she told me while participating in a study I led about the effects of disasters on drug use. I’m not using her real name here to protect her privacy. 


“It was just one of those things. I lost everything I had,” she said. “There was nothing in the house that was savable.”






            [image: Muddy water up to the roofline of one house and at the edges of others along a river.]
            
              Flooding in 2022 reached the roofs of houses along eastern Kentucky creeks and rivers.
              Arden S. Barnes/For The Washington Post via Getty Images
            
          

McKayla’s story is more common than people may realize.


When flooding hits rural areas like Appalachia, it can weaken support systems that have taken years to build. At the same time, residents in drug or alcohol recovery are under extraordinary stress from the loss of homes, jobs and sometimes friends and family.


In our recent study, Mengjun Ge, Zhen Lei and I assessed how floods might increase substance use-related harms. We found large increases in overdose deaths in flood-damaged areas and evidence that the harm continues for years.


Rural Appalachia and the overdose crisis


For the past decade, I have been studying substance use disorder and recovery in rural Appalachia, which has long been considered an epicenter of the overdose crisis.


The region has seen high rates of overdose deaths due to the proliferation of prescription opioids in the 2000s and the subsequent spread of heroin and synthetic opioids such as fentanyl in the 2010s.


West Virginia, for example, had the highest overdose mortality rate of any state from 2014 to 2024. When overdose death rates peaked in 2023, the state saw 81.9 overdose deaths per 100,000 residents, compared to the national rate of 31.3.



            [image: Signs are displayed at a tent during a health event in 2021 in Charleston, W.Va.]
            
              A booth at a health event in West Virginia in 2021 reflects the soaring toll of U.S. overdose deaths from fentanyl.
              AP Photo/John Raby
            
          

Access to treatment has expanded considerably in recent years, and substance use-related harms have finally started to decline. 


But in rural communities especially, resources that help people recover from substance use disorders are still limited. For example, while nearly two-thirds of West Virginia’s counties are considered rural by the federal Office of Management and Budget, only 18% of West Virginia’s 140 certified recovery houses for people seeking recovery from addiction are in rural counties.


Connecting floods to overdose deaths


Looking at data from 2000 to 2017, my colleagues and I found that severe floods, which we defined as a flood that received a presidential disaster declaration and caused at least one fatality, were associated with an increase in opioid overdose deaths in rural Appalachian counties.


The elevated risk didn’t subside quickly. We found that during the 10 years following a severe flood, the annual overdose death rate in flood-hit counties was 26% higher than in similar unaffected counties. That amounts to 2.6 deaths more per 100,000 residents per year.


These effects add up over time. A total of 11,744 opioid overdose deaths were officially recorded in rural Appalachia from 2000-2017. By comparing overdose rates in flooded and nonflooded counties, we estimate that 1,368 of those deaths were connected to the devastating impacts of severe floods.





These effects were also not uniform across communities. We found that flood damage most affects individuals with no more than a high school education and those in counties defined by the Appalachian Regional Commission as economically distressed. These groups see the largest increase in overdose death risk following floods.


Why flooding might contribute to an overdose


To understand why overdose deaths increased after flood damage, we talked with people who were working in fields such as substance use treatment and harm reduction when the 2022 flood that destroyed McKayla’s home hit their areas.


They described how the flood disrupted access to treatment, recovery and harm reduction services, either because people could not travel to services or because facilities themselves flooded. They also talked about the stress people faced after losing jobs and homes and the lasting trauma from widespread devastation in their communities. People displaced from their homes were often separated from their social support networks.


They described how these factors led some people in recovery, like McKayla, to use drugs again and led to drug use among people who had never used before, especially when they didn’t have easy access to mental healthcare. Such drug use also got riskier when people lost access to tools such as Naloxone and fentanyl test strips that help prevent overdoses and related deaths.


Together, these factors interacted to increase risk of overdose death, both immediately and longer term.


Fostering rural resilience


Our study underscores the long-term impact of natural disasters on mental health and drug use. But we also found ways communities can try to keep substance use treatment and recovery services operating in the toughest circumstances.


We heard stories of methadone providers traveling to patients’ homes in ATVs to bring them into the clinic for treatment. Harm reduction providers used boats to deliver Naloxone, food and water to flooded homes. Primary care providers and community health workers visited emergency shelters to provide counseling and ensure people had access to their medications.


After their experience with a destructive flood in the same region in 2021, care providers said they were more prepared to help people when the 2022 flood hit because of what they had learned.


Ensuring treatment providers have contingency plans for patients amid disaster, and including these providers in community disaster preparedness and recovery planning, are two key steps that could help limit future harm elsewhere.


Additionally, policies and programs that make substance use treatment more flexible – such as supporting the use of telehealth or mobile clinics  – would allow providers to adapt after a disaster and lower barriers to treatment in rural communities.


Ultimately, local support services and family helped McKayla enter recovery again and rebuild her life after the flood. Infusing disaster preparedness into substance use treatment and recovery services could prevent others from experiencing the instability that McKayla faced in the first place.

Kristina P. Brant receives support from the United States Department of Agriculture National Institute of Food and Agriculture Hatch Appropriations under Project #PEN04971 and Accession #7006637, and the Eunice Kennedy Shriver National Institute of Child Health and Human Development under grant P2CHD041025.


Original: https://theconversation.com/severe-flooding-raises-deadly-overdose-risk-in-rural-appalachia-study-finds-and-the-harm-lasts-for-years-289293
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What happens when your hospital is also your insurance company? We’re starting to see the effects

theconversation.com · Geronimo Bejarano Cardenas, PhD Candidate, Health Services, Policy & Practice, Brown University · Grace Mackleby, Research Scientist of Health Policy and Economics, University of Southern California

Is your hospital under the same corporate roof as your health insurance company? Michael Siluk/UCG/Universal Images Group via Getty ImagesHistorically, hospitals have provided care for people, while separate insurers have paid for that care. 


During the past two decades, however, this arrangement has changed. Today, nearly 1 in 3 hospitals also own insurance plans – putting them on both sides of the transaction.


Sometimes referred to as “payviders,” these hospitals decide when and how to provide treatment, but they also decide when and how much to pay for that treatment for people enrolled in their insurance plans. This arrangement raises an important question for patients, providers, policymakers and researchers like us: What happens when your hospital and insurer are owned by the same company? 


As health services scholars who study policy, practice and economics, we are working to uncover what is good, bad and unknown about bringing hospitals under the same corporate roof as insurance companies. Our research focuses on Medicare Advantage, the private version of the traditional Medicare program administered by the federal government.


Where we are looking


Health plans that are owned by hospitals have sprung up in many insurance markets, including commercial insurance, Medicaid – which is largely managed by states – and Medicare Advantage.


Medicare Advantage is the private alternative to the traditional Medicare program administered by the federal government. Medicare insures people 65 or older and some who are younger and disabled. The commercial Medicare Advantage option now accounts for the majority of Medicare enrollment, or just over 35 million people.





We and a colleague spent six months compiling a database of people who are insured through a Medicare Advantage company that is affiliated with a hospital.


We started with data from the Agency for Healthcare Research and Quality, where hospitals can report whether they offer a Medicare Advantage plan. We then searched hospital websites, press releases and news articles to find the identity of each plan. We also checked through the list of all Medicare Advantage plans to make sure we didn’t miss plans that hospitals forgot to report.


Our database lists 2,190 hospitals that are owned by companies that also own a Medicare Advantage plan. Nearly one-sixth of people enrolled in Medicare Advantage, the private version of Medicare, are insured by a Medicare Advantage plan owned by a hospital.


The good


Having your insurer and hospital under the same corporation can allow better communication between your insurer and doctors, reducing red tape. 


Insurers and hospitals that are operated by different companies can often be at odds: Hospitals say that insurers may try to override their doctors’ care decisions. Insurers say that some doctors may recommend too much unnecessary care if left to their own devices. 


By contrast, hospitals that own insurance plans argue that because they are trying to take care of patients, as well as provide an affordable insurance plan, their doctors are more motivated to provide high-quality care with less waste. 


Research from several teams has shown that when people with Medicare Advantage plans administered by insurers that own hospitals get most of their care at those hospitals, they require fewer prior authorizations and have better experiences, care quality and coordination than standard Medicare Advantage plans. 


There is also some evidence that these patients have fewer readmissions, mortality and surgical complications than those in standard Medicare Advantage plans. 


Open to gaming


However, we have some concerns with hospitals that own insurance plans. 


First, they may be able to game regulations to get extra taxpayer money. The government pays Medicare Advantage plans a given amount for each person enrolled in the plan, and the plan uses that money to pay for that person’s healthcare. Through a process called risk adjustment, the government pays more for people who have more health diagnoses, such as diabetes or heart failure, since they usually have higher medical costs. 


The higher payment for people who have more health problems is meant to offset any incentive to only enroll healthy patients. Past work shows that enrolling in a hospital-owned plan tends to increase a person’s number of diagnoses. This suggests that some hospitals that own plans may be able to encourage their doctors to record more diagnoses for people enrolled in the affiliated plans in order to get higher government payments, which drives up taxpayer costs. 



            
            The government pays private insurers more for patients who have more diagnoses, which means hospitals that own insurance plans are incentivized to code more intensely.
          

Companies that manage both insurance and care could also extract extra taxpayer money through the prices those plans pay their affiliated hospitals. By law, insurers in certain markets like Medicare Advantage must spend 85% of their revenues on enrollee healthcare. This is known as a medical loss ratio. 


However, if a hospital-owned plan is providing less than 85% of its premiums on healthcare, it could pay its affiliated hospital higher prices for the care that people enrolled in the plan do receive. This would allow the company to superficially inflate its plan costs and skirt medical loss ratio rules to increase its profits. Hospital-owned Medicare Advantage plans tend to have higher medical loss ratios, which can mean they spend a higher percentage of their revenues on care or that what they spend on care is superficially inflated.


When we compared the plans we had collected in our database, we found that at a given hospital, affiliated Medicare Advantage plan prices are on average about 5% higher than unaffiliated plan prices.


These patterns could be consistent with gaming. However, there are also more innocuous explanations, such as these plans having sicker patients who require more resources for a given procedure, or hospitals even forming these plans when they are dissatisfied with the prices paid by competing plans. Further research will be needed to distinguish this.


Competition concern


Our second concern is that insurers that own hospitals could harm competition. 


Usually, hospitals and insurers negotiate whether the hospital will provide care to people enrolled in a given insurance plan and what prices the insurer will pay the hospital. A hospital that has its own plan could use this negotiation to make it more desirable than competing plans. 


For instance, the hospital could charge competing insurance companies higher prices, which could raise the premiums they charge to people enrolled in the plans. Or the hospital could even refuse to provide any care to people enrolled in competing plans. We can’t yet tell whether or how often these issues occur.


We found that 10% to 20% of the hospitals that own insurance plans charge higher prices to competitor Medicare Advantage plans, 66% to 73% charge their affiliated plans similar prices to competitors, and 7% to 24% charge lower prices. 


The unknown


Much is still unknown about how companies that own hospitals and insurance companies will ultimately affect people who need care. We have found that Medicare Advantage plans owned by hospitals charge higher premiums than other Medicare Advantage plans. 


However, we haven’t yet examined how much of this premium difference is due to the higher quality that many of these plans seem to provide versus potential anti-competitive behavior that may make competing plans less desirable. For a given person on Medicare Advantage, these higher premiums may or may not be worth any added benefits.


In our work so far, we are seeing modest evidence that insurance companies affiliated with hospitals may be able to game regulations to extract more taxpayer money. But further work is needed to understand how widespread this is, and how it affects government expenditures. 


Like most things in life, hospital-insurance integration comes with trade-offs and unknowns. But as more of the unknowns become known, people who use insurance and policymakers can make better decisions on the trade-offs.


This article is part of an occasional series examining the U.S. Medicare system.

Geronimo Bejarano Cardenas received funding from Arnold Ventures, National Institute of Aging, and Paul and Daisy Soros Fellowship for New Americans. 
Grace Mackleby receives funding from Arnold Ventures and the Commonwealth Fund. 


Original: https://theconversation.com/what-happens-when-your-hospital-is-also-your-insurance-company-were-starting-to-see-the-effects-284637
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They’re content creators with thousands of adoring fans – so why do they feel so terrible?

theconversation.com · Julianna Pillemer, Associate Professor of Management and Organizations, New York University

Previously, only the truly famous – actors, rock stars, pro athletes – were at risk of experiencing the psychic pain of public scrutiny. Malte Mueller/fStop via Getty ImagesIf given the chance to gain thousands of admirers for your work, would you take it? 


The artists who my colleagues and I interviewed as part of our research on content creators did – and many went on to question whether it was worth it.


Mark, an illustrator with millions of followers, revealed a deep sense of dread about what was once his dream: to make a living creating art and sharing it online. (We used pseudonyms to protect the privacy of the people we interviewed.)  


“The thing that I got right, that I loved for the longest time and now has almost become the bane of my existence, is creating relatable comics,” he told us. “Now, I’m stuck … I would rather die than make relatable comics, but I’ve built an empire of relatable comics. So what the (heck) am I supposed to do with my life?”


Ironically, the very thing that Mark felt he needed to fulfill his dream – a large, admiring audience for his illustrations – began to feel like a prison. No longer a distant or abstract entity, he now felt inextricably linked to his followers and their reactions to his work.


As an organizational psychologist, I’m convinced that Mark’s existential angst is not unique, nor is it relegated to content creators. Rather, it has profound implications for anyone who cares about the future of work.


Although the strange oppressiveness of collective adulation isn’t new, it is becoming far more ubiquitous – and insidious – in the attention economy. 


A ‘chamber of despair’


The pursuit of fame for fame’s sake has become an almost banal pursuit in the attention economy. Content creation is, according to some estimates, a US$300 billion industry. Goldman Sachs projects it to grow to half a trillion dollars within the next few years.


Becoming a content creator has officially elbowed out old standbys like doctor and astronaut as the job that Gen Z and Gen Alpha most aspire to have. Countless online courses now promise to teach the ropes of content creation, while Arizona State University will be offering a new content creation major.


And yet, the realization of this goal often comes with unanticipated psychological costs. 


The 54 creators we interviewed as part of our multiyear research project – visual artists and musicians with massive online followings – repeatedly described the unrelenting sense they had of being oppressed or restricted by their audiences, using phrases that involved contorting themselves into two-dimensional versions of themselves.


One artist bemoaned that she had to “flatten and suppress her real self” to engage her audience. An illustrator revealed that she had felt like a “crumpled-up ball of paper” for years. An otherwise chipper cartoonist likened her audience to a “chamber of despair” that nobody else understands.


Over time, we came to think of this condition as “audience entanglement.” It’s a state in which creators become so psychologically intertwined with their followers that the audience begins shaping not just what they make – a phenomenon that has been referred to as “audience capture” – but also the meaning they derive from their work and how they understand themselves.


Audience entanglement plagued creators from all walks of life, regardless of age, gender or nationality. It struck musicians and illustrators, YouTubers and Instagrammers, self-proclaimed anxious wrecks and the freest of spirits. No single personality type or demographic was immune to the experience of a deep enmeshment with one’s audience, and to its profound consequences for their creativity and well-being.


Suffocated by a pressure to perform


Becoming entangled with one’s audience meant that followers’ reactions – whether positive or negative – often started to feel like a burden. 


Creators described feeling hypersensitive to how their posts performed, and spending more and more time each day monitoring them. 


Then there were the comments. As Selena, an illustrator, put it, a single mean message “would ruin” their week. While they recognized that they needed an audience to do the work they loved, managing it began to feel like a job in and of itself – and not one they signed up for.


At their lowest points, the creators we spoke to were not disrupted merely by the errant hostile comment. They described being unable to take in even the most effusive messages from their audience – the types of affirmations that had initially pushed them to begin creating in the first place.



            [image: Illustration of a woman sitting with her back resting on a large smartphone screen, with one of her legs chained to the smartphone.]
            
              An adoring audience can be both a reward and a burden.
              Golden Sikorka/iStock via Getty Images
            
          

One wildly successful creator, Maya, recalled receiving direct messages from fans that her art was the only thing getting them through death, divorce and other catastrophic life events. Maya experienced this profoundly positive feedback as being harder to handle than critique:



“I didn’t know how to really hold people’s pain in a meaningful way, and I was also getting really deep criticism – and, in a way, I could almost deal with that better than praise. It’s just a lot for a person to take on.”




As a result, many creators began to view this creative path they had once wanted more than anything as totally unsustainable. There was a tragic irony to this pain. The very thing that made their creative work possible – a large, mostly admiring audience – was also its biggest threat. The audience that allowed them to monetize their creations in the first place had now led to creative paralysis.


Healthy boundaries, intentional engagement


Not everyone we spoke to remained forever imprisoned by their so-called fans. For some, the intense enmeshment they experienced eventually morphed into something healthier. 


The creators who shifted toward this dynamic did not stop caring about their audiences. Instead, they learned to develop clear boundaries around audience interactions and clarity on who they wanted to be online – what we called “entanglement management strategies.” By limiting time and energy engaging with the platform, they were able to escape the prison of their fans and once again find meaning and a sense of authenticity online.


As Charlie, an illustrator, explained:



“There is something about hitting this true internal place where, it’s kind of a mystical thing, but some balance between being yourself internally and being yourself externally. There’s some sweet spot there where you know what your audience is and what they expect, and you know where you as a person or creative person overlaps.”




Having spent the better part of two decades researching the psychology of work, I believe that audience entanglement doesn’t just happen to full-time influencers.


The ability to cultivate and manage an online audience has become an essential skill in more traditional professions, like journalism, politics and higher education, with large followings sometimes becoming a prerequisite for, versus a consequence of, success. 


Most people will never have a thousand – let alone millions – of followers. But they’ve probably felt some hints of audience entanglement in their relatively banal online lives: the addictive siren’s call of rechecking a post as the “likes” roll in, or an idyllic afternoon with your kid ruined by a snarky comment from an internet stranger. 


While countless influencers offer tips for growing online audiences, little training exists for how to actually deal with managing the stress of having large followings.


Previously, only the truly famous – actors, rock stars, pro athletes – were at risk of experiencing the anxiety of public scrutiny. 


Now, many of us are just one viral post away from its grasp.

Julianna Pillemer does not work for, consult, own shares in or receive funding from any company or organization that would benefit from this article, and has disclosed no relevant affiliations beyond their academic appointment.


Original: https://theconversation.com/theyre-content-creators-with-thousands-of-adoring-fans-so-why-do-they-feel-so-terrible-288690
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Many youth athletes quietly struggle with eating disorders – Colorado mandates new training that could turn things around

theconversation.com · Erin Harrop, Assistant Professor of Social Work, University of Denver

A new Colorado law requires youth coaches to attend trainings that focus on the mental health issues among young athletes.  Thomas Barwick/DigitalVision via Getty ImagesColorado requires middle, junior high and high school coaches in public and private schools to attend training on mental health. Currently, training is required to cover concerns specific to young athletes such as anxiety disorders, depression and suicide prevention. 


These training requirements result from 2026 legislation called Alyssa’s Youth Concussion and Mental Health Protection Act. It was named after a young athlete who died by suicide at age 13, following mental health struggles likely connected with multiple concussions.  



            
            A Colorado mother backed a bill linking youth concussions and mental health after her daughter’s death, according to reporting from 9News.
          

But these trainings could also address an overlooked mental health struggle: eating disorders. If eating disorders were also included, Colorado could increase coaches’ ability to identify and support athletes who are at risk of or who have an eating disorder.


I am an eating disorder clinician and researcher, youth volleyball coach of 12 years and former youth athlete. In my clinical work with eating disorders, many of my patients are athletes. Addressing their concerns related to eating, body image and athletics is complex. 


Alyssa’s act does not explicitly include eating disorder education. If it did, I believe this law could dramatically increase coaches’ abilities to identify and support athletes who have or are at risk of an eating disorder.


Consequences of eating disorders


In Colorado alone, 501,370, or about 9% of Coloradans, will experience an eating disorder in their lifetime, according to Harvard’s Strategic Training Initiative for the Prevention of Eating Disorders. As the thinnest state in the nation, Colorado may face particularly strong pressures for disordered eating. 


A 2020 report on the social and economic cost of eating disorders in the United States found that eating disorders cost Colorado an estimated US$1.1 billion annually in healthcare costs, lost productivity and informal care. They are responsible for 938 emergency room visits and 410 inpatient hospitalizations yearly. 


Nationally, one person dies every 52 minutes from an eating disorder.


Scientists have identified athlete-specific risk factors for these illnesses. These include weight cycling – when a person’s weight quickly falls and rises – and dieting pressure, such as recommendations from coaches to lose weight or bulk up. It also includes praise from coaches or parents for weight loss. 


Disordered eating attitudes and behaviors contribute to poorer performance in sports, increased injuries and increased dropout rates. 


Beyond sports performance, eating disorders are linked to significant medical consequences, elevated mortality rates and social, educational and vocational impacts.


Medically, eating disorders also impact development of the female athlete triad, which includes energy deficiency, menstrual disruption and low bone mineral density – all of which can contribute to increased injuries and poorer mental health. A similar phenomenon, the male athlete triad, involving energy deficiency, hormonal disruption to testosterone and poor bone health, is also observed.


Opportunity to address eating disorders


Before Alyssa’s act was passed, Colorado law required youth coaches to attend concussion recognition trainings. Now, coaches are required to learn about a broader range of mental health concerns. These include stress, anxiety disorders, depression, trauma, substance abuse and suicide prevention. 


This education is also mandated to cover how coaches affect athlete mental health. Research is starting to investigate how coaches can support athletes’ mental health and reduce eating disorder risk. Though this research is still developing, the NCAA previously developed guidelines for coaches to help reduce eating disorders. 


The guidelines suggest coaches be aware of eating disorder symptoms, de-emphasize weight and screen proactively. They also encourage coaches to help athletes seek out mental health support and ensure all athletic community members are aware of the risk factors, symptoms and consequences of eating disorders. 


Why sports participation can either help or harm


While estimates vary, a 2024 review addressing the prevalence of eating disorders in athletes found that 2% to 52% of U.S. athletes are estimated to have an eating disorder. Globally, a 2026 systematic review estimated that 1 in 5 athletes have an eating disorder or disordered eating behaviors or symptoms. Those include dieting, skipping meals, binge eating and excessive exercise.  


Regarding risk, a 2023 study found that 77.7% of youth athletes were at risk of an eating disorder, with no differences in sex. Further, while data on the proportion of eating disorders among transgender athletes is not yet available, trans individuals typically display elevated rates of eating disorders compared with their peers. 


While athletes and nonathletes show similar rates of eating disorders, research shows that participating in athletics can both increase risk for eating disorders or protect against them. The difference depends on the sport and setting. 


For example, participation in team sports that are not focused on weight, like soccer, basketball and hockey, tends to protect against eating disorder risk. Individual sports – particularly those that have more emphasis on an athlete’s physique, like gymnastics, wrestling and distance running – show increased risks of eating disorders and worse mental health outcomes. 



            [image: The calves of two runners wearing black leggings are visible on a red track, as the runners get into position with starting blocks.]
            
              Athletes that participate in individual sports, like track and field, have an increased risk of developing an eating disorder.
              Tom Werner/DigitalVision via Getty Images
            
          

Research has also shown that eating disorder risk is impacted by the level of performance. Competing at a higher performance level reveals worse mental health outcomes compared with lower levels, particularly for women and girls. 


Other studies in men suggest eating disorder risk is more driven by pressures from coaches or family regarding weight than sport type. Younger athletes at higher weights are particularly vulnerable.


Importantly, among athletes, eating disorders can be particularly complex. Many of the characteristics that facilitate athletic success can also increase disordered eating symptoms. These include excessive exercise, perfectionism, rule following, deference to coaches, high achievement and obsessive-compulsive traits.


Recognizing and treating eating disorders


Recognizing eating disorders quickly and intervening early can significantly improve outcomes and reduce time spent in illness. But recognizing the disorder can be tricky. Only 6% of people with eating disorders are considered medically underweight. The stereotypes of emaciated patients can lead to providers and loved ones often missing the signs that their loved one is struggling. 


People of all ages, genders and races experience eating disorders. But stereotypes about who gets an eating disorder may make it harder for someone to recognize their disorder and access treatment. People of color and those from lower socioeconomic groups are less likely to access treatment due to costs and family and employment responsibilities.  


If you are concerned for yourself or someone else, consider consulting this guide for athletes, accessing a free assessment or attending a free support group. There are also treatment programs tailored to athletes, including those offered by Monte Nido, Equip and Opal Food and Body. 


Coaches and athletic trainers may also benefit from this free online training about promoting body inclusion and positive body image in fitness spaces.


Read more of our stories about Colorado.

Erin Harrop provides clinical consultation work for Opal Food and Body Wisdom.


Original: https://theconversation.com/many-youth-athletes-quietly-struggle-with-eating-disorders-colorado-mandates-new-training-that-could-turn-things-around-286614
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Florida lost 450,000 ACA enrollees in 2026 as premiums rose an average of 37% nationally, new data shows

theconversation.com · Robert Applebaum, Senior Research Scholar in Gerontology, Miami University

In 2025, Democrats in the U.S. Senate argued to extend COVID-era subsidies on Affordable Care Act insurance plans into 2026. Anadolu/Anadolu via Getty ImagesAt 40%, Florida has the smallest proportion of its workforce receiving health insurance through their employer in the nation. 


The state also has one of the highest rates of individuals under age 65 who are uninsured and the highest number and proportion of users of health insurance subsidies under the Affordable Care Act, also known as the ACA or Obamacare.


In December 2025, Congress let ACA subsidy increases that were put in place during the COVID-19 pandemic lapse. At that time, policy analysts and scholars predicted dire consequences for Florida.


The decision not to extend these increased government subsidies of health insurance premiums came after heated partisan debate in Congress and the longest federal government shutdown in U.S. history.


As a gerontologist interested in healthcare policy, I’ve been looking at the ACA enrollment data during the period since the subsidy changes went into effect to see how Florida residents were affected and how the state compares to the nation overall.


In July 2026, the health policy research group KFF reported the most recent available ACA enrollment data on people who both enrolled and paid their first insurance premium – a process known as effectuated enrollment. This data looks at the period from January 2026 through the end of February 2026.


Who buys their health insurance through the ACA


While the majority of American workers between the ages of 19 and 64 receive health insurance through their employers, many people, especially those who are self-employed or working for smaller businesses, do not.


Florida had and continues to have the most individuals insured through the ACA in the nation, with more than 20% of Floridians under age 65 using the ACA, compared to 7% for the nation overall.


The subsidy change controversy


Under the original ACA legislation that President Barack Obama signed into law in 2010, everyone whose premium was subsidized by the federal government was required to contribute to their insurance plan premium. 


People earning 115% of the poverty level – $18,000 in 2010 – contributed 2.1% of the plan’s cost, and those earning 400% of the poverty level, which was $60,240 in 2010, contributed 10%. Individuals earning above that amount were not eligible for the subsidy.


In 2021, in hopes of alleviating economic pressures during the pandemic, Congress passed legislation eliminating premiums for people with the lowest incomes and reduced the cost for people with higher incomes. The 10% of ACA enrollees making more than 400% of the poverty level, or $128,000 in 2021, were eligible for a subsidy for the first time.


In the period following these subsidy changes, the number of effectuated enrollees increased from 13.5 million in 2022 to 21.8 million in 2025. In other words, the increased subsidies made the ACA much more attractive to healthcare consumers, as intended.


A June 2026 report from the U.S. Department of Health and Human Services stated that almost 3 million people who received a subsidy in 2025 lost coverage in 2026. The report suggested these subsidies were not appropriate, because many recipients of subsidies were high-income individuals. It claimed others were eligible for other public insurance programs, such as Medicaid. 


Moreover, Trump administration officials have contended these improper enrollments were the result of widespread fraud. Many healthcare policy analysts disagree with these contentions about fraud, noting partisan politics have now become part of the dissemination of government reports.





Outcomes so far


The rollback in the subsidy amounts increased premiums for people buying insurance through the ACA by an average of 37%, or $1,000, per year nationally.


As expected, the increase in out-of-pocket costs meant fewer people bought insurance through the ACA. In 2026, 19.1 million Americans had an effectuated health insurance enrollment through the ACA.


This 12.4% drop from 2025 was not distributed evenly across all 50 states. Ohio and Oklahoma tied for the largest drop, with a 32% decrease in ACA enrollments.


Of the seven states with the highest ACA proportional enrollments, three had among the highest rates of people dropping ACA coverage in the nation, with South Carolina losing 29%, Mississippi 26% and Alabama 23%. Utah saw a decrease of 16%.


Florida’s effectuated enrollment in the ACA fell 10%, from 4.3 million to 3.85 million. Though the proportional decline was less than in other states, this was the largest number of people in any state who dropped coverage. Texas recorded a 4% decline and Georgia 8%.


ACA enrollment rose in only one state, New Mexico, where it increased 14%. Enrollment was unchanged in Illinois. States that had enacted policy changes to financially support ACA premiums, such as funding their own subsidies, saw smaller declines in enrollment.


For Florida, it is not clear what the decline of 450,000 enrollees in ACA plans will mean for the overall state uninsured rate. Some may transfer to a spouse’s policy, while others may find a lower-cost catastrophic insurance policy. The complete picture won’t emerge until 2027, when the state uninsured rates are released.


The 2025-26 enrollment changes showed that 2.7 million Americans left the ACA exchange, and 1 in 10 of them reported becoming uninsured.


Prior to the subsidy rollbacks, healthcare policy analysts predicted that about 6 million people would leave the ACA exchange, with an estimated 80% of them – 4.8 million people – becoming uninsured. So far, the outcome has not been as bad as they feared.





Still enrolled, but with lower coverage


The reason for this may be that consumers opted for less coverage rather than dropping it altogether. The 2026 data shows a large drop in the proportion of individuals purchasing the middle-level silver plans – from 56.2% to 42.6%. 


At the same time, there was a substantial increase, 29.9% to 39.6%, in people enrolling in the lower cost – and lower coverage – bronze plans. There was also a curious result in that there was a modest increase, from 13.2% to 17.2%, in enrollment in the higher-level gold plans.



            [image: person counting cash next to a bunch of prescription bottles]
            
              As prices on groceries and fuel go up, some people may be forced to choose between health insurance and food.
              Thanasis/Moment via Getty Images
            
          

What’s next


It bodes well that fewer people than expected dropped their ACA insurance coverage. But as the cost of housing, fuel and groceries continues to go up, rising insurance premiums may force more people to drop even catastrophic coverage. 


This creates a ripple effect: When patients can’t afford health insurance, the cost of caring for them puts more financial pressure on hospitals and medical practices. This can lead to reduced services and closures, which makes healthcare more difficult to access for everyone, not just those on the ACA marketplace.

Robert Applebaum does not work for, consult, own shares in or receive funding from any company or organization that would benefit from this article, and has disclosed no relevant affiliations beyond their academic appointment.
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Elite sports are laboratories of health and performance innovation, but not every experiment belongs in your routine

theconversation.com · Adam Annaccone, Clinical Associate Professor of Kinesiology, University of Texas at Arlington

It's easy to assume that if elite athletes do something, it must be effective for everyone.  mihailomilovanovic/E_ via Getty ImagesWalk into a gym or wellness store and you might encounter compression boots, smart rings, creatine supplements and ice baths. Their use by elite athletes can function as an implicit endorsement, making them seem more proven or more broadly useful than the evidence supports.


As an athletic trainer with experience in collegiate and professional sports, I now evaluate the evidence behind health and performance practices for an NCAA Division I athletics program. That work has shown me how teams decide whether a new product or training strategy offers a meaningful benefit.


Elite sports are natural testing grounds for new approaches to health and performance. Teams pursue small advantages and often have the staff, data and resources to evaluate new ideas earlier than most other organizations. But these are not controlled laboratories. Decisions are made under pressure, with incomplete information and a demand for immediate results. Some ideas prove useful. Others produce effects that are too small to matter, work only in narrow circumstances or fail to hold up as evidence develops. 



            [image: A muscular woman in a workout top sits in an ice bath]
            
              Ice baths can reduce soreness and support short-term recovery after an intense workout.
              Ivan Rodriguez Alba/iStock via Getty Images Plus
            
          

How teams evaluate new ideas


Championships, careers and major financial investments may depend on keeping athletes healthy and prepared. Given those stakes, teams often explore anything that could give them even a small edge, especially when athletes must recover quickly or remain healthy during a demanding schedule.


Medical, coaching, nutrition and performance staff can look at the same approach from different angles. They ask whether it works, whether the benefit is large enough to matter, whether it is safe and practical and whether it solves the problem facing the athlete. 


A strategy may help one athlete during one part of the season and still be a poor choice for routine use. Teams may abandon it when the results are inconsistent, costs outweigh the benefits or it does not improve a meaningful outcome.


I saw this clearly when I first entered an NBA professional team’s dedicated recovery lounge. Rather than waiting for athletes to feel tired or sore, the staff planned recovery around what each athlete had done and needed to do next. 


That shift mattered more than the equipment in the room. Recovery became part of the training plan rather than an optional treatment after practice. 


Recovery tools may help – but usually only a little


Recovery devices have moved well beyond elite athletic training and performance facilities. Compression boots, massage guns and electrical stimulation devices are now marketed directly to recreational athletes, often with the promises of faster recovery or better performance.


Some of these tools may help, but the effects are often modest. Compression boots may reduce perceived muscle soreness, while massage guns may help muscles feel less stiff and improve short-term range of motion. Evidence for broader improvements in recovery or performance, including from electrical stimulation, is less consistent.  


Even when the evidence is limited or the expected benefit is small, an elite athlete may still choose to use a recovery tool because feeling even slightly better could matter when another game, practice or competition is already scheduled. Someone who exercises recreationally may also value feeling less sore but can often adjust the next workout based on how they feel.



            [image: Professional physiotherapist performs shock massage with sports pistol in gym medical office.]
            
              Tools that help athletes achieve specific training goals may not be applicable to recreational athletes.
              Sebastian Ramirez Morales/Moment via Getty Images
            
          

Many supplements lack evidence


The same principle applies to nutrition. If elite athletes use a supplement, does that mean everyone who exercises should use it?


Research supports some commonly used approaches. People who perform resistance training may benefit from adding more protein to their diet because protein provides the materials the body needs to build and repair muscle. Creatine, a naturally occurring compound the body synthesizes using three amino acids, works differently. It helps muscle produce quick energy during short bursts of intense activity, and supplementation can improve strength when combined with resistance training.


But the evidence is much weaker for many other supplements sold to athletes and exercisers. A sports dietitian may recommend a product only after considering an athlete’s diet, health history, training schedule and competition demands. A consumer may encounter the same product through an advertisement that leaves out those details. 


Before buying a supplement simply because certain high-profile athletes use it, ask what problem it is supposed to solve and whether the evidence applies to your goals. 


What a readiness score can and cannot tell you


Smart rings and fitness watches increasingly combine measures such as sleep, resting heart rate, heart-rate variability and recent activity into a readiness score meant to estimate how prepared someone may be to exercise. For the recreational exerciser, a low score might appear after a poor night’s sleep, a hard workout the day before or several unusually stressful days. 


Elite sports teams may use readiness scores to prompt questions about sleep, illness, stress or recent training. But a score cannot explain what caused a change or determine what should happen next. Wearable measurements also vary in accuracy, so a score that combines several of them can appear more definitive than it is.


A low readiness score before a planned workout does not necessarily mean you should skip the workout. It is more useful when considered alongside how you feel, how you slept and what you have done recently. The score should inform your decision – not make it.


The right choice depends on your goal


An innovation does not have to work for everyone to be valuable. As evidence develops, its appropriate use may become narrower and better defined.


Ice baths illustrate this idea. An athlete who just competed and must compete again tomorrow may use an ice bath because it can reduce soreness and support short-term recovery, particularly during a tournament or demanding stretch of games. 


Someone lifting weights to build strength and muscle has a different goal. Regularly using ice baths immediately after resistance training may reduce some of the muscle-building response to exercise.


Before buying a recovery device, changing a supplement routine or letting a readiness score alter a workout, ask three basic questions: What am I trying to accomplish? Is there good evidence that this approach helps with that goal? Does it make sense for my health, schedule and training?


For people trying to stay active, improve fitness or feel healthier, the lesson is neither to copy every routine or product used by elite athletes nor to reject every idea that comes from sports. The better lesson is to adopt the process elite teams use: Define the goal, examine the evidence, consider the individual, and stop when the results do not justify the approach.

Adam Annaccone does not work for, consult, own shares in or receive funding from any company or organization that would benefit from this article, and has disclosed no relevant affiliations beyond their academic appointment.
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The financial dilemma that wound up helping US churches thrive

theconversation.com · Thomas Adam, Professor of Political Science, University of Arkansas

Andover Theological Seminary was founded in the early 1800s to train Congregational ministers. J. Kidder/Yale University Art Gallery/Wikimedia CommonsBy many measures, Americans are growing less religious: Since 2007, for example, the percentage of people who pray daily has dropped, while the “unaffiliated” have grown to 29%. But those numbers can distract from just how much faith still matters in American public life – much more so than in Western Europe, despite its similar religious roots.


About two-thirds of Americans consider religion “somewhat” or “very” important, compared with 56% in Italy, 40% in Spain and 36% in Germany. While about two-thirds of American Christians pray every day, only 18% of European Christians do so.


Why such a stark divide? One reason, some scholars have argued, is the United States’ tradition of separating church and state, also called “disestablishment.” In other words, Americans’ freedom of religion helped faith to thrive in ways that the state-sponsored churches did not.


As my research into the history of philanthropy shows, disestablishment was not just a cornerstone of American democracy. It was also an engine for the extraordinary growth of philanthropy, which played an important role in fueling American churches’ growth and innovation.


Money from members


Prior to the American Revolution, most colonies sponsored particular churches and collected taxes to support them. New England governments tended to support Congregationalist churches, which grew out of Puritan traditions, while many Southern colonies supported the Church of England.


The First Amendment of the U.S. Constitution prohibits the government from establishing religion. The Supreme Court did not decide that that amendment applies to state governments until the 20th century. Within a few decades of independence, though, states’ support for established churches had disappeared. The last to disestablish was Massachusetts, which ended support for Congregational churches in 1833.



            [image: The interior of a plain church sanctuary whose wooden pews have tall sides.]
            
              Old Ship Church in Hingham, Mass., is the only surviving Puritan meeting house from the 1600s in the United States.
              Michael Carter/Flickr via Wikimedia Commons, CC BY-SA
            
          

After Christian churches were stripped of state funding, churches had to find new revenue sources. Ministers’ and teachers’ salaries had to be paid, church buildings constructed and maintained, and colleges and other religious institutions supported. The funding for all that had to come from voluntary contributions from members – meaning that ministers were turned into fundraisers, and believers into donors. 


Donors weren’t just giving money to be charitable. They were getting services and community in return, which helped keep them emotionally and socially invested – and helped religion thrive. Members essentially became stakeholders of their denominations. In the 21st century, those networks of donors and services have included everything from schools and radio stations to children’s activities.


New generations


Religious colleges are a major example of this dynamic. On the eve of the Civil War, the country had 207 religious colleges, accounting for nearly 60% of all colleges and universities. Most had been founded after independence. Forty-nine were Presbyterian, 34 Methodist, 25 Baptist, 21 Congregational, 14 Catholic and 11 Episcopalian. The remaining 53 were founded by smaller religious groups, such as the Lutheran and Universalist churches.


Colleges took on a central role in many churches’ religious life. They trained ministers and teachers for the denominations that funded them.


Some American denominations built K-12 schools as well, which reached far more students than colleges could. The Presbyterian Church, for example, did not just build universities, such as Austin College in Texas and Lafayette College in Pennsylvania, but also established 59 academies in 20 states and numerous primary schools. These schools admitted and trained Presbyterians who, as adults, became the rank and file of their congregations – and, as alumni, donated to their alma maters. 



            [image: A black and white photo of three rows of men in striped uniforms sitting on bleachers outside.]
            
              The 1921 football team at Centre College in Kentucky, which is affiliated with the Presbyterian Church.
              Centre College Photos via Wikimedia Commons
            
          

Scholarship programs


Building and maintaining colleges is expensive. 


And in the 19th century these American colleges could not necessarily rely on students paying the full cost of attendance: Many students were too poor to do so. In 1806, only six out of the 39 graduating students at Dartmouth College had paid their fees in full.


Lack of funding pushed many colleges into bankruptcy and closing. In fact, 68 of the 109 Presbyterian colleges established between 1794 and 1904 had shut down by 1940.


Colleges developed a new fundraising strategy: offering donors “scholarship certificates,” which were essentially tuition waivers that could be used by family and friends. They came with price tags, from a few hundred to a few thousand dollars.


Selling “scholarship certificates” mobilized believers who wanted to support their denomination. The fundraising campaign to create Southern Methodist University in Dallas in the early 1900s, for example, involved more than 29,000 donors from across Texas. SMU’s first bursar acknowledged that the university had largely been built by “poor people” who had submitted small donations. The university committed itself to admitting 50 students each year, free of charge, who would be nominated by the church’s 50 presiding elders in Texas.


Colleges thereby became instrumental in maintaining and growing the memberships of the denominations they served. More broadly, they played an important role upholding the religious diversity of American society.

Thomas Adam does not work for, consult, own shares in or receive funding from any company or organization that would benefit from this article, and has disclosed no relevant affiliations beyond their academic appointment.
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What the panic over Gen Z’s reading habits gets wrong

theconversation.com · Kathi Inman Berens, Professor of Book Publishing and Digital Humanities, Portland State University · Rachel Noorda, Associate Professor of Publishing, Portland State University

Members of Gen Z are more likely to identify as readers if books are folded into their social lives. FilippoBacci/E+ via Getty ImagesA trove of recent articles bemoan the collapse in recreational reading among younger Americans, with COVID-related reading declines, artificial intelligence and social media often described as causes.


But as the authors of “How Gen Z Discover and Consume Books,” we think many claims about Gen Z’s reading behaviors miss the mark. 


Some long-standing, influential studies aren’t designed to capture how Gen Z often reads: multimodally – bouncing between print, e-book and audiobook for the same book – and on web platforms such as Wattpad, Webtoon, Kindle Unlimited, DC Universe Infinite and Marvel Comics online. 


In fact, according to our 2025 data, a growing proportion of Gen Z – 66% – is identifying as readers, up 14 percentage points from 2022. In the previous 12 months, 65% of Gen Z read at least one print book, up from 59% in 2022. These findings roughly correspond with those of the Pew Research Center for the general population across all ages.


In other words, Gen Z shows us that reading isn’t dying. It’s changing.


A postdigital generation of readers


Gen Z is the first generation to grow up with internet access from an early age. Kids born from 1997 to 2012 came of age during what researchers describe as the postdigital condition, where the option to be online is constantly and pervasively available. Nowadays, no matter your age, engaging with printed books and other physical media – vinyl records, film cameras, DVDs – represents a deliberate choice rather than the only way to access media. 


To Gen Z, physical books carry a different meaning than they do for older generations.


A longing for “digital detox” is a part of why print books are Gen Z’s top preferred reading format, according to our data. Perhaps that’s because printed books don’t ping or track you. They look great when posted on Instagram or in BookTok, TikTok’s influential online reading community. You can loan books or give them as gifts. And used books bear the traces of other humans. You could argue that these physical qualities actually make books more alluring than they were in the days before the internet and social media. 


Across three nationally representative surveys – conducted in 2020, 2022 and 2025 – we collected data about a wide swath of Gen Z’s reading behavior. It ranged from reading text messages, game chats and emails to reading printed books, manga and fan fiction. We asked respondents about book “engagement,” which gave them permission to include reading that isn’t intended to be finished, such as cookbooks and travel guides. We also asked them questions about their uses of social media, AI and libraries. 


In 2025, Gen Zers visited bookstores and public libraries more than they did in 2022. About 36% of Gen Zers said they found a book through a librarian, up from 15% in 2022. We also asked about their experiences of loneliness, with 85% saying they wanted to find another place to relax outside their home. Gen Zers who didn’t visit libraries had higher loneliness scores than those who did.


Nearly one-third bought a book in a physical bookstore, which was their preferred place to find new books, ahead of Amazon.


The market appears to be responding: The American Booksellers Association notes a 70% increase in independent bookstores in the past five years. In 2026 alone, Barnes & Noble plans to open 60 new stores across the U.S.



            [image: A teenage girl smiles while holding a stack of books and interacting with an older, female librarian who's crouching on one knee next to some bookshelves.]
            
              Young people are still using librarians as a resource for book recommendations.
              David Brewster/Star Tribune via Getty Images
            
          

Postdigital doesn’t mean postliterate


Current methods to measure recreational reading aren’t capturing data that reveals the full scope of how Gen Z reads. 


In a 2025 journal article that describes a decline in recreational reading over two decades, one of the co-authors, Jill Sonke, calls an annual 3% drop in the time that Americans spend reading as “not just a small dip – it’s a sustained, steady decline.” This “loss,” she adds, is “significant and deeply concerning.” 


The study’s authors, however, used an imperfect tool to analyze this decline: the American Time Use Survey. 


That survey records respondents’ activities over one 24-hour “diary day.” The survey’s definition of reading includes time spent reading printed books or magazines, reading on a Kindle or other e-reader, and listening to audiobooks. But it doesn’t capture platform-based reading or the book-related activities that happen online: reading and writing fan fiction; BookTok and Bookstagram; and reading or writing online reviews for Goodreads. These activities are known as postdigital reading practices, and they’re almost never addressed in reading surveys.


In her August 2026 cover story, “The End of Reading is Here,” Atlantic staff writer Rose Horowitch goes further, arguing that the U.S. has become “postliterate.” 


Horowitch focuses on one very specific form of literacy: sustained close reading of complex literary texts. Throughout the essay, she treats this ability as encompassing all forms of literacy. 


When she points to a study of students who struggled to interpret the opening pages of Charles Dickens’ “Bleak House,” she concludes that many “didn’t even know how to go about figuring out what they didn’t understand, or they didn’t bother.”


But literacy researchers have long argued that literacy involves far more than reading novels or parsing Victorian prose. It includes the ability to interpret, evaluate and create meaning across a range of texts, media and social contexts.


Make it a party


Identifying as a reader used to mean sitting alone with a book. That is less true for Gen Z than any previous generation. Gen Zers are more likely to experience reading as a social activity. 


The growing popularity of silent reading parties, where groups of people come together to read quietly and independently, suggests that Gen Zers enjoy finding community around books, even as they immerse themselves in a largely solitary act. We also note how some young people are bridging the distance between story worlds and real life by participating in literary cosplaying, in which readers dress up as characters from their favorite books and gather at conventions or themed events. Then there’s “book excerpt aesthetics” – a social media trend in which readers post memorable passages and quotations from books.


That’s all on top of annual book festivals across the U.S. that bring together readers of all ages. The 2025 Portland Book Festival, headlined by romantasy author Rebecca Yarros, sold out for the first time ever.


Reading is certainly changing, but it’s far from dead. And with Gen Zers still eager to see themselves as readers who discover, discuss and share books with one another, we think the future for bookworms is bright.

The authors do not work for, consult, own shares in or receive funding from any company or organization that would benefit from this article, and have disclosed no relevant affiliations beyond their academic appointment.
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Producing spider silk is a biological feat – scientists are using it to develop materials for drug delivery and wound care

theconversation.com · Aliasger K. Salem, Professor of Pharmaceutical Sciences, University of Iowa

Spiders produce silk from a specialized gland and use it to build incredible web structures.  James Rowland/500px via Getty Images“Spider-Man: Brand New Day” turns organic web production into a superpower. In the 2026 film, Tom Holland’s character, Peter Parker, begins producing webbing inside his body and shooting it from his wrists, rather than firing synthetic web fluid from the wrist-mounted mechanical web-shooters he used in earlier films. The switch transforms a familiar superhero technology into a biological ability and highlights the spectacular properties of real spider silk. 


Humans cannot shoot spider silk from their bodies, but scientists have studied this amazing material for decades, working to adapt it for a range of technological applications.



            
            ‘Spider-Man: Brand New Day’ hit theaters on July 31, 2026.
          

A web may look like one kind of thread, but in reality, it is a carefully engineered structure assembled from several materials. As a scientist with biomaterials expertise, I’m fascinated by how biology controls silk, from its protein building blocks to the architecture of a finished web, and by how scientists may adapt it for medical applications.


A web is a structure, not a substance


Spider silk refers to the material that spiders produce to make webs. The web is the architecture built from it, much as steel is a material and a bridge is a structure. 


All spiders make silk, although many spiders do not build webs to catch food. They also use silk for safety lines, shelters, egg cases and wrapping prey. A safety line is a strand of silk that trails behind a spider and can catch it if the spider slips or falls, much like a climber’s safety rope. Orb weavers are especially useful examples because their familiar wheel-shaped webs combine several types of silk, each with a distinct function. Female orb-weaver spiders can possess multiple types of silk-producing or silk-associated glands, each linked to a different task.  


To build a web, orb-weaver spiders use strong silk that forms the frame and radial “spokes” of the web. The capture spiral is the looping thread that circles the web and holds insects after they strike it. A highly stretchable silk forms the capture spiral. 


The frame of an orb web is not sticky, as the glue lies mainly on the capture spiral. Its droplets contain proteins, water, salts and small molecules that help the adhesive remain soft and tacky.  Other silks protect eggs or fasten threads to a surface. Another type of silk provides temporary scaffolding. 


How a spider builds a web


A typical orb-weaver spider starts by bridging a gap, sometimes releasing a fine strand that drifts on the breeze until it catches another surface. The spider reinforces that line, creates a frame and adds radial threads that meet at a central hub. 


Next, it lays down a temporary spiral that acts like construction scaffolding. It places the sticky capture spiral down on that scaffolding, often removing the temporary thread as it works. Researchers found that spiders follow distinct patterns of movement produced at each construction stage.



            [image: A spider web hanging in a forest]
            
              Spider webs are often made with multiple types of silk: a stronger form that creates a structure, and a more delicate, sticky form that traps prey.
              baza178/iStock via Getty Images Plus
            
          

The completed web also carries information. When an insect hits the web, vibrations from the force travel along the threads and help the spider locate the prey. 


Turning liquid protein into fiber


Spider silk consists mainly of very large proteins called spidroins. Their long chains contain stiff sections that pack together, and flexible sections that stretch. When you zoom in, they resemble tiny hard blocks connected by molecular springs.


This type of protein gives some silks both strength and toughness – two related but distinct mechanical properties. Strong fibers can be pulled with a large amount of force before breaking, while tough fibers absorb lots of energy as they stretch. 


Spider silk can have extraordinary toughness, and the silk woven by a type of spider called Darwin’s bark spider is one example. It builds large webs across rivers, supported by bridge lines that can span 80 feet (25 meters). In one study, its dragline silk – the strong, nonsticky silk used for structural parts of a web – absorbed more than 10 times as much energy before breaking as Kevlar, when compared by volume. 


That does not mean an entire web is difficult for a person to break. Strength and toughness describe a material’s performance after accounting for a strand’s tiny cross-sectional area or volume. Each thread is extremely thin, and a web contains very little silk overall, so the absolute force needed to rupture several strands remains small.


A spider does not store finished thread inside its body. It stores concentrated silk proteins in a water-based liquid inside glands in its abdomen. As the liquid moves through a narrowing duct, water is removed, the pH falls and the balance of ions changes. Flow through the duct also exerts mechanical forces that align the proteins, which then assemble into a solid fiber. 


The spider performs this conversion at ordinary room temperatures in a water-based system, without the high heat or harsh solvents often used to manufacture synthetic fibers. For a biomaterials scientist, that manufacturing process may be as impressive as the fiber.



            
            Building a spiderweb is an extensive, intricate process.
          

From webs to medicines and tissue repair


As a researcher in drug delivery and tissue engineering, I see a central lesson in spider silk: A material’s performance depends not only on its ingredients, but also on how scientists process and organize them.


Rather than harvesting silk from spiders, researchers study silk by placing silk genes into bacteria or other cells. These cells manufacture engineered silk proteins that scientists can shape into particles, films, gels, fibers and porous scaffolds. 


For drug delivery, silk can act as a reservoir that holds a medicine and releases it gradually inside your body. In one laboratory study, engineered spider-silk particles released small molecules at a nearly constant rate for about two weeks. Researchers have also explored silk particles and gels for drugs made from proteins, like insulin and antibody treatments. These systems remain experimental, but they show how a biodegradable material might protect a medicine and control its release.


Silk can also form a scaffold: a temporary three-dimensional framework that gives cells space to attach, grow and organize during tissue repair. Scientists add cell-binding signals or other biological cues to engineered silk. These signals tell cells to attach to the silk scaffold. 


Depending on the injury, a scaffold can cover a wound on the skin or be implanted inside the body to bridge or fill an area of damaged tissue. 


Animal studies have tested recombinant spider silk as a covering for burn wounds, while laboratory studies have explored silk-based structures designed to support cell growth and guide nerve repair. 


My research team and I have applied the same principle in 3D-printed synthetic scaffolds for bone regeneration. The scaffold provides the same type of physical support as silk scaffolds while delivering DNA instructions intended to encourage nearby cells to produce signals that support blood vessel growth and tissue repair.


The real wonder behind the webs


Scientists still cannot fully reproduce spiders’ ultimate control over silk formation or the complex architecture of their webs. But spider silk has already inspired experimental approaches to drug delivery, wound care and tissue engineering. Spider-Man supplies the spectacle, and real-life spiders supply the sensational materials science.

Aliasger K. Salem receives funding from NIH, NSF and DOW


Original: https://theconversation.com/producing-spider-silk-is-a-biological-feat-scientists-are-using-it-to-develop-materials-for-drug-delivery-and-wound-care-288868



10

How to do your own online health research like a scientist – a biostatistician’s step-by-step guide

theconversation.com · Lucy McGowan, Associate Professor of Statistical Sciences, Wake Forest University

The instinct to “do your own research” when it comes to your health is a good one. The challenge often is not lack of information, but the opposite. 


People are surrounded by studies, headlines, forums, family and friends, often all speaking at once in different directions and with different levels of reliability. How do you move through this abundance of information without getting lost in it?


I am a biostatistician by training. In my work, I study how medical evidence is generated and interpreted. I have been on the other side of that process, trying to make sense of medical information that could affect my health or the health of my loved ones.


Over time, I’ve found myself returning to the same road map when doing my own research to answer personal health questions. By sharing how I approach this process as a scientist, I’m hoping this method can help others sift through medical information carefully.


Framing the question


Before trying to answer a medical question, you first need to frame it in a way that can be answered with evidence. 


In practice, this means identifying four things. First is the exposure or intervention, such as the medication, treatment, lifestyle change or other intervention you care about. Second is the outcome, such as whether you get sick or your symptoms improve. Third is the population, that is, whether you’re answering this question for yourself or someone else. And fourth is the time frame.


Suppose I’m interested in helping my pregnant sister understand whether taking fish oil, which contain omega-3 fatty acids – specifically DHA – during pregnancy will help lower her chances of having a preterm birth. 


We can put these variables in what I call an evidence table.




	
	The Question




	Exposure
	DHA



	Outcome
	Preterm birth



	Population
	Pregnant women



	Time Frame
	Duration of pregnancy





Laying out the variables this way helps you be precise about exactly what question you’re asking. It will also help make sure the studies you draw on actually match these variables.


Systematic reviews


Now, I turn to the medical literature. 


In medical research, different groups of researchers often study similar problems in different ways, across different populations and settings. This means that no single study usually gives the full picture for every person interested in a particular health question.


The first thing I usually look for are systematic reviews. These are studies that bring available work related to a particular scientific question together to try to understand all of the existing evidence.


I typically search for systematic reviews in a medical database such as PubMed. PubMed is a free, publicly available database of biomedical literature maintained by the National Library of Medicine. One important caveat, however, is that just because a study appears in PubMed does not mean it is necessarily of high quality or trustworthy. PubMed indexes articles from thousands of journals, so the presence of a study there is not necessarily a stamp of approval. However, PubMed is still a good place to find good research as long as you know how to filter out the weaker studies.



            
            Systematic reviews and meta-analyses bring together existing research on a topic.
          

In the case of the question on how taking fish oil – specifically DHA – affects pregnancy, I might start by searching for something like “DHA preterm birth systematic review” in PubMed. When I did this in July 2026, I got 23 results.


The top result was a systematic review published in 2020 titled “Risk factors for postpartum depression: An evidence-based systematic review of systematic reviews and meta-analyses.” This might be a good place to start if I were interested in assessing the effects of DHA on postpartum depression, but the outcome I am interested in is preterm birth.  


To double-check my assessment, I can add these components to my evidence table. There is a mismatch between my question and the evidence provided in this study. This is one of the most important factors to consider when deciding whether a study will be helpful: Does the evidence match your question of interest?




	
	The Question
	The Evidence




	Exposure
	DHA
	fish and PUFA intake



	Outcome
	Preterm birth
	Postpartum depression



	Population
	Pregnant women
	Pregnant women



	Time Frame
	Duration of pregnancy
	Duration of pregnancy





The second result in my PubMed search was titled “Omega-3 fatty acid addition during pregnancy.” It was published in the Cochrane Library, which is a top publisher of systematic reviews. Reading through this article, I see that the exposure (a combination of DHA and another omega-3 fatty acid called EPA), study population (pregnant women) and outcome (preterm birth) match what I am interested in. 




	
	The Question
	The Evidence




	Exposure
	DHA
	DHA and EPA



	Outcome
	Preterm birth
	Preterm birth



	Population
	Pregnant women
	Pregnant women



	Time Frame
	Duration of pregnancy
	Duration of pregnancy





The results suggest that the incidence of preterm birth was lower among women who took DHA and EPA compared to those who didn’t. 


Excellent. I tell my sister that taking DHA could be a good idea.


Systematic reviews with mixed results


Sometimes constructing evidence tables can be an interactive process where I begin with a vague question and hone in on what I am interested in as I accumulate evidence.


Suppose I am interested in understanding whether zinc helps with respiratory infections – a useful question, as a mom of three little ones who hates having a cold! 


Let’s start a new evidence table. 




	
	The Question




	Exposure
	Zinc



	Outcome
	Respiratory infection



	Population
	Adult (me!)



	Time Frame
	?





Several issues stand out. My initial question didn’t really define a time frame, which may make it difficult to assess the evidence. Additionally, my outcome is pretty vague – do I want to know whether zinc will prevent respiratory infections or make them less severe?


To start, I will again go to PubMed, searching for “zinc respiratory infection systematic review.” When I did this in July 2026, I got 81 results.


The top result was a systematic review published in 2024 titled “A systematic review and meta-analysis on nutritional and dietary interventions for the treatment of acute respiratory infection in pediatric patients: An EAACI taskforce.” This might be a good place to start if I were interested in assessing whether I should give my children a zinc supplement. But I’m trying to decide whether I – an adult – should take zinc. 


This is another important factor when trying to decide whether some medical evidence will be useful for me: Was the study based on people similar to me? 




	
	The Question
	The Evidence




	Exposure
	Zinc
	Zinc



	Outcome
	Shorter duration of respiratory infection
	Shorter duration of respiratory infection



	Population
	Adult (me!)
	Children



	Time Frame
	During an acute illness
	During an acute illness





This study did help me hone my question of interest: I want to know whether adults with a cold could take zinc to feel better faster.


The third result was titled “Zinc for prevention and treatment of the common cold,” also published in the Cochrane Library. This study looked at both children and adults (excellent, it covers my case) and was published in 2024 (also excellent – it is recent). 


The results suggest that zinc does not seem to reduce the chance of getting a cold (bummer) or number of colds (double bummer), but it may reduce the duration of the cold by around two days on average (I’ll take it).


Systematic reviews that are done well will also report a grade of certainty in the evidence. This is generally based on the quality of the studies that make up the estimate and typically ranges from very low (1) to high (4). This review was classified as low (2). How should you interpret that number?


You can think of certainty grades as a signal of how much confidence you can place in the findings rather than a simple pass or fail. A high rating suggests future research is unlikely to change the conclusion much, so you can be fairly confident acting on it. 


A low rating, like for this study on zinc, means that the true effect could turn out to be different from what the systematic review found. It may be reasonable to tentatively believe the result, but hold it more loosely and be open to revising your view as more evidence comes in. 




	
	The Question
	The Evidence




	Exposure
	Zinc
	Zinc



	Outcome
	Shorter duration of respiratory infection
	Shorter duration of respiratory infection



	Population
	Adult (me!)
	Children and Adults



	Time Frame
	During an acute illness
	During an acute illness





Sometimes there is a clear pattern in the evidence, sometimes the results are mixed, and sometimes there simply has not yet been research to synthesize in a review.


If the answer to your question is in the systematic review, then you can use that evidence, weighted by its certainty grade, to help guide your decision. If not, the next place to look is individual randomized controlled trials.


Randomized studies


More often, your question of interest might not have been answered definitively yet in the medical literature. When there are no good systematic reviews available, I look for a randomized controlled trial to help answer my question. Randomized trials assign people to different treatments by chance and follow them over time.


Continuing with the zinc example, suppose the systematic review left me uncertain because of its low certainty grade. I might go back to PubMed and search something like “zinc randomized trial common cold.” Alternatively, I can look in the citations of the systematic review for the individual randomized trials the researchers used. 


At this point, the goal is not to read everything but to find a well-designed study that is relevant to my question. 


For example, I would look for a trial where participants are similar to me (adults, not just children) and start zinc early in the course of a cold, and where the researchers are measuring outcomes (such as duration of symptoms) that I care about.


Observational or laboratory studies


Sometimes there simply are no randomized trials to answer a particular question. This can happen for a few reasons, generally related to the ethical implications or feasibility of randomizing people to certain exposures. 


Here, you can turn to two types of evidence: observational studies in humans or laboratory studies in animals or cells.


Observational studies just watch what happens to people who happen to have a certain exposure. This might involve, for example, tracking patients through electronic health records where information is collected during routine medical visits, following patients in a public health registry or analyzing population survey data collected over time. 


Because observational studies don’t randomly assign people to a specific treatment, they cannot rule out the possibility that people who happened to have the exposure differed from those who did not in other ways. Factors including age, diet or overall health can influence outcomes and make it unclear whether it’s the exposure itself driving the results or these factors. 


Randomization solves this problem because exposures are assigned by chance, ensuring that the groups being compared are similar in every way on average except for the exposure itself. Thus, you can more confidently attribute differences in the outcomes to the exposure.
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              Mice and other animal models are great for preliminary research, but findings may not directly apply to people.
              Westend61/Getty Images
            
          

Laboratory studies in animals or cells can help identify a potential biological mechanism behind an exposure’s effect. However, while animal and cell models can suggest something is biological plausible in people, results do not always translate directly to humans. Further research in people is needed to confirm whether the effect holds.


Now I return to PubMed with a different set of expectations. Instead of looking for randomized trials, I shift my search to wherever evidence exists on the topic. 


Say I’m looking for what’s known about how microplastics affect human health. When I looked up “microplastics health outcomes” in July 2026, the second result was a study titled “Effects of Microplastic Exposure on Human Digestive, Reproductive, and Respiratory Health: A Rapid Systematic Review.” This systematic review used both human observational studies and animal experiments to assess whether microplastic exposure is linked to health effects. Ideally, systematic reviews would include randomized controlled trials on people, but we still may be able to learn something from these other studies.


The evidence they report is based on three human studies (so not much here) and 28 animal studies. The review reports that microplastics are “suspected” to have a harmful effect on human reproductive, digestive and respiratory health, while also emphasizing that the evidence is still developing and further research is needed to clarify risks and mechanisms. 


What this research shows is that there is a plausible signal worth taking seriously, but not yet enough direct human evidence to draw a firm conclusion. 


This is a case where it is reasonable to stay cautious and watch for updated evidence over time, rather than treat findings as settled. 


Personal anecdotes


Sometimes there is very little information in the medical literature at all about your question of interest. That might be because the condition you are interested in is rare and has not been studied. Other times, it could be that the exposure or question is relatively new, and the research simply has not caught up yet. 


At this point it can be tempting to turn to anecdotes instead. Examples include patient forums, social media groups and personal stories shared by friends or family. These can be valuable sources of community and lived experience, and they often capture questions that the formal medical literature has not fully addressed. 


Like any other source of information, however, it is important to consider what population is actually being represented. 
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              Personal anecdotes from online or the people you know may not apply to your situation.
              10'000 Hours/DigitalVision via Getty Images
            
          

Online patient communities, for example, can disproportionately include people who felt they were not served well by the medical system or for whom standard treatments have not worked, which may be part of why they are participating in these spaces.


While the stories of these patients are important, they are not neutral samples. They reflect a subset of experiences that may not match your own situation.


As a result, I tend to treat anecdotal evidence as useful for identifying questions worth investigating or for better understanding the range of lived experiences. But it is not a substitute for evidence gathered through systematic study. 


Vetting your research


As you read individual studies, here are a few other important things to consider.


Keep an eye out for potential sources of bias. A few checks I like to do include who funded the study and whether the authors disclose any conflicts of interest. A study funded by a company with a stake in the outcome is not automatically wrong, but it is worth noting.


Acknowledge that medical research is often complicated, and even people who do this for a living can disagree on how to interpret a given body of evidence. Trusted sources, such as your doctor, specialist or public health organizations with relevant expertise, can help you interpret what evidence means for your specific situation. Cross-checking multiple sources is often more useful than relying on any single one. 


Doing your own research is a noble goal. Sometimes it leads to clarity and certainty, and other times it leads to well-informed uncertainty. Knowing the difference is one of the most important parts of the work.

Lucy McGowan receives funding from the Patient-Centered Outcomes Research Institute. 


Original: https://theconversation.com/how-to-do-your-own-online-health-research-like-a-scientist-a-biostatisticians-step-by-step-guide-282559
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