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Preface

In considering trends in employee health services, this publication
looks both backward and forward. The past 100 years have witnessed
many changes in industry, in management and labor activities, in leg-
islation, and in the public health field of which occupational health
is a vital part. The next 100 years will be even more significant. To
cover the past and the future adequately, several volumes and much
additional research would be required. What has been brought to-
gether here is only a résumé, which we hope will prove both interesting
and useful. A number of other important items have undoubtedly
been omitted, through unawareness and not through intent.

In 1950, the Division of Industrial Health (now the Division of
Occupational Health) published /ndustrial Health and Medical Pro-
grams (PHS Publication No. 15). . This reference book contained a
chronological review of significant events in the field of occupational
health, which has been brought up to date and is presented here in
sections 1 and 2. The 100 years covered are those during which occu-
pational and other employee health services in the United States have
developed and grown along with industry.

In section 3, the developing concept of employee health is reflected
in the statements of physicians, industrial hygienists, and others who
directed services and influenced trends throughout the years. Most of
these statements were also included in PHS Publication No. 15.

The future challenges of employee health services are presented in
sections 4 and 5, by means of excerpts from addresses and articles by
a prominent Member of Congress and two Surgeons General. These
statements outline the magnitude of the task that is ahead.

In section 6, tabulations showing trends in employment, employee
health, and heaith benefits have been brought together. The effect of
all types of illness on industry and its employees, as indicated in this
section, is self-evident. The tabulations show that while a great deal
has been accomplished, there is more to be done. It seems appro-
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priate to make a comment similar to one recently appearing in a
British medical journal (Lancet, April 1964) that whereas an em-
ployee might be able to afford illness better now than in the past, his
employer cannot afford to let him become ill. “Absenteeism has be-
come expensive and any means of reducing it is well worth considering.
That is one reason why industrial medicine has been coming into its
own. As the employment of medical staff in industrial concerns looks
progressively less like philanthropy and more like sound economic
sense, industry is beginning to scrutinize its medical services—to ask
what they are achieving and whether they could not achieve more.”
Marcarer F. McKieveRr,
Chief, Research Analysis Unit,
Employee Health Programs Section,
Division of Occupational Health.
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SECTION 1

Significant Events
1860-1949

Just 100 years ago our present great industrial system was young,
and health and safety measures for workers in the United States were
almost nonexistent.

The first paper in the United States on the problems of industrial
medicine had been prepared in 1837 for the Medical Society of the
State of New York. This was a prize essay On the Influence of

- T'rades, Professions, and Occupations in the United States in the Pro-
duction of Disease by Dr. Benjamin W. McCready, later one of the
founders of Bellevue Hospital Medical College and of the New York
Academy of Medicine.

The first legal action to regulate working hours in the United States
had been taken by President Van Buren, in 1840, in an Executive order
stipulating a 10-hour day in Government Navy Yards. Massachusetts
had passed the first child-labor law in the country in 1836 and the first
safety law in 1852. Louisiana had established the first State board
of health in 1855. The first municipal pension fund providing dis-
ability and death benefits had been established in 1857.

The Late 19th Century

The years between 1860 and 1900 were significant for a number of
reasons. Federal and State legislation, as well as private action taken
by industries and industrial groups, show that interest in employee
health was growing along with industrial development and urbani-
zation.



As the century ended, the U.S. Supreme Court declared that the
health of the laborer is considered to be as much a public benefit as the
health of the consumer and that the protection of labor is a public
purpose.

Among other significant events were the following:

1860

1867

1868

1869

One of the earliest published papers on industrial toxicology
was a study of mercurialism in the hatters’ trade by J. Addison
Freeman of Orange, N.J.

Massachusetts was the first State to provide a special police
officer to enforce the State law prohibiting the employment of
children under 10 years of age in manufacturing establishments.

First national union to institute a benefit system was the Cigar
Makers’ Union. Another early national benefit program was
started by the Iron Molders’ Union in 1870. The benefit pro-
gram of the Granite Cutters’ Union, established in 1877, was
the first of the national union sick benefit programs.

First Federal law regarding hours of work was enacted; it
stated : “Eight hours shall constitute a day’s work for all labor-
ers, workmen, and mechanics who may be employed by or on
behalf of the Government of the United States.” A more ef-
fective law was passed in 1892, but it did not apply to work done
on a large class of goods and materials. In 1912 a law was
passed requiring that an 8-hour provision be inserted in all con-
tracts which involved employment of laborers and mechanics
when made by, for, or on behalf of the Federal Government, its
Territories, or the District of Columbia.

First major industrial medical care prepayment program, the
hospital department of the Southern Pacific Railroad Co., was
organized in Sacramento, Calif. It opened its hospital there
in 1869. Other early railroad programs established during
this period were the Missouri Pacific Hospital Association, es-
tablished in 1872, and the Northern Pacific Beneficial Associa-
tion,in 1882,

First major fraternal beneficiary society was the Ancient Order
of United Workmen. This and other early fraternal organiza-
tions had as a primary purpose assistance to members when sick
and when totally disabled.

Massachusetts established the first State bureau of labor statis-
tics and other States did likewise between 1872-84. These
bureaus, in most cases, developed into State labor departments.
First account of the payroll checkoff for medical care of coal
miners was given in a report of a trip to the Cumberland fields
of western Maryland by James M’Killop of Scotland.



1874

1877

1879

1880

1882

Massachusetts was the first State to enact a law limiting the
length of the working day for women without the nullifying
clause exempting those under contract ; the limits specified were
10 hours daily and 60 weekly. This law was further strength-
ened in 1879 by deleting the willful-violation requirement, thus
becoming the first enforceable law regarding hours of women’s
employment. -

Massachusetts was the first State to pass a law requiring factory
safeguards.

A chapter entitled “Hygiene and Occupation,” by Roger S.
Tracy, sanitary inspector of the New York City Board of
Health, appeared in Hygiene and Public Health, volume XIX
of the Cyclopaedia of the Practice of Medicine. Other early
general works were: Diseases Incident to Some Occupations,
by Dr. J. T. Wilson, 1879-80; School and Industrial Hygiene,
by Dr. D. F. Lincoln, 1880; Hygiene of the Laboring Classes,
by William J. Scott, 1881; Hygiene of Occupations, by Dr.
George H. Rohe, 1884 ; and 7'he Preventable Causes of Disease,
Injury, and Death in American Manufacture and Workshops
and the Best Means for Preventing and Awoiding Them, by
Dr.J. H. Ireland, 1886.

Massachusetts enacted a law stipulating that printed notices
containing the daily hours of work should be posted in a con-
spicuous place in every room where employees coming under the
10-hour law were at work. Two amendments in 1886 and 1887
provided that the notices must be put on forms approved by the
attorney general and supplied by the enforcing authority, and
must contain the hours of beginning and ending work and of
meal times, as well as the number of hours worked each day.

Federal census included a question as to the number of persons
sick and unable to work on the day of the census. This was
probably the first time home interviews were used to collect data
on sickness from all causes in the United States.

First major employee-sponsored mutual benefit association was
the Northern Pacific Railway Beneficial Association, which de-
veloped a program of complete medical care and other benefits
financed by employer-employee payments. Medical services
were provided through group practice in the Northern Pacific
Hospital in St. Paul, Minn., and through arrangements with
physicians along the line. In 1885 the Macy Mutual Aid
Association was established, which in 1886 appointed a part-
time physician to advise on sick-benefit claims and give service
for minor ailments.



1884

1885

1886

1887

1888
1890

1893

1895

1897

1898

Bureau of Labor was created in the U.S. Department of the
Interior; in 1888 it became an independent Department of
Labor without executive rank. In 1903 Congress created the
Department of Commerce and Labor, and in 1913 the U.S. De-
partment of Labor.

The first so-called “plant surgeon” of record was Dr. William J.
Middleton, who was appointed surgeon for the Pennsylvania
Steel Co., Shelton, Pa.

Alabama enacted the first employers’ liability law, followed by
Massachusetts in 1887.

Massachusetts was the first State to place an accident-reporting
law upon its statute books.

Homestake Mining Co. of Lead, S. Dak., established a company-
financed medical department with full-time staff providing
complete medical service to employees and their families.

American Association of Railroad Surgeons was founded.

Massachusetts enacted the first State law prohibiting employ-
ment of women after 10 p.m.

First industry with a dental program was the Barber Match
Co. Another pioneer in this field was the Armstrong Cork Co.

California passed the first law requiring a weekly day of rest
for women workers.

Vermont Marble Co., of Proctor, Vt., was the first company in
the United States to hire a nurse, Ada Mayo Stewart, to guard
the health of an employed group, followed in 1897 by the Bene-
fit Association of the John Wanamaker Co. of New York; in
1899 by the Brooklyn department store of Frederick Loeser; in
1900 by the Emporium in San Francisco; in 1901 by the Plym-
outh Cordage Co. in Massachusetts and the Anaconda Mining
Co. in Montana; in 1902 by the Chase Metal Works of Connecti-
cut and the Broadway Store in Los Angeles.

Dr. Andrew Magee Harvey, chief surgeon of the Crane Co.,
Chicago, provided safety glasses for operations in that plant.

U.S. Supreme Court made the first broad statement that the _
health of the laborer as a producer is considered to be as much
a public benefit as the health of the consumer and that the pro-
tection of labor becomes a public purpose.

-~



The Early 20th Century: 1900-1914

Interest in the health and safety of workers continued to grow dur-
ing the early 1900’s. The pioneer legislation enacted and the health
and safety programs established during the preceding years served as
patterns for similar activities in various parts of the country. New
action was also taken. At the midpoint (1913) of the last 100 years
(1865-1965), a U.S. Department of Labor was established. An Office
of Industrial Hygiene and Sanitation in the U.S. Public Health Serv-
ice was established in 1914.

1902

1903

1904

1905

First official industrial hygiene survey in the United States
was made for the Department of Labor by Dr. C. F. L.
Doehring, a former student of Dr. George M. Kober.

Connecticut enacted a law requiring the absence of contagious
disease in workers in bake shops.

Maryland passed the first legislation providing for stated bene-
fits to workmen injured in the course of employment without
suit or proof of negligence in the form of a cooperative insur-
ance law. Law was declared unconstitutional by a Baltimore
court in 1904.

Illinois enacted an 8-hour day for children under 16. This
standard existed in 23 jurisdictions by 1915.

National Child Labor Committee was formed to act as a clear-
inghouse of information on child labor, to investigate condi-
tions, to educate public opinion, and to promote legislation. It
was incorporated by an act of Congress in 1906.

Massachusetts State Board of Health issued a brief report on
the conditions affecting the health and safety of employees
in factories and other establishments in the State. This report
was supplemented in 1907 by an extensive study of dusty trades
made by Dr. William C. Hanson. The 90 photographs from
this study, together with charts and a collection of dust and
other materials, were put on display in Boston—the first in-
dustrial hygiene exhibit in the country.

First instruction in industrial hygiene was given in the Depart-
ment of Biology and Public Health of the Massachusetts Insti-
tute of Technology by Dr. C-E. A. Winslow. In 1906 the
Medical Department of the University of Pennsylvania, in
connection with its courses leading to a doctorate in public
health, placed considerable emphasis upon industrial hygiene,
including inspection of industrial plants, service in first-aid
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1906

1907

1908

1909

stations and emergency hospitals in some of the larger plants,
and in the occupational disease clinic of the University Hospital.

American Association of Labor Legislation was organized with
John B. Andrews as secretary, to conduct investigations, hold
national conferences, publish reports, draft bills, and secure the
enactment into law of progressive standards. First Federal
law relating to compensation for injuries sustained in the course
of employment in interstate commerce was enacted for railroad
workers, but was declared unconstitutional in 1908; a revised
law was enacted and declared constitutional in 1912.

Massachusetts passed the first State law requiring a physical
examination of all children applying for employment
certificates.

One of the first recorded examples of giving physical examina-
tions to a group of workers was done by Dr. Frank T. Fulton,
of Providence, R.I., in a large saw works for the purpose of
finding tuberculosis. For the same reason Dr. Harry Mock
instituted the examination of employees of Sears, Roebuck &
Co. of Chicago in 1909.

Hours of Service Act was approved by the President, limiting
service of train employees and telegraph and signal operators.

Congress enacted a law granting to certain employees of the
United States the right of compensation for injuries sustained
in the course of employment; in 1916 Congress replaced this act
with one covering all Federal civilian employees.

U.S. Supreme Court settled the question of restricting hours
of work for women when it upheld the constitutionality of the
Oregon 10-hour law as a health measure.

State of Illinois appointed a Commission on Occupational Dis-
ease; Dr. Alice Hamilton did the investigations of lead poison-
ing; Dr. Emery R. Hayhurst, copper; and Dr. Peter Bassoe,
caisson sickness. The final report was published in 1911.

As Chairman of the Committee on Social and Industrial Better-
ment of the President’s Homes Commission, Dr. George M.
Kober submitted a Report on Industrial and Personal Hygiene.
Census mortality reports contained the first useful tables,
including essential facts for selected groups of occupations.

Mortality From Consumption in the Dusty Trades by Fred-
erick L. Hoffman was published by the Bureau of Labor.

First White House Conference on Child Labor was held.
Montana passed a law providing for a State cooperative insur-



1910

ance fund for workers in and around coal mines which was
declared unconstitutional in 1911.

New York was the first State to pass a law specifying that
applicants for work in compressed air must be found physically
qualified by a physician paid by the employer; a similar law
was enacted in New Jersey in 1914.

Milwaukee Visiting Nurse Association placed the first nurse
in a local industrial plant to demonstrate to the employer the
economic value of a public health nursing service.

Metropolitan Life Insurance Co., at the suggestion of Lillian
Wald, began using Henry Street visiting nurses in an experi-
ment in home nursing as a service to holders of industrial pol-
icies in a section of Manhattan.

New York Employers’ Liability Commission reported its find-
ings to the legislature as a result of which two types of work-
men’s compensation laws were enacted, one voluntary and one
compulsory. The compulsory law was the first that was broad
enough in scope to be truly effective, but there was no require-
ment as to insurance of the compensation risk. The statute was
held invalid by the New York Court of Appeals in 1911 in Jves
v. South Buffalo Railway Company. An amendment to the
constitution made possible the enactment of a compulsory law
in 1914.

Department of Labor issued a report on Phosphorus Poison-
ing in the Match Industry in the United States by John B.
Andrews. This led to the first major public act to control
occupational disease in the United States—the imposition of a
prohibitive Federal tax on yellow (white) phosphorus matches.
Dr. Alice Hamilton was requested by the U.S. Commissioner
of Labor to investigate the lead industry throughout the coun-
try. Her report (Bureau of Labor Bulletin No. 95) was pub-
lished in 1911, She continued making studies of industrial
poisons for the Federal labor agency until 1921.

U.S. Bureau of Mines was created in the Department of the
Interior.

First national conference on industrial diseases was held under
the sponsorship of the American Association for Labor Legisla-
tion.

First occupational disease clinic in the United States was
started at the Cornell Medical School Qutpatient Department
in New York City by Dr. W. Gilman Thompson; it was dis-
continued in 1916.

M6-431 0—65—2 , 7



1910 At the First National Conference on Industrial Diseases,

1911

Frederick L. Hoffman of the Prudential Life Insurance Co. of
America estimated that 280 million days were lost in industry
from accidents and illness. The report, based on meager sta-

- tistics, indicated that the average loss exceeded 8 days per

employee.
Cornell University, in connection with its medical school in
New York City, established an outpatient clinic that provided

facilities for the study and treatment of occupational diseases.
It was discontinued in 1916.

Illinois passed a law requiring monthly examinations of
workers in industries using or processing lead, zinc, arsenic,
brass, mercury, and phosphorus, but did not require the removal
from danger of workmen who showed symptoms of the resultant
diseases. Missouri enacted a similar law in 1913,

Washington was the first State to adopt a compulsory work-
men’s compensation law in the face of the /ves decision. The
Washington act created a State insurance fund which was
liable for compensation payments and maintained by compul-
sory contributions from employers. New Jersey was the first
State to adopt the elective type of workmen’s compensation
law, with certain penalties attached for nonelection. Eight
other States also enacted workmen’s compensation laws in
1911—California, Nevada, Ohio, Illinois, Wisconsin, Kansas,
Massachusetts,and New Hampshire.

Second occupational disease clinic in the United States was
started at the Sprague Memorial Institute of the University of
Chicago and the Rush Medical College by Dr. Emery R.
Hayhurst.

Massachusetts was the first State to forbid the industrial em-
ployment of women within 2 weeks before or 4 weeks after
childbirth; New York followed in 1912 and Connecticut and
Vermont in 1913.

First American law for compulsory reporting of occupational
diseases was drafted by the American Association for Labor
Legislation and enacted in California in March. Similar laws
were passed by Connecticut, Illinois, Michigan, New York, and
Wisconsin.

Massachusetts enacted a law intended to protect textile mill
operatives from tuberculosis by preventing the use of any form
of shuttle in the use of which any part of the shuttle or any
thread is put in the mouth or touched by the lips of the operator.



1912

1913

Triangle Waist Co. fire in New York City led to the establish-
ment of the New York Factory Investigating Commission
which appointed Dr. George Price to direct its studies of health
and safety problems.

Montgomery Ward purchased the first group life insurance con-
tract from the Equitable Life Assurance Society.

First psychological tests for the selection of streetcar motormen
were conducted by Prof. Hugo Munsterberg of Harvard on the
Boston Elevated Railway employees.

American Museum of Safety, later to be known as Safety In-
stitute of America, was established in New York City; it had
a Department of Industrial Hygiene.

Massachusetts courts deemed the phraseology of the workmen’s
compensation act sufficiently broad to embrace diseases growing
out of employment.

An International Congress on Hygiene and Demography was
held in Washington, D.C., with a large section devoted to
industrial hygiene.

Louisiana established the first division of child hygiene in a
State department of health.

U.S. Children’s Bureau was established to investigate and re-
port on all matters pertaining to the welfare of children and
child life.

Fatigue and Efficiency: A Study in Industry by Josephine
Goldmark was published.

First State industrial hygiene agencies were established in New
York and Ohio, staffed with physicians and engineers.

Ohio and Pennsylvania “lead laws” required monthly examina-
tions of workers employed in the manufacture of certain of the
more poisonous lead salts; a physician who discovered a case of
lead poisoning was required to report it to the State department
of labor and of health and also to the employer, who after 5
days must not continue the “leaded” employee in a dangerous
process nor return him thereto without a physician’s written
permit.

National Council for Industrial Safety, name changed to -
National Safety Council in 1915, was organized to collect infor-
mation on accidents both within and without industry and to
promote accident prevention programs. A health service sec-
tion was established in 1914.



1914

10

First union-sponsored service type of medical care plan was
started by the International Ladies’ Garment Workers’ Union
as a result of studies by the Joint Board of Sanitary Control in
the Cloak, Suit and Shirt, and Dress and Shirt Waist Industries
of Greater New York. In 1917 the Union Health Center was
incorporated.

First registry for industrial nurses was opened in Boston for
the purpose of supplying suitable nurses for the emergency
rooms of factories.

First statewide survey of industrial hygiene problems was begun
in Ohio by Dr. Emery R. Hayhurst for the Ohio State Board
of Health. His report I'ndustrial Health Hazards and Occu-
pational Diseases in Ohio was published in 1915.

Health activities of the U.S. Bureau of Mines were begun with
the loan of Dr. S. C. Hotchkiss from the U.S. Public Health
Service for special studies. Dr. A. J. Lanza, also from the
Service, was Chief Surgeon from 1913 to 1920. The Bureau
formalized its health work in 1920 with Dr. R. R. Sayers in
charge. In 1926 a Safety and Health Branch was created, with
Dr. Sayers continuing as its first Chief.

Office of Industrial Hygiene and Sanitation was established in
the Division of Scientific Research of the U.S. Public Health
Service.

Section on Industrial Hygiene was organized in Amencan Pub-
lic Health Association as its fifth section.

First U.S. Public Health Service studies of industrial hygiene
problems were made. Pulmonary diseases in miners in Joplin,
Mo. (the Tri-State District), were studied by Dr. A. J. Lanza
and Edwin Higgins of the U.S. Bureau of Mines. Group chest
X-rays were used for the first time in this study. An extensive
followup study was made at a special clinic in Picher, Okla., in
1927 sponsored by the same Federal agencies and the Metropoli-
tan Life Insurance Co. and Tri-State Mine Operators. An-
other early U.S. Public Health Service study was made of the
health of garment workers in New York City by Dr. J. W.
Schereschewsky at the request and with the cooperation of the
Joint Board of Sanitary Control (Public Health Bulletin No.
71).

Conference Board of Physicians in Industry was established as
the medical advisory committee to the National Industrial
Conference Board.




Office of Industrial Hygiene and Sanitation of the U.S. Public
Health Service began to receive periodic reports from about 250
industrial sick benefit associations on the number of cases and
number of days of disability among plant population. The
first reports based on this data, written by Dean K. Brundage
and Bernard J. Newman, were issued in 1919 and 1920.

First modern American texts in the field were published: The
Occupational Diseases by Dr. W. G. Thompson; The Modern
Factory by Dr. George M. Price. Other early texts were: Dis-
eases of Occupation and Vocational Hygiene edited by Drs.
George M. Kober and William C. Hanson, 1916, and /ndustrial
Medicine and Surgery by Dr. Harry E. Mock, 1919.

1915 U.S. Supreme Court upheld the constitutionality of California
law which fixed an 8-hour day as the maximum for women
workers.

First scientific symposium on industrial hygiene and medicine
was held at the annual meeting of the American Medical
Association.

American Association of Industrial Physicians & Surgeons was
organized to raise the standards of industrial medical practice
(8ee appendix).

U.S. (Walsh) Commission en Industrial Relations issued its
11-volume report on its investigation of industrial unrest and
labor-management relations. This included a survey of the
sickness prevalent among approximately a million workers of
representative occupations.

A clinic for the study of occupational disease was established
at the Ohio State College of Medicine. Other schools soon
followed suit.

The Years Prior to World War II: 1915-41

Much of the activity in this period followed patterns established in
earlier years. Additional States enacted workmen’s compensation and
other legislation relating to employee health and safety. State hy-
giene agencies were established. More industries employed physi-
cians and nurses to give care at the workplace, primarily for indus-
trial injuries. Studies by public and private organizations continued,
in an effort to detect and eradicate occupational health hazards.

A limited number of employees were now eligible for medical care
and/or financial assistance during nonoccupational illness through the
programs established by their employers or by employee groups. Two
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events in the 1920’s were destined to have far-reaching effects upon
this type of employee health service: (1) the signing of the first col-
lective-bargaining agreement with a health and welfare clause, and
(2) the beginning of the first nonprofit prepayment group hospital
plans.

1916 Child Labor Act was approved but was declared unconstitu-
tional in 1918; the second act passed in 1919 was declared un-
constitutional in 1922.

1917 U.S. Supreme Court held that both compulsory and elective
types of State workmen’s compensation statutes are valid.

Hawaii was the first jurisdiction of the United States to enact
occupational disease compensation legislation, followed by Cali-
fornia in 1918, and Connecticut and Wisconsin in 1919.

College of Business Administration of Boston University of-
fered the first course in the country designated particularly for
industrial nurses.

Vocational Education (Smith-Hughes) Act became effective,
followed by the Vocational Rehabilitation Act in 1918.

Working Conditions Service of the Department of Labor was
established as a cooperative activity with the U.S. Public Health
Service Office of Industrial Hygiene and Sanitation.

Causes of Death by Occupation by Louis I. Dublin was pub-
lished by the Bureau of Labor Statistics: it analyzed the
occupational mortality experience of the Metropolitan Life
Insurance Co. for the 3 years 1911-13.

At the American Society of Mechanical Engineers, Dr. Otto
Geier stated: . . . the average worker receives his first com-
plete physical examination in the industrial clinic. He is too
often the victim of blind gunshot prescriptions. The indus-
trial clinic is teaching him to seek a better type of physician
for himself and his family, and in that sense the industrial
physician is tending to raise the standard of private practice
on the outside.”

1918 Harvard University was the first institution to establish a course
of instruction and research leading to degrees in industrial
hygiene. This included work in the occupational disease clinic
at the Massachusetts General Hospital for students with a med-
ical degree. In 1919 the Medical School of the University of
Cincinnati established a 1-year course leading to a certificate of
public health in industrial medicine. Yale and Johns Hopkins
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1919

1920

1921

also provided courses in industrial health to graduate public
health students at this time.

Saranac Laboratories of the Trudeau Foundation began its
extensive studies on tuberculosis and lung diseases under Dr.
L. U. Gardner.

First professional periodical dealing with the field of indus-
trial health was the Journal of Industrial Hygiene, which in
1936 changed its name to the Journal of Industrial Hygiene &
T oxicology.

Two of the earliest nationwide surveys of medical and surgical
services in industrial establishments were published. One was
made by Dr. C. D. Selby of the U.S. Public Health Service
(Public Health Bulletin No. 99) and the other by the Bureau
of Labor Statistics, U.S. Department of Labor (Bureau of
Labor Statistics Bulletin No. 250).

Industrial Nursing by Florence Swift Wright, first book writ-
ten especially for nurses in industry, was published. A chapter
entitled “Nurse in Industry” by Mae Middleton, an industrial
nurse of Chicago, appeared in Mock’s /ndustrial Medicine and
Surgery.

New Jersey established six rehabilitation clinics for industrial

workers; those in Newark and Jersey City were under the
direction of Dr. H. H. Kessler.

Civil Service Retirement and Disability Fund was established
for Federal employees.

National Organization of Public Health Nurses established an
industrial nursing section (see appendix).

First temporary disability benefits for nonoccupational acci-
dent or sickmess were provided under group contracts from
private insurance companies.

Women’s Bureau was established in the U.S. Department of
Labor to study the health and welfare of women in industry.

Sheppard-Towner Act was passed; it provided Federal grants
to States to promote maternal and infant welfare and hygiene.

Occupation Hazards and Diagnostic Signs by Louis I. Dublin
and Philip Loiboff was published by the Bureau of Labor
Statistics; because of its great usefulness as a ready reference,
it was revised several times.

Safety Code for Lighting of Factories, Mills and Work Places,
sponsored by the Illuminating Engineering Society, and Safety
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1924

1925

1926

14

Code for the Protection of Industrial Workers in Foundries,
sponsored by the National Foundrymen’s Association, were
issued by the American Standards Association. Safety Code
for the Protection of Head and Eyes of Workers was pub-
lished by the U.S. Bureau of Standards; the following year it
was revised and issued by the American Standards Associa-
tion. Protection of respiratory organs was added in 1938.

Following 18 to 20 deaths among the watch dial painters in
New Jersey, extensive studies into the health hazards of the
radium watch dial industry were made, including one by the
U.S. Public Health Service which outlined the methods of
control.

First American text on industrial toxicology, Industrial
Poisons in the United States, was written by Dr. Alice
Hamilton.

Surgeon General, U.S. Public Health Service, upon the com-
pletion of studies by the Bureau of Mines, several universities,
and the oil industry, held a conference on the health aspects
of the manufacture, distribution, and use of tetraethyl lead
gasoline (Public Health Bulletin No. 158). As a result, the
U.S. Public Health Service investigated the hazard and
drafted a set of suggested recommendations for adoption by the
States.

American College of Surgeons appointed its Committee on In-
dustrial Medicine and Traumatic Surgery and later adopted
the Minimum Standard for Medical Service in Industry.

National Safety Council’s Committee on Benzol, C.-E. A.
Winslow, chairman, published its final report of studies done
by Dr. Leonard A. Greenburg and associates of the U.S. Public
Health Service.

First collective-bargaining agreement with a health and wel-
fare clause was between the Public Service Corp. of Newburgh,
N.Y., and the Amalgamated Association of Street & Electric
Railway Employees. It provided for life insurance and weekly
sick benefits.

First citywide survey of industrial hygiene problems was be-
gun in Nashville, Tenn., in connection with a public health
survey conducted jointly by the city health department, the
State health department, the U.S. Public Health Service, and
the Metropolitan Life Insurance Co.



1927

1929

1933

1934

1935

Harvard University initiated a graduate program in industrial
hygiene, probably the first such graduate program in the United
States and perhaps the world.

Forerunner of Blue Cross hospital plans was a contract made
between schoolteachers in Dallas, Tex., and Baylor University
Hospital. In 1933 the American Hospital Association en-
dorsed the principle of group prepayment for hospital bills
and established a list of essentials which should characterize
such plans. In 1934 the American College of Surgeons gave
its approval to prepayment plans for medical and hospital
service.

Psychiatry in Industry by Dr. V. V. Anderson was the re-
port of a 4-year study of the mental health problems of the
employees of the R. H. Macy & Co., New York, conducted by a
psychiatric team employed by the company.

National Industrial Recovery Act’s industrial codes of fair com-
petition included regulations on hours and on safe and healthful
working conditions; they were declared unconstitutional in
May 1935.

Committee on the Costs of Medical Care issued its final reports
based on a 5-year study of all types of medical services; 4 of the
28 reports dealt with industrial prepayment medical-care plans.

Division of Labor Standards was established in the U.S. De-
partment of Labor; it was changed to the Bureau of Labor
Standardsin 1948.

First National Conference on Labor Legislation was held under
the sponsorship of the U.S. Department of Labor to obtain
closer Federal-State cooperation.

Insurance against the costs of hospitalization was first offered
by private insurance companies; group surgical expense insur-
ance was started in 1938, and group medical expense insurance
in 1943.

Social Security Act was passed making, among other provisions,
Federal funds available to U.S. Public Health Service for ex-
tending research investigations and for making grants-in-aids
to the States for public-health work including industrial hy-
giene. This stimulated the development of State industrial
hygiene units.

Safety Code for Industrial Sanitation in Manufacturing Estab-
lishments, sponsored by the U.S. Public Health Service, was
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1937

1938
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issued by the American Standards Association. First major
study of Anthraco-Silicosis Among Hard Coal Miners was made
in Pennsylvania by the U.S. Public Health Service at the re-
quest of the Governor and with the joint support of the anthra-
cite coal operators and the United Mine Workers of America.

Congress passed the Public Contracts Act (Walsh-Healey)
which established labor standards on Government contracts;
these included requirements for the safety and health of workers.

National Silicosis Conference was called by the Secretary of
Labor to discuss the silicosis problem from the viewpoint of the
medical man, of the employer, and of the employee. Four com-
mittees were appointed: the Committee on the Prevention of
Silicosis Through Medical Control ; the Committee on the Pre-
vention of Silicosis Through Engineering Control; the Com-
mittee on the Economic, Legal, and Insurance Phases of the
Silicosis Problem; and the Committee on the Regulatory and
Administrative Phases of the Silicosis Problem. The final
committee reports were published in 1938,

Air Hygiene Foundation, which later changed its name to In-
dustrial Hygiene Foundation, was organized by some of the
largest industrial concerns in the country, the U.S. Public
Health Service, U.S. Bureau of Mines, and the Mellon Institute
(see appendix).

Seminars were initiated by the Office of Industrial Hygiene and
Sanitation, U.S. Public Health Service, to train official person-
nel to implement the grant-in-aid program under the Social
Security Act.

U.S. Public Health Service published a report on the nature and
incidence of air pollution in 14 of the largest cities in the coun-
try (Public Health Bulletin No. 244).

American Medical Association created the Council on Industrial
Health to coordinate all medical efforts in the industrial health
field (see appendix). In 1939 the council sponsored its first
Annual Congress on Industrial Health.

Industrial Hygiene was established as a division of the National
Institutes of Health, U.S. Public Health Service, to supersede
the Office of Industrml Hygiene and Sanitation.

Railroad Retirement Act, which included provisions for sick-
ness and maternity benefits, was passed.

American Conference of Governmental Industrial Hygienists
was organized to promote sound administration of governmental
industrial hygiene activities (see appendix).




1939

1940

1941

Federal Fair Labor Standards Act was passed ; it extended the
principals of maximum hours and minimum wages to all work-
ers in industries engaged in interstate commerce.

Indiana State Health Department was the first to employ an
industrial nursing consultant, followed by Michigan in 1940.

American Industrial Hygiene Association was organized to pro-
vide a means for exchanging and increasing knowledge of in-
dustrial hygiene (see appendix).

In California and Michigan the first statewide prepayment

‘medical care plans sponsored by State medical societies were

organized ; California Physicians’ Service began operations in
this same year, but Michigan Medical Service did not offer con-
tracts until 1940.

National Defense Council, with approval of the President,
designated the Federal Security Administrator as coordinator
of all health, medical welfare, nutrition, recreation, and related
fields of activity affecting the national defense.

First comprehensive report on the industrial hygiene problems
of the Nation based on surveys made in the States under the
guidance of J. J. Bloomfield of the Division of Industrial
Hygiene, U.S. Public Health Service, was issued (Public Health
Bulletin No. 259).

A conference of the industries processing hatters’ fur, the labor
union, the State health officials, held in Connecticut at the re-
quest of the Surgeon General of the U.S. Public Service, reached
an agreement to use only nonmercurial compounds in the felt-
carroting industry.

Federal Mine Inspection Act was passed, authorizing the U.S.
Bureau of Mines to inspect coal mines and make investigations
and recommendations relating to health and safety conditions.

First institute for State industrial nursing consultants was held
at the National Institutes of Health under the auspices of the
Industrial Hygiene Division of the U.S. Public Health
Service.

The World War Il Years and Those Immediately
Following: 1942-49

Previous accomplishments in the fields of occupational health and
medical care for employees contributed greatly to the war effort.
Absence studies made prior to and during the war years focused atten-
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tion on the fact that nonoccupational illness was causing about nine-
tenths of all sick absence in industry. The importance of full
production and of protecting the health of all workers, particularly the
large number of women entering the labor force for the first time,
focused interest on health maintenance. The scope of in-plant health
programs began to increase, and health and welfare benefits in collec-
tive bargaining became an established procedure.

1942

1943

18

Rhode Island enacted the first State law providing cash sickness
benefits to workers for nonoccupational illness and injury
covered by its unemployment insurance law. Payments began
in April 1943.

War Manpower Commission, with the Federal Security Ad-
ministrator as Chairman, was created by the President. The
U.S. Employment Service, National Youth Administration,
apprenticeship training service, and training-within-industry
service was transferred to the War Manpower Commission by
Executive order, thus consolidating all authority over employ-
ment and employment training within the Commission.

American Association of Industrial Nurses was formed to
improve the standards of nursing practice in industry (see ap-
pendix).

U.S. Army and Navy established occupational health services
for the civilian employees in plants and shipyards owned and
operated by the armed services.

Present structure of the U.S. Public Health Service was defined
and in the following year all laws relating to the U.S. Public
Health Service were consolidated.

First medical benefits, other than weekly sick benefits, provided
under a collective-bargaining agreement, became effective for
members of the Philadelphia Waist and Dress Joint Board of
the International Ladies’ Garment Workers’ Union.

American Association of Industrial Dentists was founded to
promote and improve industrial dental programs.

National Safety Council organized its own industrial nursing
section (from 193043, NOPHN’s section on industrial nursing
filled this role).

Federal grants to State health departments were authorized
for emergency maternity and infant care for wives and infants
of enlisted men in specified grades of the Armed Forces; ad-
ministrative responsibility for the program was carried by the
Children’s Bureau.



1946

1948

1949

California was the second State to enact a law for cash sickness
benefits for nonoccupational illness and injury to workers cov-
ered by the State unemployment insurance law. Payments
began in December 1946.

Congress enacted Public Law 658, the Federal Employees
Health Service Act, which authorized Federal departments and
agencies to provide their employees with health-service pro-
grams limited to treatment of on-the-job illness, preemployment
examinations, and preventive health programs.

The Academy of Occupational Medicine was founded by phy-
sicians devoting full time to the teaching or practice of occu-
pational medicine.

The United Mine Workers of America set up the first big
health-welfare fund in industry in the United States. The
fund was financed by the coal operators with per-ton payments,
and the first medical services under the program were given
to paraplegic employees.

National Labor Relations Board ruled that pension, health, and
welfare plans were within the scope of collective bargaining.
These rulings were sustained by the action of the higher courts
in 1949.

Workmen’s compensation legislation became nationwide with
Mississippi’s enactment of such a law.

New Jersey was the third State to enact a law for cash sickness
benefits for nonoccupational illness and injury to workers
covered by the State unemployment insurance law. Payments
began in January 1949.

The Federal Government’s first national conference on indus-
trial safety met in Washington, D.C.

First major study in the United States of the effects of air
pollution on health was made by U.S. Public Health Service in
Donora, Pa. (Public Health Bulletin No. 308).

New York was the fourth State to enact a law for cash sickness
benefits for nonoccupational illness and injury to employed
workers. Payments began in July 1950.

Presidential Board of Inquiry into the labor dispute in the basic
steel industry concluded that social insurance and pensions
should be considered a part of normal business costs to take
care of temporary and permanent depreciation in the human
“machine.”
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SECTION 2

Developments
in Recent Years

During and after the war years American technology grew by leaps
and bounds. New industrial processes and chemicals and increasing
automation have rapidly changed the work environment. As a result
of what had already been accomplished in the occupational health
fields, many of the classical occupational diseases had been eradicated
or controlled ; but new problems were arising with results that could
be more far reaching than those of the past and more difficult to
detect. The well-known occupational diseases, too, continued to ap-
pear, though in smaller numbers. Industrial specialists began to look
toward the future and to encourage preventive health and other
health maintenance services. The health problems and work poten-
tialities of physically handicapped workers also began to receive
special attention. v

So much has happened in recent years that it is impossible to report
all significant events. The items included here are but a partial
record and are limited principally to some of the more important legis-
lation and actions of national significance.

1950 First Technical Conference on Air Pollution was held under
the auspices of several Federal agencies, including the U.S.
Public Health Service and the U.S. Bureau of Mines.

For the first time in the history of American industrial institu-
tions, the degree of Doctor of Industrial Medicine was con-
ferred upon medical graduates. The degree was conferred at
the University of Pittsburgh on three recipients who had com-
pleted a special industrial course.
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1951

22

American Medical Association’s Council on Medical Education
and Hospitals approved the establishment of residencies in
occupational health at the Saginaw (Mich.) General Hospital.

Sixteenth National Conference on Labor Legislation recom-
mended an overall Federal temporary disability law, and stated
that if federalization of disability insurance were not feasible
immediately, the States should adopt disability insurance laws.

National Conference on Workmen’s Compensation and Reha-
bilitation met in Washington, D.C., to consider ways of facili-
tating the rehabilitation of injured workers.

Reports showed that 43 States, the District of Columbia, and
11 cities had established industrial hygiene programs. Gov-
ernmental agencies (Federal, State, and local) had a total of
469 full-time professionals responsible for providing services,
including 47 physicians, 46 nurses, 336 engineers and chemists,
and 40 others. Almost 11,000 nurses were employed full time
in industry and over 2,000 physicians were specializing full or
part time in occupational health.

Survey by the New York State Department of Labor revealed
that 19 out of 20 establishments employing 5,000 or more work-
ers had extensive occupational health programs in operation,
manned by regular in-plant personnel. However, only 1 out
of every 20 establishments employing between 100 and 200
workers had set up such programs. Other surveys in the early
1950’s also showed a lack of health services in small plants.
Estimates indicated that at least two-thirds of the workers
in nonagricultural establishments did not have health services
available at the workplace.

Division of Industrial Hygiene, U.S. Public Health Service,
set up a field headquarters in Cincinnati, Ohio, staffed mainly
by specialists in toxicology, engineering and analytical chem-
istry. The Division’s medical staff was moved to Cincinnati
a year later. Specially trained personnel carry on a continu-
ous study of how man’s job affects his health. A training
branch helps develop professional personnel.

World Health Organization marked its second full year of
activities as a coordinating agency in international health work
by establishing a Secretariat on social and occupational health.

Industrial Medical Association took over from the American
College of Surgeons the evaluation and certification of medical
services in industry. Activities were conducted by the Ameri-
can Foundation of Occupational Health, established by the
IMA for professional educational purposes. Standards were




revised and enlarged, to embrace health maintenance as well
as health restoration. The name of the foundation was changed
in 1954 to the Occupational Health Institute. The institute
provides consultation and technical guidance in the develop-
ment of industrial medical services in new places and serves
as a general clearinghouse for information and counsel in the
whole field of occupational health. The wide concept of the
institute’s interest is reflected in the change in wording from
“Certificate of Approval” to “Certificate of Maintenance.”

Division of Industrial Hygiene, U.S. Public Health Service,
became the Division of Occupational Health to reflect more
accurately its function of promoting better health for individ-
ual workers and its interest in all health problems affecting
employee health. An important new concern of the Division
became the investigation of health hazards in the production,
processing, and handling of radioactive materials and radiation-
producing processes.

Labor, Commerce, and Public Health Service Task Force for
the Health Resources Advisory Committee of the Office of
Defense Mobilization completed recommendations for further
strengthening of health and safety standards for employers
coming under the provisions of the Public Health Contracts
(Walsh-Healey) Act. The committee recognized the special
need for safety and health measures in small plants. It esti-
mated that sickness absenteeism in industry, which was re-
ducing the labor force by 2 million man-years, could be cut in
half, and that another million man-years could be added to the
work force by careful medical-employment teamwork in match-
ing every job applicant to a job he could do well and safely.
Through publications and other activities, both the U.S. Public
Health Service and the Small Business Administration also
sought to encourage health services for small employee groups.

A 3-day conference on the rehabilitation of the handicapped
worker over 40 years of age was held at the University of
Michigan.

Rhode Island passed legislation requiring any person, firm or
corporation, employing 25 to 399 persons in factory, shop,
mechanical, or mercantile establishment, to provide for ad-
ministration of first aid by either a trained first-aid worker,
a practical nurse, or a registered nurse. Any person or estab-
lishment employing 400 or more persons must furnish a health
unit under the direction of a registered nurse.
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1952

1953

24

Women physicians from many countries, meeting in Philadel-
phia, reported on the occupational problems of housewives
and domestic employees.

General Motors Corp. presented $1,500,000 to the University of
Michigan to establish the Institute of Industrial Health at Ann
Arbor. The broad objectives of the institute are research, edu-
cation, and service in industrial medicine, health, and safety for
the benefit of all men and women in American industry. At
that time, General Motors maintained 106 medical departments
and employed 125 physicians and 675 nurses, technicians, and
other medical personnel to carry out its own health maintenance
program.

The Chief of the Atmospheric Pollution Unit, Division of Oc-
cupational Health, U.S. Public Health Service, was appointed
U.S. Chairman of a cooperative Canadian-United States study
of air pollution in the Detroit, Mich., and Windsor, Ontario,
area. Officials from a number of public and private agencies
and from industry participated in the study.

With the cooperation of industries in the area, 22,404 persons,
or 69 percent of the population in Easton, Pa., received chest
X-rays. This activity was part of a comprehensive 4-year pro-
gram sponsored by the Tuberculosis and Health Society of
Eastern Northampton County, Pa. The X-ray survey began
in 1948 in the small community of Nazareth. Industries in
the various communities helped by contributing $1 for each of
their workers who was surveyed. Encouraged by the success
of this project, several other cities planned programs. The
X-rays were examined by chest, heart, and cancer specialists
and revealed many ailments that otherwise might not have been
discovered.

At its annual meeting, the American Conference of Govern-
mental Industrial Hygienists adopted a resolution regarding
the labeling of dangerous substances. The conference resolved
to work together with other groups, including the Manufac-
turing Chemists Association, toward the development of an
adequate uniform guide for the labeling of potentially harmful
substances.

U.S. Department of Health, Education, and Welfare was cre-
ated, and included the Public Health Service, the Social Se-
curity Administration, the Office of Vocational Rehabilitation,
and other agencies.

A major national effort was directed toward the elimination of
environmental health hazards, including those related to in-



1954

1955

1956

1957

dustry. Legislation enacted since that year has provided au-
thority for expanded programs to study and control air and
water pollution. Responsibility for the collection, collation,
and dissemination of data on environmental hazards and radio-
activity was delegated to the U.S. Public Health Service in
1958. Activities were intensified following the resumption of
atmospheric nuclear testing in 1961.

Vocational Rehabilitation Act was amended to promote and
assist in the extension and improvement of vocational rehabili-
tation service, provide for more effective use of Federal funds,
and otherwise improve the provisions of the act.

Council on Medical Education and Hospitals of the American
Medical Association authorized the American Board of Pre-
ventive Medicine to examine applicants and issue certificates
for special competence in industrial medicine, thereby estab-
lishing a new specialty.

Legislation was enacted to establish the National Health Survey
within the U.S. Public Health Service. The agency conducts a
continuing survey to obtain information on the general popula-
tion of the United States. National estimates of disability
among the work force are now available, including data relating
disability to industry and occupation.

At its founding convention, the American Federation of Labor
and Congress of Industrial Organizations established a Stand-
ing Committee on Safety and Occupational Health.

Social Security Act was amended to provide disability insur-
ance for eligible permanently disabled persons 50 years of age
and over. Disability benefits were extended to those under 50
in 1960. When Social Security began in 1937, only workers in
commerce and industry were considered. Now it covers almost
everyone who works for a living, including the self-employed.
Employees of the Federal Government, railroad workers, who
have their own programs, and agricultural workers are the out-
standing groups exempted. Social Security payments go not
only to retired and disabled workers but also to their depend-
ents.

Occupational Health Information Exchange was established at
PHS Occupational Health Research and Training Facility
in Cincinnati to collect and coordinate information on (1) the
prevalence and nature of new disease problems in industry, (2)
total resources available, and (3) methods for stimulating re-
search in problems under investigation.
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At the request of Congress, the Division of Occupational
Health, in cooperation with the U.S. Bureau of Mines, under-
took a comprehensive revaluation of the problem of silicosis in
the mining industry. A total of 14,959 miners and 67 mines
were included in the study.

National Health Council, composed primarily of voluntary
health agencies, held a forum on the health of people who work.
Leaders in industry, labor, and government met with their col-
leagues in voluntary, professional, and public health agencies.
The contribution of voluntary agencies to the furtherance of
occupational health was given further study.

Atomic Energy Act was amended to provide for the establish-
ment of the Federal Radiation Council, to advise the President
on radiation matters affecting health.

Congressional hearings were held for the first time on the prob-
lems of employee radiation hazards and work: :en’s compensa-
tion. A major portion of the hearing was devoted to evaluat-
ing protective standards of compensation laws with respect to
the threat of radiation disability.

Passage of the Longshoreman’s Act empowered the U.S. De-
partment of Labor to establish safety standards for longshore-
men and shipyard workers. The law requires that employers
meet minimum standards for maintaining safety and healthful
working conditions.

Congress enacted the Federal Employees’ Health Benefits Act
providing for payroll deductions and agency contributions for
health insurance for Federal workers. By 1962, 13 States and
Puerto Rico were also providing health insurance programs for
all State employees.

The Federal Hazardous Substances Labeling Act was passed, to
protect consumers from the misbranding of hazardous sub-
stances used in industry and in the home.

A new worldwide abstracting service of occupational health and
safety literature was established by the International Labor
Organization in Geneva. Eleven European countries agreed
to participate and negotiations continued with other countries.
The PHS Occupational Health Information Exchange was des-
ignated the national center responsibile for obtaining abstracts
of U.S. occupational health literature. The U.S. Department
of Labor was made responsible for occupational safety coverage.

American Board of Industrial Hygiene was chartered as a non-
profit corporation under the laws of the Commonwealth of



1961

Pennsylvania to certify specialists in the field on the basis of
education and experience.

The 13th International Congress on Occupational Health was
held in New York City. This was the first meeting in the
United States.

Community Health Services and Facilities Act was passed. It
authorizes PHS grants for community studies and demonstra-
tions to develop new or improved out-of-hospital services, par-
ticularly for the aged and chronically ill.

The National Library of Medicine, established in 1956, began
work on an electronic data-processing system to improve the
capacity to store, retrieve, and disseminate information, includ-
ing information on employee health.

Conference on Epidemiologic Research in Occupational Health,
supported by a PHS research grant, was held at the National
Institutes of Health, Bethesda, Md.

A National Congress on Environmental Health, held at the
University of Michigan, was cosponsored by the School of
Public Health, the American Public Health Association, and
the National Sanitation Foundation.

An Area Redevelopment Act was passed, providing Federal
financial assistance for industrial projects, public facilities,
urban renewal, and occupational retraining in designated areas
of chronic unemployment and underemployment. The Secre-
tary of Health, Education, and Welfare is responsible for pro-
viding assistance for occupational retraining of persons re-
ferred to him by the Secretary of Labor, through contracts
with State vocational education agencies or with educational
institutions.

President John F. Kennedy established the President’s Com-
mission on the Status of Women, to review and make recom-
mendations as needed on employment policies and practices and
other matters relating to women in the United States.

Congress enacted Public Law 87-300, authorizing the Secre-
tary of the Interior to conduct a study of the causes and pre-
vention of injuries, health hazards, and other health and safety
conditions in metal and nonmetallic mines (excluding coal and
lignite mines). The Secretary of the Interior was directed to
submit a report and recommendations for an effective safety
program within 2 years of the enactment.

The Council of State Governments, Washington, D.C., issued
Proposed Licensing and Registration Regulations, for sources
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of ionizing radiation. The proposed State regulations were de-
signed to meet necessary health and safety standards.

Public welfare legislation was amended to assist the States in
rehabilitating the unemployed and in developing better trained
staffs to render these services.

Public health legislation was enacted authorizing a 3-year
program of project grants for family health service clinics to
improve health conditions of agricultural migratory workers
and their families.

Passage of Manpower Development and Training Act of 1962
authorizes the Secretary of Labor to determine the skill require-
ments of the economy, encourage the development of programs,
including on-the-job training, to equip the Nation’s workers
with the new and improved skills that are required. The
Secretary of Health, Education, and Welfare is responsible for
entering into agreement with States to provide occupational
training to unemployed or underemployed persons referred to
them by the Secretary of Labor.

Mortality by Ocecupation and Industry, the first of a series, was
issued by the National Vital Statistics Division, U.S. Public
Health Service. Entries of occupation and industry on certif-
icates of death of males between 20 and 64 years of age who
died in the United States in 1950 provided the basic data.
Deaths from selected causes among the various occupational
and industrial groups were related to occupational and indus-
trial data from the 1950 Census of Population. Standardized
Mortality Ratios were computed.

Division of Occupational Health, U.S. Public Health Service,
gave grants for 78 research projects, to support basic and ap-
plied laboratory, clinical, and field research into many factors
related to the work environment and its impact on health.

A survey of the 100 largest metropolitan areas in the United

States indicated that on-the-job health services for employees_
of these local governments were usually limited or nonexistent.

A 1960 survey showed that most State employees had little or

no services.

The Chairman of the U.S. Civil Service Commission an-
nounced an expanded on-the-job health program for Federal
Government workers. Each agency is to provide services for
all employees who work in groups of 300 or more. Services
may be provided for smaller groups where warranted by work-
ing conditions involving special health risks.



SECTION 3

The Concept of
Occupational Health

The significant events chronicled in sections 1 and 2 show not only
a constantly increasing interest in employee health during the last
century, but also a change in the concept of what employee health
services include.

Originally, health services at the workplace were usually confined to
providing a safe work environment, to care of occupational illness and
injury, and in some instances to emergency care for nonoccupational
illnesses. In most cases interest in preventive health services and in
the total health of the worker is of comparatively recent origin,
beginning in the late 1940’s and gradually increasing since then.

A recent survey by the National Industrial Conference Board in-
dicates that industries are now devoting considerable time to health
maintenance and health education. According to the Conference
Board, a transformation has occurred in employee health programs
during the last 10 or 15 years and it hasnot yet ended. Broader objec-
tives are being set, and medical departments are reported to be entering
what may be the most significant phase of their existence. This atti-
tude is due to the changing attitude of many company managements,
who were slow to realize the full potential of their health programs.

The Conference Board lists six main reasons for management’s new
policy as follows:

1. Anincrease in the number of older and disabled workers.
- 2. Competition for efficient people and the need to safeguard the
health of workers now on the payroll—workers in whom the
companies have invested time and money.
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3. The great number of emotionally disturbed people, many of
whom are on company payrolls.

4. Industrial advances—automation and peacetime use of atomic
energy (as they affect the individual workers) are new and
different problems to the employer.

5. An increasing number of health insurance plans, many of
which pay benefits on the first or second day of absence.

6. Encouraging reports about the beneficial results achieved by
companies providing occupational health programs.

To these six items may be added the influence of physicians, hygienists,
nurses, and other professionals with experience in occupational health,
who realized long ago that, to be most effective, health in industry must
be closely related to both health and social welfare activities. State-
ments by prominent leaders in occupational health, made over the
last 30 years, substantiate this fact. Most of the following statements,
which are presented here in chronological order, were selected and
brought together in a publication 15 years ago, when the present
movement toward preventive services and health education was
relatively new:

The problem of the industrial surgeon of today is therefore a far
greater one than the relatively simple matter of the handling of trauma,
for he should be prepared to handle sanitary, medical, and social prob-
lems as well, with at least the following aims in mind: The employee
must be physically fit; working conditions must be made safe as pos-
sible; proper sanitation, including ventilation, illumination, and tem-
perature control, as well as facilities for body cleanliness, must be
provided. Furthermore, it must be realized that contentment and
efficiency also depend on living conditions in the home and on the health
of the worker’s family.

Quoted from Noland, Lloyd: “Problems of Administration in Industrial
Surgery.” Journal of the American Medical Association, 99: 1215 (Oct. 8)
1932.

Industrial hygiene is one of the most important topics in preventive
medicine and hygiene, as it deals with the health, the welfare and the
human rights of the vast majority of the adult population. . . . The
object of industrial hygiene is to protect the health of the worker,
whether in mines, ditches, factories, stores, ships, farms, banks, or
houses. The object of industrial hygiene is also to prevent industrial
diseases, but the control of special health hazards does not solve the
problems of the health of the worker. Industrial hygiene is nearly as
broad as adult hygiene itself—indeed, industrial hygiene runs the whole
gamut of hygiene and sanitation. It deals with the problems of in-
dustrial poisons and dust; ventilation, temperature and humidity;
light, noise and nuisances ; cleanliness, plant sanitation, overcrowding;
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hours of labor, rest periods and fatigue; child labor; women in indus-
try; workmen’s compensation; medical and nursing service, physical
examinations, communicable diseases in the factory, mental health,
personal hygiene.
Quoted from Rosenau, M. J.: Preventive Medicine and Hygiene, 6th ed.
New York, Appleton-Century, 1935, p. 1261.

Industrial medicine provides the only social orientation in American
medicine . . . There are two aspects of social medicine: first, the study
of social factors as the cause of disease, and second, the use of social
methods in the control of disease. . . . [Industrial medicine] recapit-
ulates all the elements of social medicine, both theoretical and practical.
On the theoretical side it studies the industrial environment as a causa-
tive factor in disease. On the practical side it employsall the measures
of control found in social medicine.

In industrial hygiene we see the application of measures to control
the industrial environment in order to prevent disease and maintain
the health of the worker. Socialized medicine . . . the distribution
of medical service, so as to care for large numbers of people . . . is
noted in the furnishing of partial and sometimes complete medical
service by industry to its employees. Social insurance medicine has
its counterpart in American workmen’s compensation schemes . . .
Medical social work is well developed in industry, with and without
organized social welfare departments.

Quoted from Kessler, Henry H.: “Social Significance of Industrial Medi-
cine.” American Journal of Public Health, 158-164 (February) 1936.

Industrial hygiene is the science of the preservation of the health of
workers. It therefore involves primarily a program for conservation
of health and prevention of accidents and occupational disease. Such
a program necessarily extends beyond prevention of accidents and oc-
cupational diseases; it includes also the broad subject of the health of
the worker. It is obvious that some of the problems arise from the
nature of the industrial environment itself; namely, the control of
poisons, dusts, excessive temperature and humidity, defective lighting,
noise, overcrowding, and general plant sanitation. Some of them
obviously involve such factors as hours of work, fatigue, communicable
diseases in the factory, mental health, and personal hygiene.

Quoted from Sayers, R. R., and Bloomfield, J. J.: “Public Health Aspects
of Industrial Hygiene.” Journal of the American Medical Association,
111: 679 (Aug. 20) 1938.

When we take into account the wide difference between the few
millions of dollars spent on industrial hygiene by industry and gov-
ernment, and the billions lost due to accidents, occupational diseases
and sickness in industry, we are forcefully brought face to face with
the meager efforts of our present attempts in the direction of the pro-
tection and improvement of the health of our workers.
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It would seem, therefore, that if we are to improve the general health
status of the most important and numerous group in our population,
it will be necessary to control not only unhealthful conditions in the
working environment, but also to give consideration to such factors
as proper living conditions, nutrition, elimination of strain and hurry,
communicable diseases—in fact, a general adult health program for
our workers. In order to promote a broad and effective industrial
health program of this type, it will be necessary to integrate it closely
with existing public health activities.

Quoted from Bloomfield, J. J.: “Development of Industrial Hygiene in the
United States.” American Journal of Public Health, 28: 1934 (Decem-
ber) 1938.

The purpose of Industrial Medicine has been and always will be
fundamentally the same, namely, “the adequate care of the health of
the industrial workers.” . . . Obviously [this] requires further eluci-
dation as to indications, application, and limitations. One employer,
for instance, may interpret the words “adequate care” to include only
the repair of industrial injuries required by workmen’s compensation
law. Another employer who is socially minded may interpret the
same terms to include complete medical and hospital care of the worker
and his family in order to attain “adequate health.”

Quoted from Newquist, M. N.: Medical Service in Industry and Work-
men’s Compensation Laws. Chicago, American College of Surgeons, 1938,
p. 1.

Industrial hygiene is the science of the preservation of the health of
the workers. It is concerned with adult hygiene and the elimination
of causes of morbidity and mortality whether caused by factors inside
or outside of the working environment. Industrial hygiene provides
a means through which all the facilities of the health department may
be integrated to lower the incidence of morbidity and prolong the life
of a large and important section of our population.

Quoted from Gray, Albert 8., and Osborn, Stanley H.: “The Integration of
Industrial Hygiene and Pubdlic Health.” Transactions of the Second
Annual Conference of Governmental Industrial Hygienists. Washington,
The Conference, 1939, p. 11.

Although occupational diseases and accidents still constitute your
major activities, . . . there has gradually come about a realization
that, in order to bring positive health to the large gainfully employed
population, it will be necessary to concern yourselves with other adult
health problems. This, as you know, may be accomplished by inte-
grating industrial hygiene with all public health functions, employing
the work place as the scene of action.

Quoted from Parran, Thomas: In Transactions of the Second Annual
Conference of Governmental Indusirial Hygienists. Washington, The
Conference, 1939, p. 2.
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Industrial health service as exemplified by [full-time industrial
physicians] . . . is fundamentally preventive medicine. Its object is
to furnish the employed population the best possible health protection
consistent with: (1) The purpose of industry, which is to carry on its
business; (2) the employer’s responsibilities as fixed by law, which are
the prevention, care of, and compensation for occupational injuries and
diseases; (3) the duties and objectives of official and nonofficial health
agencies, which are distinctively in the field of preventive medicine;
and (4) the employee’s rights as to free choice of a physician in the
care of sickness and injuries, not legally related to occupation.
from the standpoint of . . . the foregoing, health service in industry
is found to comprise several functions . . . industrial hygiene, physi-
cal supervision, therapy, rehabilitation, diagnostic tests, health instruc-
tion, records, and research.

The scope of industrial health service may be summarized as fol-
lows: It is responsible for the protection of working people against
possible sources of disease in the plants, their safe placement, the sub-
sequent supervision of their health in relation to employment and the
treatment of conditions that result from occupation. It is the plant
physician’s privilege and duty to cooperate with the general profession
and departments of health in their respective efforts to treat and reduce
general sickness. Industrial medicine, general practice, and the public
health are complemental. To conserve human values is their common
purpose.

Quoted from Beldby, C. D.: “Scope and Organization of Health Service in
Industry.” Industrial Hygiene (edited by A. J. Lanza and J. A. Gold-
berg). New York, Oxford University Press, 1939, p. 4.

Wemay define industrial health as a specialized form of medical and
public health practice, combining certain elements of medicine, engi-
neering, chemistry, toxicology, psychology, sociology, statistics, and
the principles of the prevention of disease and health promotion, to the
end result that the physical and mental efficiency of the worker is in-
creased and production bettered in quslity, quantity, and permanency.

Quoted from Bappington, C. 0.: Industrial Health: Asset or Liability.
Chicago, Industrial Commentaries, 1939, p. 5.

The purpose of industrial health programs is to promote and main-
tain the physical and mental welfare of all industrial employees. . . .
These objectives should be accomplished by—

1. Prevention of disease or injury in industry by establishing proper
medical supervision over industrial materials, processes, environments,
and workers.

2. Health conservation of workers through physical supervision and
education.
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3. Medical and surgical care to restore health and earning capacity

as promptly as possible following industrial accident or disease.
Quoted from American Medical Association, Council on Industrial Health:
“Medical Service in Industry: Outline of Procedure for Physicians in In-
dustry; Industrial Health Examinations.” Journal of the American
Medical Association, 118: 895 (Mar. 14) 1942; 125: 569 (June 24) 1944.

Industrial hygiene is concerned with every phase of the health of the
man behind the machine, whether it is the industrial dust in the air he
breathes or the food his wife has packed in his dinner pail. In short, it
is the problem of keeping the worker on the job, and in good health, so
that he can work at top efficiency.

Quoted from Townsend, James G.: “The Problem of Industrial Hygiene.”

New Orleans Medical & Surgical Journal, 95: 505 (May) 19}3.
- As [industrial] hygienists, you hold an important place in industry
and public health in the control of occupational and traumatic diseases
primarily the result of chemical and physical agents. Through your
training and knowledge of certain basic sciences and in cooperation and
consultation with the plant physician you have introduced engineering
principles, safety and sanitary sciences, toxicology and control tests,
to develop an environment as a safe place for the worker; this is a job
that demands eternal vigilance to curtail morbidity and mortality,
with emphasis on logical reasoning and observations. ... Indus-
trial hygiene and epidemiology are absolutely essential in preventive
industrial medicine and cannot be divorced.

Quoted from Legge, Robert T.: “A Historical Background of Industrial

Hygiene.” American Industrial Hygiene Association Quarterly, 7: 5

(June) 1946.

Some advances have recently been made but the conception of indus-
trial medicine in this country has, on the whole, remained circum-
scribed. In some parts of the country it has not developed far beyond
its initial interest in traumatic surgery to patch up the injured worker.
As workmen’s compensation laws have been passed in various States,
industrial medicine has centered on accident prevention, in which
industrial physicians participate along with safety engineers. When
occupational diseases came within the province of the workmen’s com-
pensation acts, their control became one of the functions of the indus-
trial physician working with industrial toxicologists and engineers.
It is only within recent years that the scope of industrial medicine
has come to embrace broader aspects of health promotion and sickness
prevention, including nutrition and psychiatry. . . . With fuller
collaboration of the medical profession, of employers and labor, and
of the government, industrial medicine can play a preventive and
a curative role far beyond its present scope.

Quoted from Stern, Bernhard, J.: Medicine in Industry. New York,
The Commonwealth Fund, 1946, pp. 185-186.
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This whole subject of occupational health and medicine is analogous
to a three-legged stool, one leg representing medical science, one repre-
senting engineering and chemical science and one representing the
social sciences. . . . Up to the present we have been trying to bal-
ance ourselves on two legs and in some instances on one leg. It is
a very uncomfortable position and one that cannot get us very far
and certainly will lead, as it has, to fatigue.

Quoted from Hussey, Raymond; In discussion of article by Hemeon,
W. C. L.: “Enginecring in Industrial Health Education.” Occupational
Medicine, 4: 204 (August) 1947.

There are at least seven more or less distinct functions involved
in the promotion of industrial health [environmental health, health
education, preemployment physical examinations, diagnostic services,
first aid, treatment of disease, rehabilitation]. . . . For the provi-
sion of these seven types of service, there are four different agencies
in the picture: Industry, labor, the medical profession, and the public;
and any two or more of these agencies may cooperate in solving parts
of the problem. The possible complexities of administrative relation-
ship stagger the imagination. . . . There is no single, perfect solu-
tion of this problem now in sight. There is rather a challenge to the
inventiveness of management, labor, the medical profession, and the
public to find empirically the best plan that will fit a given local
situation. For management and labor, the need for cooperation in
the meeting of a common problem is called for rather than insistence
on vested interests. For the medical profession, it seems certain that
the principles of group payment and group practice must be essential
to any sound solution. For the public-health authorities, leadership
in research, formulation of reasonable standards of attainment, and
assistance to small industries, where desirable, would appear to be
the appropriate role.

Quoted from Editorial: American Journal of Public Health, 37: 1337-
1339 (October) 1947.

Industrial medicine is concerned as much with the environment as
with the man. To study man in his environment, to understand the
man and to control his environment as his needs require—these are
the essential goals of industrial hygiene. It is clear that these cannot
be achieved by physicians alone. They require the collaboration of
the social, biologic and physical sciences and disciplines in research,
practice and instruction.

Quoted from Kehoe, Robert A.: “Significance of Industrial Health.” Oc-
oupational Medicine, 4: 399 (October—December) 1947.

Industrial health, or industrial hygiene as it is eommonly called, is
concerned with the prevention of occupational diseases and the main-
tenance of the health of industrial workers on a high level. It re-
quires the combined efforts of a variety of professional personnel,
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most important of which are engineers, physicians, chemists, and
nurses. The industrial physician and nurse are concerned with the
well-being of the worker, while the industrial health engineer and
chemist are concerned with the condition or “well-being” of the work-
er’s environment. The entire program is preventive rather than cura-
tive in nature.

Quoted from Brandt, Allem D.: Industrial Heal'th Engincering. New

York, John Wiley & Sons, Inc., 1947, p. v.

From the early concepts, which made the industrial physician’s
chief interest the administration of first aid to the injured, we have
reached a stage of progress where the potential hazards of industry
are neutralized before they have actually inflicted harm. From its
fragmentary beginnings industrial medicine has attained to the de-
velopment of highly organized programs of health conservation which
affect the well-being of that large part of our population engaged in
the labors of industry.

Quoted from Hazlett, T. Lyle: “Industrial Medicine—Historical Notes.”
Introduction to Indusirial Medicine. Chicago, Industrial Medicine Pub-
lishing Co., 1947, p. 6.

Medicine has been inclined to approach the subject [industrial hy-
giene] in terms of occupational diseases; public health has had a
broader approach, regarding workers as individuals who, because of
the combined hazards of occupation and industry, including economic
disadvantages, constitute a group for which special precautions must
be exercised. The precautions applied relate to those hazards peculiar
to a given occupation or industry, or both, plus ordinary public-health
practices in such fields as nutrition, tuberculosis, syphilis, etc., being
concerned not only with working conditions but with the worker’s
home and its environment, with his family, their recreation and health
education, and their ability to obtain medical, nursing, dental, and
hospital care.

Quoted from Mustard, Harry S.: An Introduction to Public Health,
second edition. New York, The Macmillan Co., 1947, p. 169.

I define industrial medicine as the broad field which is concerned
with all of the health problems of employed persons, and industrial
health as the objective of industrial medicine. In other words, in-
dustrial health is the end and the practice of industrial medicine
is the means. Industrial hygiene I consider to be that subdivision
of industrial medicine which deals primarily with the prevention of
illness, occupational or nonoccupational, through methods apphed to
the working environment or to the employed individual.

Quoted from Goldwater, Leonard J.: “Future of Indusirial Medicine.”
Industrial Medicine, 17: 27 (January) 1948.

Industrial hygiene is primarily concerned with relationships be-
tween the health of the worker and the stresses of his occupation and
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industrial environment. It has become a special technical field because
these relationships can, in large measure, be expressed in quantitative
terms. Thus, it becomes possible to measure environmental factors
and from the findings to predict their effects upon the workers.

The objective of public health is to promote and maintain good
health in the greatest possible number of people through organized
mass attacks. Industrial hygiene, in its broadest sense, provides the
means for such direct attack upon the ills of a most important frac-
tion of our total population. The maintenance of the health and well-
being of industrial workers is essential to the economic and social well-
being of the Nation.

Quoted from Hatch, Theodore F.: “Ezxpanding Horizons in Industrial
Hygiene.” Harvard Public Health Alumni Bulletin, 5: 9-11 (May) 1948.

By industrial medicine, I mean the whole range of medical art,
science and skill applied to industry, including internal medicine, sur-
gery, preventive medicine, and all the ancillary professional skills,
such as engineering, chemistry, nursing, etc.

Quoted from Shepard, W. P.: “What Kind of Specialty Is Indusirial
Medicine?” Industrial Medicine, 17:209 (June) 1948.

Concomitant with the change of status of the American worker,
there has been a metamorphosis within recent years in industrial
health practices and methods. Reorganizing the demands of modern
industrial enterprises for a manpower capable of maintaining ever-
rising production schedules, medicine has attempted to offer a program
capable of keeping the healthy worker healthy and on the job. With-
in-plant medical care schemes of two or three decades ago have grown
in scope to become the rich preventive medicine services seen in present
day enlightened industry. This demand for better health mainte-
nance of the worker obviously was increased by the exigencies of war
but fortunately, the methodologies developed by the industrial health
forces have persisted in the peacetime state and are meeting with
studied refinement.

Quoted from Felton, Jean Spencer: ‘Industrial Medicine Comes of Age.”
West Virginia Medical Journal, 44: 239-244 (September) 1948.

Although occupational medicine has been designated in recent years
as a specialty, it is by no means a restricted specialism. If properly
practiced, it approaches a return to the intimate concern of a physician
for his patient, so nobly exemplified by the old family doctor. In
this respect occupational medicine stands in sharp contrast to the
limited specialties in medicine. For occupational medicine is not in-
terested in the patient’s eyes alone, or his allergy, or his heart. It
is interested in man and all that aids or hinders his welfare. In the
rise of preventive medicine, occupational medicine has assumed the
foremost role. . . .
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Industrial medicine contends that we must cease looking upon the
working man as an 8-hour-a-day problem, in which only his occupa-
tional environment is of concern. No longer can the industrial laborer
be classified as a mechanical component of the machinery of industry.
We have realized that the worker is a member of society, whose work-
ing, playing, and living is a 24-hour problem. Such a concept entails
consideration of all his faculties, his capacities as well as his defi-
ciencies. It includes a program which will safeguard his hearing,
his vision, his nutrition, his skills, aptitudes, experience, intelligence,
and emotions. It is the object of industrial medicine to utilize the
cardiac, the epileptic, the cripple, the blind, the elderly, and all those
who desire to work instead of being forced to accept the beneficence
perpetrated upon them by an unwitting Government. Man’s work
is related to his home, his social environment, his philosophy, his eco-
nomics, and his happiness. Adjustment of these relationships in the
largest segment of our adult population can be achieved by utilizing
the facilities which industrial medicine has to offer.

Quoted from Johnstone, Rutherford T.: Occupational Medicine and Indus-
trial Hygiene. 8t. Louis, 0. V. Mosby Co., 1948, pp. 7, 23.

The purpose of industrial hygiene is to preserve and improve the
health of industrial workers.

Industrial hygiene has become an important part of public-health
activity. Itsintegration with a broad public-health program requires
particular emphasis on (1) the influence of physical and mental char-
acteristics of workers upon the incidence of disability, other than occu-
pational, and (2) the opportunity for extending medical care to mil-
lions of workers and their families.

Quoted from Daliavalle, J. M.: The Industrial Environment and Its Con-
trol. New York, Pitman Publishing Co., 1948, pp. 3, 11.

Industrial hygiene may be defined as the science and art of preserv-
ing health through the recognition, evaluation, and control of environ-
mental causes and sources of illness in industry. It resolves itself into
the problem of finding factors or conditions in workplaces that may
cause or contribute to the illness or serious discomfort of employees,
and of devising methods and means of eliminating or controlling such
conditions.

Quoted from Patty, Frank A.: “Preface.” Industrial Hygiene and Toxi-
cology, Volume 1. New York, Interscience Publishers, Inc., 1948, p. vi.

The following four points are widely approved by medical authori-
ties as major objectives of a company medical service:

1. To ascertain, by examination, the physical and mental fitness of
employees for work.

2. To maintain and improve the health and efficiency of those al-
ready employed.
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3. To educate the worker in accident prevention and personal
hygiene.

4. To reduce lost time and absenteeism from illness or injury.!

It is unnecessary to belabor the point that the overall objective is
to increase the company’s profit by having healthier employees who are
apt to be safer and more efficient workers.

Quoted from Spears, Ethel M.: Company Medical and Health Programs
(Studies in Personnel Policy, No. 96). New York, National Indusirial
Conference Board, Inc., 1948, p. 5.

Occupational medicine deals with the restoration and conservation
of health in relation to work, the working environment and maximum
efficiency. It involves prevention, recognition and treatment of occu-
pational disabilities, and requires the application of special techniques
in the fields of rehabilitation, environmental hygiene, toxicology, sani-
tation and human relations.

Quoted from American Medical Association, Council on Industrial Health.
In Brown, Ernest W.: “Recent Developments in the Field of Education in
Industrial Medicine.” Southern Medical Journal, 42: 591 (July) 1949.

Industrial hygiene is concerned primarily with prevention. It is
the duty of the industrial hygienist to determine the causes of, and
to prevent industrial illnesses, not to diagnose and treat them. He re-
ports upon the extent of the hazard, if any exists, and its control.

Quoted from Drinker, Phillip: “The Practice of Industrial Hygiene.”
American Industrial Hygiene Association Quarterly, 11: 101 (June) 1950.

Industrial medicine involves the application of two skills—medicine
and engineering—it is concerned with the environment of the indus-
trial worker as well as with the effects of that environment upon his
physical and mental structure. These two skills are equally essential
and no program which does not include their coordinated activity will
be effective . . .

The industrial physician is concerned with occupational diseases,
occupational injuries, preventive medicine, and administration, includ-
ing the maintenance as well as the utilization of records, and the func-
tion of industrial nursing. We must also add to the foregoing the
peculiar hazards of radiant energy. It should be noted that increas-
ing emphasis is being placed upon the preventive aspects of the physi-
cian’s work. In addition there are certain related subjects which are
of utmost importance as well as of increasing complexity in both their
scope and administration. In this second group are included the
following:

1. Workmen’s compensation and also the application of insurance
principles to benefits for nonoccupational injury and sickness, includ-
ing hospitalization and dependency benefits. Both the full-time in-

1 “Medical Service in Industry and Workmen’s Compensation Laws,”” American College
of Surgeons, Chicago, Illinois, 1946,
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dustrial physician and the part-time physician need to be thoroughly
conversant with both the occupational and nonoccupational types of
benefit. In every instance these benefits cannot become operative, as
far as the individual worker is concerned, without the physician’s sig-
nature. The expansion of both occupational and nonoccupational
benefits marks one of the great social advances of our times and the
physician who comes into contact with these laws and contracts needs
to be conversant with both their content and underlying philosophy.

2. Rehabilitation, which is at last beginning to come into its own.
Included here are not only the rehabilitation of those maimed by acci-
dent but also those suffering from organic disease—the diabetic and
the cardiac and hypertension cases.

3. Geriatrics and its application to the needs of the workers in the
older age groups. Here is a challenge to the industrial physician
which is becoming more emphatic with every passing year.

4. Psychiatry—the application of psychiatric techniques—is recog-
nizing and dealing with emotional conflicts among industrial workers.
As has been expressed on more than one occasion, we do not need a
psychiatrist in every industrial plant, but we do need psychiatry in
industry.

Quoted from Lanza, A. J.: “Education in Industrial Medicine.” American
Journal of Public Health, 40: 731-732 (June) 1950.

The field of occupational medicine is becoming more complex, and
increasing in scope as industrial technology expands. No longer can
the industrial physician, nurse, or part-time medical consultant to in-
dustry stand aloof and function merely in a purely professional capac-
ity. Whether the industrial physician approves or not he finds himself
involved, along with his medical duties, in the medical and administra-
tive phases of industrial and employee relations, including welfare,
pension, and sickness benefit schemes.

Quoted from Fleming, A. J. et al: Modern Occupational Medicine, Phila-
delphia, Lea and Febiger, 1960. 587 pp.

The objectives of an occupational health program, as outlined by
the Council on Occupational Health of the American Medical Associa-
tion, are: (1) to protect employees against health hazards in their
work environment; (2) to facilitate the placement and insure the suit-
ability of individuals according to their physical capacities, mental
abilities and emotional make-up in work which they can perform with
an acceptable degree of efficiency and without endangering their own
health and safety or that of their fellow employees; (3) to assure
adequate medical care and rehabilitation of the occupationally ill
and injured; and (4) to encourage personal health maintenance.

Quoted from: Scope, Objective and Functions of an Occupational Healih

Program. Journal of the American Medical Association, 174: 533-536
(October) 1960.
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When I use the term ‘“occuaptional health,” I use it in its all-
embracing sense to include, first, the adequate safeguards through
appropriate regulations and safety requirements—a full and growing,
comprehensive tackling of the problem of effectively preventing the
destruction of our occupational health. Our workplaces must be
clean, well lit, well ventilated, and so designed and run as to keep to
an absolute minimum the impairment of workers’ health by virtue
of their job performance. Prevention requires not only comprehen-
sive regulation, which is kept dated to changes in our industrial scene,
but it naturally also must depend upon adequate and fair enforcement
by well-trained inspection staffs not subject to political pressures, who
hold their jobs on the basis of proven ability and with career status.
When I use the term “occupational health,” I also include realistic
medical care, the full program of workmen’s compensation, compre-
hensive second injury funds and rehabilitation programs for those
who nonetheless experience a job-incurred loss of their health.

Quoted from Brownlow, James A., President, Metal Trades Department,
AFL-CIO: At International Congress on Occupational Health, 1960.

In accordance with the trend of modern public health practices
toward the integration of different health services into a single com-
prehensive program, occupational health must be viewed as one aspect
of the total question of national health protection and promotion.
Many of the public health techniques could be more effectively applied
to workers at their places of employment, thus making easy contact
with the working adult at his job—just as, for example, children can
be easily reached through health services at schools. . . . As WHO
is interested in the total health of the individual, in his physical, men-
tal and social well-being, it is, therefore, apparent that the Organi-
zation’s approach to the problem of occupational health should be

Figure 3. Registered Nurses Employed Full Time by Industry
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directed toward the over-all protection of the workers and their fami-
lies, rather than toward the prevention of occupational diseases and
accidents. . . . However, in addition, certain specific measures are
needed to bolster the development of a specified occupational health
service to meet the particular needs of the working segment of the
population ; to interest management and labor in the question through
their respective organizations; to study the various elements of the
occupational environment and their impact on health; to investigate
the epidemiology of occupational diseases and injuries; and to promote
research into the protection of occupational health.
Quoted from Shock, M. O., Chief Medical Officer, Social and Occupational
Health, World Health Organization, Geneva: At International Congress on
Occupational Health.
“QOccupational health, according to modern concept, is preventive
medicine and public health practice as applied to all people at work—
not only to persons employed in industrial plants, but also to farmers,

Figure 4. Physicians Serving Industry
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miners, shopkeepers, clerks, and professional and technical persons.
It is an important part of the community-wide plan for health pro-
motion of all age groups and of all elements in the community. It
is a subdivision of adult health, with special interest in the employ-
able and employed age groups, 20-65 years. Occupational health as
it is defined indicates a basic interrelationship among industry, labor,
medicine, public health and the community.

Quoted from Confrey, Eugene A., ed.: Administration of Community

Health Services. Chicago, International City Managers Association, 1961.

Comparing the “cigar-box” first-aid stations of half a century ago
with the superbly equipped and expertly administered departments
of this latter day, one may wonder: “What miracle is this?” There
has been none, unless to combine the highest of practical ideals with
the hardest of hard work may be called a miracle. Modern occu-
pational medicine is a specialty that brings together all specialties—
physiology, pathology, bacteriology—of an environmental, psycho-
logical and social nature. It has translated tools created by the
other specialties into health conservation for masses of people in
business and in industry as well as for individuals.

Quoted from Selleck, Henry B., in collaboration with Whittaker, Alfred
H.: Occupational Health in America. Detroit, Wayne University Press,
1962.

The importance of a broad concept of occupational health, in view
of emerging industrial health problems, was summed up very ade-
quately and concisely several years ago by Henry Doyle, now Assist-
ant Chief of the Division of Occupational Health, on the basis of his
long experience in the field of occupational health. He called atten-
tion to the fact that the industry of the future, with its emphasis on
automation, electronic and chemical operations and nuclear energy,
may introduce numerous physiologic and psychologic health problems,
some of which may have more far-reaching effects than those of the
past. “Whereas in the past we were concerned primarily in fitting
the environment to the man, in the future our big job is going to be
to match the man to the machine. Known as human engineering,
this is an area in which the private physician, as well as the industrial
physician, should become increasingly involved.”

After reviewing some of the industrial areas with possible emerg-
ing occupational health problems and the possible influence of occu-
pational factors on so-called nonoccupational disease, Mr. Doyle em-
phasized that a major requisite for the successful operation of
industrial health programs—no matter what form they take—is that
the plant physician have the confidence of, and free exchange of medi-
cal information with, hospitals, clinics, the local health department,
and his fellow practitioners in the community. Only through the
cooperation of the private physician and the industrial physician can
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we hope to realize the full potential of such programs through the
early detection and prevention of disease. Industrial physicians are
still relatively few in number and the bulk of industrial medical prac-
tice is handled by the general practitioner. This places the general
practitioner squarely in the middle of the industrial health field. It
gives him both an opportunity and a responsibility to develop the
medical data that is so badly needed in many vital areas. “By help-
ing to solve health problems as they arise, we are contributing to the
economic and social well-being of the community as well as the indi-
vidual,” Mr. Doyle commented. “The industrial potential of Amer-
ican industry is in part dependent on the worker being able to enter
a new industrial era unafraid of the future and assured that all meas-
ures have been taken to protect his health.”

Figure 5. Interrelationships in Occupational Health Programs
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SECTION 4

The Future

. Great progress in occupational health has been made in the last cen-

‘tury, but the future holds many challenges. What lies ahead was
reviewed in detail by the Honorable John E. Fogarty, when the Divi-
sion of Occupational Health celebrated its 50th anniversary in the
spring of 1964.

“The progress of the Public Health Service in the next 50 years will
be inseparable from the dedication and the success of business, labor,
Congress, industrial hygienists, and many other groups which have
made unique contributions to the health of the workers. The objec-
tives of all are inseparably entwined and I would like to take a look at
the total program in which the Public Health Service, with many
others, will play a part . . . .

“From this experience [as member of the Appropriations Com-
mittee of the House of Representatives]—as well as from a long per-
sonal interest in workers and their health problems—I have taken the
measure of industrial hygiene programs as compared with other health
activities and I have come to a conclusion I suspect you will be able to
agree is both accurate and helpful. We are not moving forward in
occupational health at an adequate pace . . . especially when meas-
ured against the job that could bedone . . . .

“The future of industrial health could be magnificent. The possi-
bilities are vast. If we resolve to work so that no individual worker
will endanger either his life or his good health through the means by
which he makes his livelihood, we will have undertaken a large task.
1 firmly believe, as I am sure we all do, that no man or woman should
be expected to risk physical debilitation, pain, disease of skin or of the
lungs, or a shortening of life in exchange for the wage received as an
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employee. But we need to think more imaginatively and generously
than this.

“There is growing recognition that a country’s greatest resource is
its people . . . . I would like to propose that our sights be raised so
that employment anywhere—in the trades, in commerce, in any and all
occupations—will become synonymous with good health. Our goal
should be expanded so that the vigor of our working men and women
will become a matter of national pride, an accepted part of the culture
and heritage we pass on to coming generations. We are far from this
objective at the present time and we are not moving at a pace likely °
to achieve it soon.

“The primary reasons for our lack of progress lie in a whole series
of complexities, such as jurisdictional barriers between programs which
should be closely knit; inadequate staffing of State occupational health
programs; the inability of small plants, in particular, to provide health
services to their employees; and a general slowing down of the initial
enthusiasm and effort which has lulled the public and many of us,
too, into behaving as though there were no more big challenges in
occupational health . . . . We need to determine some priorities, plot
a course of action, and summon the support of all who should be
concerned.

“With more than 70 million workers to consider, our planning must
be broad and yet realistic, bold and yet down-to-earth. For example,
what do we really know about the current health of these 70 million
workers? What do we know about the causes of illness, and the actual
incidence of sickness and death, by occupation? We know too little.
There is no efficient reporting of occupational morbidity and mortality
rates at the present time. Although the importance of gathering
data, as a foundation for adequate planning, has been accepted for
years, in this field the job is not yet being done. . . .

“Knowing what our occupational health problems really are would
give us a solid start toward parceling them out and coordinating them
through the many agencies that have, and will continue to have,a hand
in occupational health.

“It is obvious that in any major effort to determine a course of action,
and to follow through on it, we will need to coordinate the activities of
a variety of programs—workmen’s compensation; old age, survivors’,
and disability insurance; Federal and State health programs; union
health programs; and others. We all know that these programs could
achieve better results by working together than by pursuing their
separate, and sometimes even competing, ways. There is an over-
lapping of functions, and of expense, in our present lack of cooperation.
We are paying more than once—and sometimes more than twice—for
the same activity, performed by different agencies, and still not getting
the quality of service we should. We should be welding the efforts of
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industry, the universities, government, unions, doctors, nurses, tech-
nicians, and all industrial hygienists to bring about the best results
for improving individual health.

“The start can be made almost any day and—as you know—could be
as simple as dialing the phone number of a cooperating agency or mail-
ing a report to a newly assembled mailing list. These are the raw
materials of coordination upon which large achievements can be built.
They are used too little.

“For years we have been talking about the difficult problems of pro-
viding health care to workers in small plants, where some 80 percent
of American employees work. But there is no concerted action at the
present time to bring to these employees the benefits of on-the-job
health care and protection. Although some of the large plants have
provided diagnostic and preventive services far beyond what is re-
quired by the law, there are no in-plant health programs for the
majority of workers. . . .

“The problem of providing health services to small plants is so big,
we cannot stop hunting for solutions even when some that we try don’t
work. In some instances, we have set up mobile units and geograph-
ical centers and they haven’t sufficed. There must be ways, then, that
we haven’t thought of yet and ways that we haven’t tried. It is a big
challenge for you people here. If the old ideas are inadequate, can
you and others like you think of something new ¢

“Certainly you need the assistance and support of many more trained
industrial hygienists than are available now. I am sorry to find that
this nation is so understaffed, insofar as industrial hygiene is con-
cerned. . . .

“State and local government units, particularly, are crippled by the
lack of available top-notch technical and professional personnel. This
applies to all professions—engineers, physicians, chemists, physicists,
toxicologists.

“We must figure out ways by which training and education can be
stepped up to produce larger numbers of industrial health specialists,
and we must highlight inducements which will influence some of the
best students to choose industrial hygiene for their career. . . .

“We are all aware that many industries and jobs have so increased in
complexity that large amounts of money must be invested in training
the individual worker. The more costly it becomes to have a man off
the job, the more important it will be, from an economic point of view,
to insure that he stays well.

“Humanitarian motives aside, it is good business—for industry and
the community—to prevent illness and accidents, no matter where
they occur. Thus the artificial barrier between the health of the man
at work and away from work is crumbling. This may be the most
important single development of the coming half century.
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“Workers spend some 40 hours a week on the job compared with
more than 120 off. The health effects of the off-duty environment have
increased over the decades as the hours of the work-week have dimin-
ished. Also, in today’s world, off-duty health risks are sometimes
greater than on-the-job risks. . . .

“Congress and the public have heard a great deal in recent years
about the subtle insults to health from a variety of environmental
hazards—polluted air, contaminated water, radiation, food poisoning
and many others. We have begun to get the point that we are living
in an entirely new, and very complex world, in which chemicals and
nuclear power and other forces—somewhat outside the comprehension
of most of us—may affect our health and the health of future genera-
tions. .

“Qccupational health research has made, and can continue to make,
major contributions to medicine in general and, in turn, can benefit
from developments and findings in other areas of medicine. For
example, the tests recently devised for diagnosing hypersusceptibility
to certain common chemicals in industry have implications far beyond
the limits of the workspace. They have important meaning for the
entire field of medical genetics, for red blood cell research, for deter-
mining drug sensitivity, and so forth. In due time, they could reach
into the office of the private practicing physician for general appli-
cation.

“This can be done, however, only as there is more communication
and a greater interplay between occupational health and the pre-
ventive health practitioners outside the plant, with medical research at
large and others with whom research and practice are allied. Let us
not make the mistake of isolating occupational health outside the main-
stream of American health protection.

“In that connection, let me urge that occupational health broaden
its scope and raise its sights to make itself part of the dynamic move-
ment we call environmental health. . . .

“Occupational health, with its vast experience and know-how, can
be a central force in stimulating a unified attack on those hazards.
There is a readiness, I believe, to undertake much more extensive and
sophisticated research on the environment than ever before. There is
a realization that the laboratory equipment and the techniques for
conducting this research will have to be much more refined and ex-
pensive and complex than any we have yet known.

“Also, we must find out just what part occupation plays in aggra-
vating certain diseases that are common to the adult population. It
may well be that the combination of breathing smog, smoking ciga-
rettes, and working in a particular occupational environment, will have
a unique and damaging effect on certain workers. One could choose
other examples, using different combinations of drugs, cosmetics, food
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additives, insecticides, radioactivity, and other pollutants of the en-
vironment to which we are all exposed, to different extents, in our
daily lives.

“Whereas in earlier days, concern over an occupational health haz-
ard was likely to develop only after deaths or serious and obvious
illness occurred in sufficient numbers to bring the problem dramatically
to public attention, we cannot afford to rely on such an approach to-
day. The new factors, frequently introduced first into the work en-
vironment and later into everyone’s environment, are too potent, the
effects are too subtle, and the consequences too grave and irreversible
permit gambling on prolonged exposures.

“Congress has just recognized this principle in passing the Clean
Air Act, to fight smog and other community air pollution. We are
also giving serious and continuous attention to the water supply of
the Nation and to control of water pollution. Radiological health
protection always finds a receptive audience.

“Now someone needs to speak up for industrial hygiene. You know
that the worker is the one who experiences ‘first exposure’ to many of
the ingredients that later become the big commonplace environmental
health problems of the total population. We see, in the pesticides
area for example, how knowledge gained from study and protection
of the workers manufacturing, transporting, and applying these chem-
ical poisons gives valuable assistance in protecting, or reassuring, the
public, now that pesticides are found in the general environment.

“We need to impress upon people who do not know this fact of life
that the occupational environment is the best place, often the only
place, to study human exposure to certain chemicals, stresses, heat,
fatigue, and other health-affecting factors.

“Protecting the worker from new health hazards can redound to
the benefit and protection of us all. This is the message we need to get
before the Nation so that we will be permitted and authorized to do
the kinds of studies and undertake the kind of activity we know should
be done. We would be doing our country a great service by awakening
its conscience once again to the urgent needs of the workplace.

“Because we have eliminated the worst of the abuses which charac-
terized the early days of unlimited hours, child labor, sweat shops,
and the absence of legal protection for workers—and because America
is superior in so many areas of technology and commerce—there ap-
pears to be a general assumption that we have mastered the big prob-
lems of occupational health. Actually our unsolved problems are
many. . . .

“We can look back upon a half century, and more, of work well
done in industrial hygiene. We have learned a great deal and most of
us have a fairly clear idea of what still needs to be done. The present
challenge to us, as a nation, is to put to use—on behalf of workers’
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health—all that we now know. This is not being done to the fullest
extent possible.

“We must carry our work forward at an increased pace, commensu-
rate with the gravity and importance of the task.

“So, let us begin.”
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SECTION 5

Occupational Health

and the Community

In an article published in the March 1960 issue of the A.M.A.
Archives of Industrial Health, Dr. Leroy E. Burney, then Surgeon
General, U.S. Public Health Service, described in detail the growing
interdependence of the industrial and the community environment.
The following paragraphs are an abbreviation of his article.

“During the past decade the American people have expressed their
mounting concern about the environment and health. They do not
state their concern in those broad terms. Instead they direct anxious
questions and protests to their physicians, legislators, and government
officials on such concrete subjects as radiation, air pollution, water
pollution, sanitation, and other conditions clearly associated with
environment.

“In the first 100 years of our Nation, American industry was
founded, railroads were built to span the country, steamboats to ply
the oceans and inland waters, the population increased more than ten-
fold. Yet our economy remained primarily agricultural. A second
period of rapid technologic change—from about 1890 to 1940—was
accompanied by increased concentration in the growth of cities. For
the past 20 years the rate of urbanization has also accelerated. Ap-
proximately three-fifths of the present population resides in metropoli-
tan areas where industry, commerce, finance, scientific and higher
educational institutions, major medical centers, and cultural institu-
tions also are concentrated. Hence, it is obvious that for some time
to come, both our principal health problems and our resources for their
solution will be concentrated in metropolitan industrial communities.
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“Technological innovation influences all aspects of man’s environ-
ment—physical, biological, and social. The impact may be directly
beneficial to human health, as when modern methods of processing and
refrigeration made possible the preservation and distribution of a
wide variety of nutritious foods. Technological change may adversely
affect the health and safety of vulnerable groups in the population,
as when deep-shaft mining became possible, but for several hundred
years men did not learn to recognize and cope with the hazards of
dust in miners’ lungs. Or an innovation may operate in intricate ways
both to reduce and to increase man’s risks to life and health.

“In the long perspective, however, technologic change, itself, does
not bring the blessing or the bane. It is how men use their science
and technology that determines both immediate and long-range
effects. . . .

Time-Scales of Change

“The fact of change is the one unchanging fact of human life,
whether we mean the life of an individual or the life of a community.
The hazard for our industrial civilization is that in our enthusiasm for
its dynamic power, we may ignore the differences in the time-scale of
change in human biology, industrial technology, and social organiza-
tion. The core of our environmental health problem today and in the
future is how to bring these strikingly different time-scales into a
balance that will give our human communities some assurance of a
better life and greater health protection in a period of rapid techno-
logic change.

“Physicians, as biologists, know that in man they are dealing
with an organism which has not changed perceptibly in fundamental
structure and physiology throughout the 10,000 to 20,000 years of
observable record. . . .

“Except in a very few instances, such as exposure to radiation, pos-
sibly also to viruses, and certain chemicals, we have no scientific
knowledge of what may start a mutation. Persons can be overwhelmed
swiftly by lethal exposures to micro-organisms, chemicals, radiation,
mechanical trauma, and other environmental factors. These accidents,
however, have not altered the slow time-scale of biological change in
man,

“In sharp contrast, the time-scale of technologic change has ac-
celerated beyond the average man’s comprehension. Partington has
observed, for example, that there were very few additions to man’s
knowledge and use of materials for a period of about 3,000 years (from
the end of the Bronze Age to the emergence of modern science from
the Medieval period). In thissecond half of the 20th century, entirely
new chemicals are being introduced into American industry at the
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Figure 7. Respiratory Conditions are the Major Cause of Work I.oss
Associated With Acute Conditions
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Figure 8. Seventy-five Percent of the Usually Working Persons With
Activity Limitations Due to Chronic Disease Are Estimated in 10 Dis-
ease Groups: National Health Interview Surveys, June 1959-July
1961
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rate of 10,000 to 20,000 per year. Chemical production is increasing
at a rate of about three times that of total industry.

“Somewhere between the gradual pace of human biology and the
headlong rush of technologic change falls the time-scale of social
change. . . .

Community Organization and Environmental Health

. “In our society there is relatively little cultural lag in industrial
technology; that is to say, the time lapse between invention and use
of a new technique in American industry is relatively short. Indeed
much of our present industrial revolution owes its impetus to the
application of scientific discoveries made within the 20th century—a
remarkably short span in ‘he history of technology. In contrast, our
society has lagged far behind in making the changes in community
organization essential to realization of the full benefits of technologic
change—or for that matter, even to assure the essential protection
from possibly adverse effects. . . .

Industrial and Community Health

“It is obvious to all of us that there is a disparity between our capac-
ities to create a healthful environment and our social skills to ac-
complish this purpose. Underlying this paradoxical situation is the
American heritage. Our society has been created on a basis of oppor-
tunity and abundance. In encouraging the full operation of techno-
logic progress, we have all too frequently disregarded the inroads of
an industrial civilization upon our human and natural resources. It
is only recently, for example, that we have become concerned about
the effects on human communities of harmful substances used in in-
dustrial processes—or used by consumers of industrial products.

“For nearly a century after the birth of the public health movement,
men concerned with the health and safety of industrial workers were
the only ones to recognize the threat to human beings of artificial
environments. The hazards of infection from the natural environ-
ment dominated concepts of community health.

“Pioneers of industrial hygiene, however, found in the environments
of workplaces the sources of many causes of ill health. Long before
anyone considered that the same types of exposure might affect entire
communities, industrial hygienists had encountered and studied prob-
lems of exposure to dusts, fumes, gases, and radiation. In industrial
hygiene, rapid changes and extremes in temperature, humidity, and
atmospheric pressure were recognized as causes of human disease.
Glare, poor illumination, noise, vibration, mechanical failures: all
came under the scrutiny of industrial hygienists as factors in the
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working environment affecting the health and efficiency of workers.
Prolonged fatigue and tension, posture, clothing, and many other fac-
tors became matters for scientific investigation of health in the
working environment.

“This store of industrial hygiene knowledge has peculiar relevance
for human communities today. For the problems of artificial environ-
ments are no longer confined to workplaces. As all of us try to live
competitively in our multichemical, air-conditioned, jet-propelled,
traffic-bound, industrialized environment, we share the same types of
exposure as our fellow citizens experience in their workplaces.

“QOur urban communities today could qualify as artificial environ-
ments almost as readily as industrial establishments. There are two
notable exceptions, however. First, except for the hazard of mechani-
cal injuries, the potential exposures to toxic substances, noise, vibra-
tion, and so on are much more intensive in the workplace than at home
and in the community. Second, industry spends billions to elimi-
nate or effectively control hazardous exposures in the working environ-
ment. In plants operated by responsible, well-organized industries,
the worker has better protection than in his community. I do not
know of a single one of our urban communities where environmental
controls for the protection of the general population measure up in
scope and quality to those maintained by the majority of our larger
industrial establishments. . . . Frequently, the sources of community
environmental hazards are the industries which protect the worker
from occupational exposures and upon which he depends for a means
of livelihood as well as for the material benefits of our American
technology. ,

“From the point of view of a physician, it is difficult not to see an
inevitable merging of the problems of industrial health with those
of community health. The logic of this observation could be based
on a demonstration of the relationships of the three sides of our
environmental triangle: biology, technology, and social organization.

“In the causation of such major chronic diseases as cancer, heart
disease, arthritis, and metabolic disease, medical research is increas-
ingly demonstrating that these conditions are the product of intricate
responses of the individual to numerous factors in his environment,
both physical and social. In the causation of lung cancer, for exam-
ple, an association with cigarette smoking has been demonstrated.
Yet it is not an exclusive association. There are many occupational
exposures associated with lung cancer. . . .

“It seems to me that the significance of such intricate relationships
for industry and the community is that the solution of our major
health problem lies in a joint attack based upon a pooling of knowl-
edge concerning the environmental factors associated with disease.
The time has passed, I believe, when we can hope for a reduction in

57



the human and economic burdens of disease and injury through sepa-
rate approaches to ‘occupational disease,” on the one hand, and ‘gen-
eral disease,” on the other. .

“I am confident that American science and technology will invent
methods for solving present and future problems of environmental
health which will be more efficient and more effective than any we
possess today. The time has long since passed, however, when indus-
try or the community might profit from waiting for new methods.
If we pool our knowledge and work out satisfactory arrangements
for its application, our communities and industries will be ready for
the great new age just ahead.

Industry’s Stake in a Common Approach

“American industry has an important economic stake in such a
common approach. The trend has been well established for manage-
ment to bear all or part of the costs of illness among workers, be it
of occupational or nonoccupational origin. The striking fact is that
health insurance programs, made available and paid for through the
workers’ place of employment, cover more than 37 million employees
and their 57 million dependents. This means that a large share of
the Nation’s multibillion dollar expenditures for hospital and medical
care is financed through employees’ health plans. Certainly, any-
thing that can be done to reduce the risks of illness in the community
and in the work place should significantly reduce the costs of
insurance.

“It has been justly observed that ‘occupa,tional disease’ is not a path-
ological entity but a legal term. As science learns more and more
about the multiple causation of chronic disease, it is hkely that occu-
pational and nonoccupational factors, hitherto unsuspected, will be
identified. High standards of industrial hygiene will become in-
creasingly important, not only as a means of preventing occupational
exposure but also indirectly as a means of reducing the overall costs
of illness.

“Similarly, industry and government have a joint responsibility for
creating healthful communities. American industry is increasingly
recognizing its new role of corporate citizenship in our changing pat-
terns of community life. Mr. Cleo Craig, chairman of the board of
A.T. & T., said a year or two ago: ‘No one can accept respons1b1]1ty
in the world unless he first takes it on his doorstep. So for us in
industry, I can see only one course to follow. Call it commonsense,
call it policy, call it anything you like. To my mind, industry must
aim for, exist for, and everlastingly operate for, the good of the
community.’ ”

“This thoughtful statement places industry and government in a
cooperative relationship which, I believe, is destined to insure for
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the American people not only the higher standards of living which
industrial development has given them but also higher levels of health
and community life. . . . The roles of industries and governmental
agencies differ, but, in my experience, cooperative relationships be-
tween their representatives increase the opportunities of both for serv-
ice to the community.

Public Health Service Role in Industrial and Community
. Health

“As most of you know, the Service’s Occupational Health Program,
with its laboratory at Cincinnati, Ohio, is the modern metamorphosis
of an industrial hygiene research program authorized by Congress
nearly 50 years ago. For many years, our industrial hygienists played
a major role in epidemiological, clinical, and laboratory studies under-
taken at the request of and in cooperation with numerous industries.
The status of industrial hygiene has changed over the years. Indus-
trial medicine has grown, and a much higher proportion of our indus-
tries now have their own industrial hygienists to undertake the studies
essential for the preliminary and clinical evaluation of new mate-
rials and processes.

“We still regard the conduct of long-term, epidemiological studies
involving industry-wide problems as our major role in the field of
industrial hygiene. The costs of such studies, like the costs of indus-
trial development, have soared, however. . . .

“Although many corporations can finance their own research, there
are situations in which it is impossible for one establishment to ac-
cumulate the information it needs on a given occupational health
problem. The same problem and the same difficulty of solution may
exist in other parts of the industry. It is in such situations that the
. Public Health Service might play a decisive role as an impartial scien-
tific investigator for the industry as a whole. For example, at the
present time, we are conducting a study of silicosis in metal miners,
and we are learning many significant new facts about this old problem.

“The major part of our appropriations and our effort is devoted to
backing up State industrial hygiene programs. This, of course, is
consistent with the fact that State and local governments have the
legal responsibility for industrial hygiene standards and regulations.

“Several other operating programs of the Public Health Service
are closely related to industrial hygiene and problems of environ-
mental health involving industry. Radiological health, water-polu-
tion control, air pollution, and sanitary engineering research fall in
this category, while the research and training programs of our
National Institutes of Health are augmenting the Nation’s total scien-
tific effort in the medical and related sciences. . . .”
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The year following the publication of Dr. Burney’s article, Congress
passed the Community Health Services Act of 1961. This act, which
gives financial assistance to programs and facilities providing out-of-
hospital services for the chronically ill and the aged, can have con-
siderable significance for both employers and employees. In time, the
workplace can become a way in which to reach persons in need of care.

The programs receiving assistance under the act are now concentrat-
ing on care for those who are chronically ill. Eventually, however,
these programs may apply methods of preventing chronic illness,
otherwise their task may become overwhelming. Periodic health ap-
praisals, health education, and other preventive services will become
extremely important and cooperation with the workplace will facili-
tate such activities. The emphasis which the act places on restorative
services and rehabilitation centers also indicates a great need for pro-
moting cooperation between the persons and facilities providing serv-
ices and industrial and labor groups within the communities.

Economic Considerations

Industry and the community have a common interest is preventing
illness regardless of cause. “A nation’s productivity—its real
wealth—is dependent on the mental, physical, and social health of
the population,” Surgeon General Luther Terry recently told the
Economic Club of Detroit. “Further, health services are themselves
a form of wealth. Health findings and health services seriously af-
fect the world of industry and commerce. On the other hand, our
health is greatly affected by the way we earn our living and the kind
of society in which we live.”

Few people, according to Dr. Terry, realize that health is big busi-
ness in the United States. “In 1949-50 we spent about $12 billion for
health, including personal medical care, construction, and government
expenditures. Today, we are spending $33 billion, about 5.4 percent
of the gross national product. This represents our dollar effort for
health. No one can actually measure cost in human suffering or the
total amount of capital gains in the prevention and cure of illness.
But as a nation we can think usefully in terms of health assets, hea.lth
liabilities, and growth potential.”

The control of known industrial health hazards was described by
Dr. Terry as a striking economic gain in the health field. The saving
in productivity and compensation costs as a result of health and safety
services in industry was reported to be incalculable. But the total
burden of ill health remains high, Dr. Terry stated. “A number of
infectious diseases have virtually disappeared in the United States,
and the cost of these diseases has declined correspondingly. In the
same period, however, losses of production from other diseases as
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well as the costs of care have soared astronomically. In a sense,
the economic burden the Nation once carried as a result of diseases
now under control has been shifted to other causes of ill health—and
it has increased. Today the major killers and cripplers are the chronic
diseases, such as heart disease and cancer, afflictions which mostly take
their toll later in life. In 1960, for example, there were 14 times as
many deaths from chronic noninfectious as from infectious diseases.”
Our highly industrialized and urban environment also gives rise to
another set of health problems, Dr. Terry reported. Among these are
emotional tensions, accidents, and pollutions of the air we breathe and
the water we drink.
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Figure 11. Weekly Eamnings Before and After Rehabilitation of Persons
Rehabilitated in Fiscal Year 1963

Source: Health, Education, and Welfare Trends, 1964 Edition. U.S. Department of Health,
Education, and Welfare. Washington, U.S. Govemment Printing Office.



SECTION 6

Tabulations Showing Trend
in Employment, Employee Health
and Health Benefits
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Table 12. Average annual number of persons injured * while at work
and percent distribution by type of accident, according to place of
accident: United States, July 1959-June 1961

Place of accident
Type of accident
Ype Total | Industial | Ofher
place
Total 'sersons injured:
ber (in thousands). ... 8,896 5,996 2,900
Percent.......cooevnnn.. 100.0 100.0 100.0
Moving motor vehicle. ............. 36.......... 11.1
Nonmoving motor vehicle........... 45 4.7 41
Other work accidents............... 91.9 95.3 84.8
Machinery, in operation. ... 8.8 9.4 16
Cutting or piercing instruments. ... 9.5 9.0 10.4
Foreign body in eye, wmdplpe,
or other oriface.............. 5.8 6.2 5.1
Falls on siolrs, step or from a
height...................... 5.6 5.0 69
All other falls................. 7.1 6.7 19
Bumped into ob;ect or person. . . . 5.6 4.0 8.8
Struck by moving object. . ...... 15.0 18.3 8.2
ondleg or stepped on rough
ol ;ecfs ..................... 34 3.6 2.9
Caught in, pinched, or crushed
objects. .................. 47 4.5 5.0
Contact with hot object or open
fame. ..o, 34 38 26
One-time lifting or exertion. . . . . 119 135 8.7
Twisted or stumbled............ 39 41 3.3
All other types of work acci-
dentS . e 7.3 7.3 1.4

1 Includes only currently employed persons with work injuries involving 1 or more days
of restricted activity or medical attention.

Source: U.S. Depariment of Health, Education and Wclhn, Public Health Service,
National Center for Health Statistics. Persons Injured While at Work, United States,
Ju 195,-5’“. 1961 (Series B, No. 41). Washington, U.S. Govemnment Printing

ce, 1
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Table 13. Certificates of approval issued to industrial medical depart-
ments, specified years, 1932-64 !

Accumulative Accumulative
Year total of| Year total ofl
o 1951 since 1951
1932.............. 74 || 1960.............. 363
1640.............. 959 || 1964.............. 406
1950.............. 1,459

1 Prior to 1951 evaluations were made and certificates of approval m issued by the
American College of Surgeons. Activities are now eondoehd by the Occupational
Health Institute of the Industrial Medical Association e wide concept of the
institute’s interest is reflected in the dumgc in wording from “Ccﬂlﬁeohs of Approval"
to “Certificates of Health Maintenance.”

Source: Based on Selleck, H. B., and Whittaker, A.H. Occupational Health in
America. Detroit, Wayne State Unlvenity Press, 1962, and unpublished data.

Table 14. Types of in-plant examinations and other services reported
by physicians with primary medical responsibility for industrial medi-
cal programs in 585 plants.!

Percent distribution of replies
Number Service provided
Type of service of plants to—
reporting| Total Not
reelles | | vided
Ql
employ- st::'
ees only
Examinations: '

Preplacement............. 585 | 100.0 | 95.5 3.0 1.5
Chronic disease followup . . 585 | 1000 | 585 | 28.0| 13.5
Proctologic. . ............ 584 | 100.0 | 100 | 37.0| 53.0
Gynecologic. . ........... 583 | 100.0 9.0| 2.0 65.0
Attending-physician

request................ 583 | 100.0 | 420 25.5 325
Employee request. ........ 582 { 100.0 | 54.0 | 22.0( 24.0
Termination of employment.| 584 | 100.0 | 19.5| 30.0| 50.5

her. . oo 585 | 100.0 8.0 5.5 86.5

Addmonol in-plant services:

Health education. . ....... 585 | 1000 655 13.0| 21.5
Counseling............... 584 [ 1000 | 77.0| 11.0| 120
Influenza immunization. . ... 583 | 100.0 | 47.0| 250 | 28.0
Polio immunization........ 584 [ 100.0 [ 29.0( 21.0 | 50.0
Other................... 585 | 100.0 95| 165 74.0

‘1nfonnoﬂon is based largely on 1961 records. The 585 programs studied covered
over 3.6 million employees.

Source: Commitiee Report, Industrial Medical Association. Journal of Occupational
Medicine 7:154-165 (Aprll) 1965.
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Table 15. Average annuval cost of a medical department in industry,

specified years, 1932-65 *
Avcrage per capita cost
Year

Curmrent dollars | Constant dollars

1957-59=1001
1915, o o $0.88 2.40
1930. . .o 5.10 8.76
1940-41........ ... .. 5.46 11.19
1948.. ... e e 10.11 12.06
1955 e 17.711 18.70
1960. . .o 19.68 19.09
19658, . 21.65 20.05

TA commrim of cost data regarding medical services in industry is difficult, since
items inclu in cost figures vary considerably from company to company. Also, costs
vary considerably according to size of company and method of providing service. In
the above tabulation, the I‘Ifum reported for 1&1 5, 1930, and 1 1 were reported
?LGoylofd R. Hess in Medical Service in Industry and Workmen’s Compensation Laws.

r represent data compiled by the National Conference Board and the American
College of Surgeons. The figures for 1948 and later years were reported by the National
Industrial Conference Board as the result of crioJIc surveys in which 96 companies
participated. The companies in 1955 and 1 were identical and it is quite probable
that they also represented those reporting in 1948. These 3 years are the more
comparable than the earlier figures.

2 d on consumer price indexes for all commodity groups as reported in the Statistical
Abstract of the United States, 1964.

3 Based on an estimated comparable increase in costs between 1955-60 and 1960-65.

Source: U.S. Department of Health, Education, and Welfare, Public Health Service,
Division of Occupational Health.
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Table 16. Occupational health personnel in government agencies,
and membership in the American Conference of Governmental In-
dustrial Hygienists and the American Industrial Hygiene Association,
specified years, 1938-64

Personnel (professional an Membershi
Yechnical only) P
Year
State and local | U.S. Publlc
govemnmental Hedl ACGIH AIHA
units! Savlcc’
1938.............. 131 335 6 {..........
1940.............. 3140 40 103 160
1945.............. 207 395 250 253
1950.............. 421 56 286 621
1955.............. 370 44 305 946
1960.............. 510 56 511 1,163
1961.............. 584 69 564 1,196
1962.............. 609 83 595 1,260
1963.............. 615 91 655 1, 324
1964.............. 681 109 740 1 387

1 Exclusive of Public Health Service pﬂlonncl on loan.

: Ié\:‘lmrmml on loan to the

Source: U.S. Dcpamnenl o(tli:lealtb Education, and Welfare, Public Health Service,

Division of Occupational Hea
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Table 17. State and local governmental occupational health person-
nel, by functional-category, January 1965 *

State
Local
Functional category All juris- health
dictions | Health Labor depart-
depart- | depart- ments
ments ments

States represented (including D.C.
and PuertoRico). .. ........... 43 239 g 16
Jurisdictional vnits.. ............. 86 40 8 38
Personnel, total . . ......... 691 445 95 151
Physicians, total................. 46 29 9 8
Directors. . ....covvenennnn.. 19 13 1 5
aff. ... 19 10 7 ]
Consultants. . ............... 8 6 1 1
Nurse consultants, total........... 30 15 2 13
Employee health services, total ... 37 35 |........ )
Physicians.................. 10 9l ....... 1
Nurse and technicians. .. .. ... 27 26 |........ 1

Engineers, industrial hygienists,

total. ... 265 158 45 62
Directors. . -+ evvereenn.. 35| 99 4 9
taff. . . eeeereciieccntennas 230 136 41 53
Radiation staff, total *............ 9% 79 10 7
Physicists, specialists. . ....... 76 60 9 7
Technicians. ................ 20 19 1].......
Air pollution staff, total ... ... .. 28 26 |........ 2
Specialists.................. 24 22 |........ 2
Technicians................. 4 4 (... ...
Other staff, total . ............... 189 103 29 57
Chemists. .................. 120 84 22 14
nitarians . . . . ............. 45 4 (. ....... 41
X-ray technicians............ 5 L. 20 P P
Allother. ................. 19 10 7 2

See footnotes on next page.
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Table 18. Industrial Medical Association Membership, specified years,

1916-64
Year Membership “ Year Mcﬁb«nhlp
1916............ 150 [ 1950............ 2,184
1930............ 315/ 1964............ 4,000
1940............ 1,023

Source: Industrial Medical Association. Unpublished data.

Table 19. Number of physicians specializing in occupational medicine
in the United States, specified years, 1949-62 !

Number of physicians
Year
Full time Special Total
part time
1934. ... ... ..., 232 870 1,102
1936. ... 269 990 1,259
1938. ... . 345 1,054 1,399
1940. ..................... 404 1,204 1,608
1043. . . ... ... 574 1,489 2,063
1049. . . ... 947 1,107 2,054
1956. . i 1,141 1,037 2,178
1958. ... 1,247 1,072 2,319
1962. . ..o 1,751 589 2,340

! The American Board of Preventive Medicine, which certifies in aviation medicine,
occupational medicine, cnd publlc lnolfh activated in 1948. Of the 1,704 full:
time specialists in occupational heal npomd in mid-1 961 there were 194 diplomates.

Source: Directory of the American Medical Association 1958 and previous
also Paul Q. Peterson, M. D., and Maryland Y. Pennell. Health Manpower
Book (Section 14). \‘/cshlngton, U.S. Govemment Printing Office, 1962.

Footnotes for table 17.

1 Based on 1965 Directory of Govemmental Occupational Health Personnel. Figures
include full- ond part-time pcnonncl Excluded are administrative heads, other than
occupational health under which the activity is caried on, and Public Health Setvlce
personnel on loan. Included are radiation, air pollution, and ﬂnflom health services
personnel when part of or associated with formal oecupcﬁonal rams.

2 Pyerto Rico is counted as a State jurisdiction. Georgia with 2 programs.
Plosmsbg.boih health and labor agencies in Collfomlo, Ohio, and Puerto Rico.

no

T Stalf directly associated with health services provided by departments for their own
cvlv;f other govcmmcm employee, where service is under occupational health unit's super-

* _ Source: U.S. Depariment of Health, Education, and Welfare, Public Health Service,
Division of Occupational Health.
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Table 20. Number of registered nurses employed full time by industry
in the United States ond territories, specified years, 1948-64

Year Number of nurses Year Number of nurses
1948............ 9,565 [ 1952............ 11,096
1949............ 10,610 || 1957............ 16,223
1950............ 10,757 || 1962............ 17,000
1951............ 11,871 || 1964............ 18,700

Source: U.S. Department of Health, Education, and Welfare, Public Health Service,
Division of Occupational Health.

Table 21. Payrolls covered by workmen's compensation 'programs,
specified years, 1940-63

Payrolls (in millions)
Year Pcrccni| |ol
All civilian Covered by Covered
wages and workmen's
salaries compensation !

1940................ $49,255 $35,500 72.1
1950. . ... ... .. ..., 141,368 113,500 80.3
1955 . ... .. ... ..., 201,124 168,000 83.5
1960................ 261,414 215,000 82.2
1961. . .............. 268,636 219,000 81.5
1962. ...t 286,310 234,000 81.7
1963..... P 302,266 246,000 82.0

1 Payrolls of employers insuring with private camiers, State funds, or self-insured, and
pay covered by Federal programs in all areas.

Source: U.S. Department of Commerce, Bureau of the Census. Statistical Abshud
of the United S'cm, 1964. Washington, U.S. Govemment Printing Office, 1964
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Table 23. Comparison State workmen's compensation legislation

1954-64
Num 1
Selected item umber of States
1964 1954
Occupational disease coverage: 2
I'lel COVRIQGR. .« e veeeeaeannnnn.. 39 29
heduled coverage. . ................ 19 20
No specific coverage . . . .............. 1 9
Medical benefits for occupational disease:
Fullbenefits. . ....................... 31 28
Limited benefits...................... 20 29
No specific coverage.. . . .............. 1 9
Medical benefits for accidental injury: .
Full benefits. . ....................... 40 34
Limited benefits.. . ................... 19 18
Benefits for permanent total disability:
For life or period of disability. .. ....... 30 23
Limited to specified period. ........... 29 19

! Includes District of Columbia and Puerto Rico. In addition, U.S. legislation provides
full coverage for Federal employees and longshoremen.

2 Full coverage designates laws that simply specify that all occupational diseases are
included. Schedule coverage designates States where specific diseases are listed.

Source: U.S. Department of Labor, Bureau of Labor Standards. State Workmen’s
Compensation Laws (Bulletin 212, revised 1964) and earlier Depariment of Labor
publications. Washington, U.S. Govemment Printing Office.

Table 24. Growth of primary insureds * protected by health insurance
by type of protection, United States, 1952-62

Number of primary
Tvoe of on insureds (in thousands) ill"emnt
ype 1952-62
1962 1952
Hospital expense.................. 58,475 40,114 46
Surgical expense................... 52,406 31,856 65
Regular medical expense. ........... 39,417 17,279 128
Major medical expense............. 14,250 350 3971

1 As distinguished from dependents. Includes those enrolled in groups or as individ-
vals in insurance company, Blue Cross-Blue Shield, and independent plans.

Source: Adapted from Source Book of Health Insurance Data 1963. New York,
Health Insurance Institute.  1963.
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Table 28. Extent of protection against income loss from nonoccupa-
tional short-term sickness ! among wage and salary workers and
the self-employed, specified years, 1948-63

Protection provided *
Amount of
Year income loss
(in millions) Amount gln As percent
millions f'
19048. . ......... ... $4,566 $757 16.6
1050. .. ot 4,789 940 19.6
1952 . oo 5,814 1,302 22.4
1954, . ... ... ... 6,104 1,473 24.1
1956. . .. 7,056 1,798 25.5
1958 . . . oo - 1,451 2,082 21.9
19603, ... ... .. .. ... 8,580 2,418 28.2
19623 .. .o 9,657 2,751 28.5
1963 3. .. . 10,213 2,977 29.1

1 Short-term or tempora non-wovk-conncctcd disability (lasting not more than 6
months) and the first 6 monms of long-term disability.
2 Includes both cash benefits and sick leave.
3 Includes data for Alaska and Hawali.

Source: Skolnick, Alfred M. Income-Loss Protection Against Short-Term Sickness,
1948-1963. Social Security Bulletin, 28: 30-37 (January) 1965.
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Table 33. Old-Age, Survivors, and Disability Insurance Program: Num-
ber of disabled workers and their dependents with benefits in current
payment status at end of period and total monthly benefit amount,
specified years, 1957-64

Number of beneficiaries Monthly benefit amount
millions
Period ! Total Disabled | Dependents
workers * Curmrent Constant
prices dollars 3
In thousands

1957....... 150 150 |.......... $10.9 111
1958....... 268 238 30 20.4 20.3
1959....... 460 334 126 33.9 334
1960....... 687 455 232 48.0 46.6
1961....... 1,027 618 409 67.8 65.1
1962....... 1,275 741 534 82.5 78.3
1963....... 1,452 827 625 93.3 87.4
1964. ... ... 1,569 893 676 101.3 93.2

! The Federal Disabil

Amendments of 1956.

Dlscbilny be

-Insurance Trust Fund was created b
tributions became pa
disbursements were first made in August for July 19 7.

e Social Securit
ble_starting in 1957 and bcnclh
nefits are payable

only after g 6-month waiting period and are calculated as if the worker were of retirement
e worked in covered employment at least 5 years out of the 10

ers must
immcdicncly before the beginning of his disability and must be fully insured.

Data

relate to the month of December for all years except 1964 where thcz'cn for November.

2 Disabled workers under 65.

Iimlhd to disabled workers aged 50-64.
3 Based on consumer purchasing powcr of the dollar 1957-59=100.

from Health, Education, and Welfare Indicators, Janvary 1964
Health, Education, and Welfare.

Source: A

dapted
and 1965. Washington, U.S. Dcpemncm

of

Prior to November 1960, disal

lity benefits were
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Table 35. = Vocational Rehabilitation rehabilitonts, by type of disabil-

ity: United States, fiscal year, 1963

Type of disability Persons rehabil-
itated

Total. .o 110,136

Orth redlc ....................................... 40,504
Visval ... TP 11,416
Hearing........ooovii i 6,761
Cardide. - o oo 5,138
Pulmonary tuberculosis. . . ...l 5,188
Mental retardation............... .. .. oL 5,909
Mental illness®............ . .. ... 7,827
Epilepsy . . ..o 2,211
Allothers.............. ... . 25,119

1 Total is sllghtly Iargct than the sum of the various groups because the type of disability

was not always reported

? Amputations or im, sirments of limbs, back, head, or chest from any cause.
3 Psychosis and psychoneurosis.
Source: Health, Education, and Welfare Trends, 1954 ed. Washington, U.S. Depart-
ment of Health, Education, and Welfare.
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The American Conference of Governmental Industrial
Hygienists

The Conference is an organization devoted to the development of
administrative and technical aspects of worker health protection. Its
membership is limited to professional personnel in government agen-
cies engaged in occupational health activities. Representation of for-
eign countries gives the organization an international scope.

The program was organized in 1938 ; membership has increased from
74 persons in that year to 740 in 1964. The objectives of the Confer-
ence are to—

1. Promote industrial hygiene in all its aspects and phases.

2. Coordinate industrial hygiene activities in all their aspects and
phases of official Federal, State, and local and territorial in-
dustrial hygiene agencies.

3. Encourage the interchange of experience among industrial hy-
giene personnel in such official organizations.

4. Collect and make accessible to all governmental industrial hy-
gienists such information and data as may be of assistance to
them in the proper fulfillment of their duties.

5. Hold annual and such other meetings as may be necessary to
effectuate the purpose of this organization.

Source: American Conference of Governmental Industrial Hygienists Register,
1964.

The American Industrial Hygiene Association

The American Industrial Hygiene Association was organized in
1939. It had 160 members in early 1940. By 1964 membership had
reached approximately 1,400, including a limited number of members
in Canada and other countries.

Its regular members are people engaged in industrial hygiene for at
least 3 years who have been graduated from college or have had equiva-
lent training. The objectives of the program are—

1. To increase the knowledge of industrial hygiene through inter-
change and dissemination of information.

2. To promote the study and control of environmental factors
affecting the health and well-being of industrial workers.

3. To correlate such activities as are conducted by individuals and
agencies throughout industrial, educational, and governmental
groups.

4. To bring together persons interested in various phases of in-
dustrial hygiene. The association sponsors several publications
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and meets annually. Through technical committees it conducts
activities relating to such subjects as air pollution, analytical
chemistry, biochemistry assays, engineering, etc. -

Source: SBS Counselor (January-February) 1963.

The American Medical Association, Council on
Occupational Health

The American Medical Association, Council on Industrial Health
(now Council on Occupational Health), held its first meeting in 1946.
Soon after it was organized, members of the council took part in the
formation of the International Health Organization which later be-
came the World Health Organization, and members also participated
in conferences with the International Labor Organization. The coun-
cil also helped to sponsor the American Academy of Occupational
Medicine in 1946.

Since then the council has engaged in many activities and has issued
numerous publications in the field of occupational health.

The council, which is composed of approximately nine prominent in-
dustrial physicians, conducts its activities through an executive secre-
tary and members of subcommittees.

Source: History of the Council on Industrial Health (processed) and unpub-
lished data.

Industrial Medical Association

The Industrial Medical Association was organized in 1915 as the
American Association of Industrial Physicians & Surgeons. The ob-
ject of this association is to foster the study of the problems peculiar
to the practice of industrial medicine and surgery, and to unite into
one organization members of the medical profession whose interests
lie in that field. It encourages the development of methods adapted
to the conservation and improvement of health among workers, and
promotes & more general understanding of the purposes and results of
the medical care of these workers.

The membership has grown from 150 members in 1916 to approxi-
mately 4,000 physicians in 1965. Physicians who have an interest in
industrial medicine may apply for membership; specialization in this
field is not essential. Regionally, the Industrial Medical Association
has 28 component societies in the United States. The majority of the
association’s members carry their membership through one of the com-
ponent societies. The association issues the Jowrnal of Occupa-
tional M edicine monthly and holds an annual meeting.
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The Occupational Health Institute is a nonprofit educational orga-
nization created by the Industrial Medical Association to promote the
cause of health in industry. Since 1951, the Occupational Health
Institute has conducted the program of evaluation, approval, and cer-
tification of medical services in industry, on the basis of the standards.
approved by the Standards Committee of the Industrial Medical
Association. This activity was formerly conducted by the American
College of Surgeons.

Source : Journal of Occupational Medicine, 7: 6a (March) 1965.

Nursing Organizations

Reports indicate that in 1964, there were 18,700 nurses employed
full time by industries in the United States and territories.

In her publication, Occupational Health Nursing, Mary Louise
Brown states that there are three national organizations which the
occupational health nurse may join. These are the American Nurses’
Association (ANA), the National League for Nursing (NLN), and
the American Association for Industrial Nurses (AAIN). In addi-
tion to these, the nurses may join the National Safety Council’s Occu-
pational Health Nursing section, and the American Public Health
Association’s Occupational Health or Public Health Nursing section.
Each of these two organizations have programs serving occupational
health interests.

The ANA was organized in 1886. All members are professional
registered nurses, representing every field of nursing. Occupational
health nurses belong to the Industrial Nurse section. The objective of
this section is to foster high standards of industrial nursing practice,
to promote the welfare of industrial nurses, and to provide an oppor-
tunity for the consideration of problems of special interest to indus-
trial nurses.

The NLN was formed in 1952. In this organization, nurses and
friends of nursing act together to provide the people of their com-
munities with the best possible nursing service, and to assure good
nursing education.

The AAIN was organized in 1942. Its members are professional
nurses who are employed full time in commerce or industry, or in
conserving, protecting, or restoring the health and safety of em-
ployed workers; they are also the nurse consultants and nurse edu-
cators who devote full time to the field of industrial nursing.
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