
PLAGUES
The Story of the United States Public Health Service

Fitzhugh Mullan, m.d.

Foreword by Surgeon General C. Everett Koop



PLAGUES
AND

POLITICS
Fitzhugh Mullan, m.d.

Plagues and Politics presents the fascinating
history of the United States Public Health

Service, written to commemorate the 100th

anniversary of the Service’s unique medical

militia, the Commissioned Corps, com-

manded by the Surgeon General. In this richly
illustrated volume, doctor and writer Fitzhugh
Mullan recounts the colorful past of the PHS,
while in a foreword Surgeon General C.

Everett Koop charts its future.

Dr. Mullan tells the stirring story of the Ser-

vice’s successful assaults on dozens of infec-

tious diseases, including typhus, malaria,

yellowfever, pellagra, and hookworm. Today
service clinicians and research scientists are at

the forefront of the battles against AIDS,

cancer, drug abuse, product tampering, and

homelessness.

Plagues and Politics also exploresthe politics
of public health. Dr. Mullan sensitively
analyzesthe way the service has responded to

political mandates while preserving its med-

ical mission. In controlling and eliminating
dozens of diseases, in inventing hundreds of

vaccines, in providing care for millions of

disadvantaged Americans, and in winning
four Nobel Prizes, the PHS has been an ex-

emplarof public service. This is its story.
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Foreword

In
1900, Surgeon General Walter Wyman undoubtedlyknew all of the 107 commis-

sioned officers on duty at the time and many of the 985 civilian employeesthat com-

prised the United States Public Health Service (then called the Marine Hospital Ser-

vice). When I became Surgeon General in 1981, that was not possible. The PHS had

7,100 commissioned officers and more than 45,000 civil service employees. The agencies of

the PHS were engaged in clinical care, disease surveillance, and biomedical research

throughout the country and the world. Scientists at the National Institutes of Health, for

instance, were working at the frontier of genetic engineering. Epidemiologists from the

Centers for Disease Control working with the World Health Organization had just com-

pleted their epochal achievement eradicating smallpox. The physicians and nurses of the

Indian Health Service were well on their way to the goalof reducing the rate of Indian in-

fant mortality below that of the nation as a whole. The PHS was an enormously exciting

place to work but it was barely possible to comprehend—let alone know—the varied pro-

grams and people of the modern Public Health Service.

That is why the Centennial year of the Commissioned Corps, 1989, has proved timely
and important for the Public Health Service. It has given us reason to pause and reflect on

our roots and our mission. What are our triumphsand where have we come up short? What

does our history tell us about the past and—importantly—the future of public health in

America? In anticipation of the Centennial and in this reflective spirit, I asked Dr. Fitz-

hugh Mullan to research and write the history of the Public Health Service. I did this so

that the fascinating story would be available not only to members of the PHS but to thepub-
lic at large and, especially, to young people considering careers in the health sciences.

Plagues and Politics is that story.

My reading of Plagues and Politics, borne out by my eight years as Surgeon General, is

that public health in America is a work in progress. That, indeed, is as it should be since the

PHS is a product of the ever-changing scientific capabilities and political tendencies of the

American nation. That means, though, that the agenda of the PHS is always unfinished,

its programs always in transition. On the occasion of the Centennial and the publication
of Plagues and Politics, I would like to offer some of my thoughts on the future of the PHS

and public health in America.

First, the PHS has been at the forefront of the nation’s struggle against tobacco (nico-
tine) addiction since Surgeon General Luther Terry released his historic report on smoking
a quarter of a century ago. Under his leadershipand thatof his successors, we have made sig-
nificant progress in combatting the health impact of smoking in the United States. Based
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upon those accomplishments and in spite of the powerful economic forces promoting the

use of tobacco, I can foresee a smoke'free America. The PHS, though, must remain vigilant
in its leadership of this campaign, continuing to provide the science base and the public
forum crucial to the national movement that involves the entire fabric of our country —

private as well as public; schools, churches, and legislatures;employers, celebrities, and the

person on the street. Our future success depends on the PHS and the health community
reaching those groups where an important difference can be made—children and adoles-

cents, women, minorities, and blue-collar workers. The life, health, and longevityof many

of us alive today, as well as many as yet unborn, dependon the continued work of the PHS

in catalyzingour national campaign to break the yoke of tobacco.

Second, international health is an area in which the accomplishments of the PHS

have been significant but, in my judgment, insufficient. One of my predecessors, Surgeon
General Thomas Parran, was largelyresponsible for the founding of the World Health Or-

ganization in the 1940s. The PHS was a proud and generous participant in the successful

global effort to eradicate smallpox in the 1960s and 1970s. The PHS regularly participates
in international relief efforts, having sent delegations, for example, to work with refugees
in Southeast Asia, famine in Africa, and earthquakesin Central America, to cite but a few.

Yet the PHS has never had a strong, coherent, and well-funded international health policy
that would put our considerable resources to work not only for intermittent initiatives but

for consistent health developmentwork. What is needed is an International Health Devel-

opment Corps within the PHS thatwould be able to provide technical counsel and support

to ministries of health all over the world in a fashion similar to the assistance rendered by
the PHS over the years to state and local health departments in this country. Such a pro-

gram would blend the best traditions of American science and humanitarianism and would

be an asset not only to our national health policy but to our foreign policy as well.

Third, the PHS must continue to champion the needs and therights of the disenfran-

chised and the forgotten. Handicapped children, the elderly, and those in need of organ

transplants are three such groups with whom we have worked hard in recent years. This,

though, is the tradition of the PHS starting with its earliest mission—the care of merchant

seamen who, prior to the advent of Marine Hospitals, were medically destitute. Early re-

search and treatment of drug addicts, the care of Native Americans, and the National

Health Service Corps are all manifestations of the PHS tradition that embraces those

whom society as a whole has not. AIDS is the most recent example of this phenomenon
and, despite the disinclination of some communities and some public leaders to face the ep-
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idemic, the PHS has proceededwith research and public education that emphasizes knowl-

edge, behavior change, and tolerance. The PHS must continue to serve as doctor, investi-

gator and, where possible, helpmate to America’s vulnerable whether their numbers are

small (ventilator-dependent children) or large (poor children). This will be a hard but noble

job.
As the Commissioned Corps begins its second century of service to America and as

the PHS as a whole approaches its third, I would like to salute the labors of all federal public
health workers, scientists and clinicians, administrators and support staff, commissioned

and civilian. I came to the PHS in 1981 after almost forty years as a practicing academic sur-

geon, arriving with a keen, even critical, objective eye. What I found was enormously ex-

citing. The breadth of the PHS, the professionalismand compassion of its staff, and the re-

sponsiveness of its programs have made me proud to serve as Surgeon General.

Plagues and Politics sets the stage for the PHS of today and provides insight into the

PHS of the future. It is an important story and one of which I am honored to have been a

part.

C. Everett Koop
Surgeon General,
United States Public Health Service
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Introduction

History
should be, first of all, a good story. This maxim of historical writing

came to mind when Surgeon General C. Everett Koop asked me to prepare a

historical volume to commemorate the Centennial of the Commissioned

Corps of the United States Public Health Service (PHS). The PHS is an

agency of the federal government whose policies and programs touch the lives of millions

of Americans on a dailybasis. Yet its origins as the Marine Hospital Service, its role in im-

migration and world wars, and its contribution to scientific undertakings as varied as privy
building and the space program are little known. The story of the PHS is a colorful and im-

portant one, closely tied to the developinghistory of the nation as a whole. It is, in all, a

good story and one that invites telling. I happilyundertook the task.

The project was especiallyappealing to me because I am a commissioned officer in the

PHS, as was my grandfather, Dr. Eugene H. Mullan. I bring great affection for the PHS to

the exercise of recording its story—acircumstance that has sustained me in the work but

one thatpresents potential hazards to my role as historian. I have labored to write fairly, try-

ing to understand and convey the shortcomings of the Service as well as its achievements,
governed by the Surgeon General’s only directive—to tell the story well.lt must be empha-
sized, though, that the narrative and interpretationsin the book are my own and in no way

represent formal policies or positions of the PHS or the federal government.

The history of the PHS is a dramatic one—oneof diseases and personalities, of geog-

raphy and technology. There were, it transpired, photographs to be found in many places
which would help to convey this drama. Even though 1989 is the one hundredth anniver-

sary of the Commissioned Corps, it was an act of Congress in 1798 “to provide for the relief

of sick and disabled seamen” that initiated federal public health programs. The story cer-

tainly had to begin then. While the Commissioned Corps has been central to the work of

the Service since 1889, the majority of PHS personnel have always been civil service em-

ployees and not commissioned officers. I concluded, therefore, that a narrow history of the

Commissioned Corps would neither be good history nor be fair to the peopleof the PHS. In

consequence, Plagues and Politics has emerged as a volume rich in photographs, telling the

story of the PHS as a whole from its earliest roots to Januaryof 1989.

The PHS has not received a great deal of scholarly or, for that matter, journalisticat-

tention in recent years. Fortunately, two volumes exist (Ralph C. Williams’ The United

States Public Health Service 1798'1950 and Bess Furman’s A Profile of the United States Public
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Health Service 1798-1948) that trace the history of the Service to the mid-20th century.

These works were of great help to me. Althoughrelatively little has been written about the

last forty years, many of the people who have led the PHS over this period are alive and

available. I set about collecting oral histories —twenty-one in all, from a variety of people
including six Surgeons General and eight Assistant Secretaries for Health. As I looked fur-

ther, I found and used many works that treated various elements of the history of the PHS

and contributed to an understanding of it.

Plagues and Politics proceeds chronologically, letting the events of America’s history

provide the context for the story as, indeed, they did for the work of the PHS itself. There

are, nevertheless, a number of themes in the activities of the PHS that stand out over

time—health care, biomedical research, disease control, health protection, and health ed-

ucation. The provision of health care is the oldest role of the Service, existing for many

years in the marine hospitals and extant today in the work of the Indian Health Service, the

Health Resources and Services Administration (HRSA), and the Alcohol, Drug Abuse and

Mental Health Administration (ADAMHA). Biomedical research began in a one room

“Laboratoryof Hygiene” in 1887 and is now embodied in the National Institutes of Health

(NIH), arguablythe world’s most successful scientific research institution. PHS disease con-

trol activities started with quarantine and immigration work at the end of the last century

and are manifest today in the programs of the Centers for Disease Control. Since the Pure

Food Act of 1906 and still today, health protection has been the statutory mission of the

Food and Drug Administration. Public education, though present in virtually all PHS ac-

tivities, has been the special domain of the Surgeons General—atradition borne high by
Dr. Koop.

Plagues and Politics raises questionsfor the PHS—questions that are rooted in the past

but whose answers are, really, the public health historyof the future. In what directions will

the PHS develop as health becomes an ever more important national issue? Within the

PHS, what is the proper balance between support for health services and support for re-

search—those two ambitious and contentious siblings? What should theposture of the PHS

be toward state and local health departments—aloof or engaged, night watchman or den

mother? And, finally, the Centennial question: what will be the role of the Commissioned

Corps in the next century?

In sum, this is a volume of celebration. I have become convinced in writing it that the

history of the PHS invites a great deal more explorationand scholarship. I would hope that

this is but the first of a number of monographs on the historyof federal public health to be

stimulated by the occasions of the Centennial of the Commissioned Corps and the Bicen-

tennial of the PHS in 1998.

Plagues and Politics would not have come to be without the extraordinaryparticipation

of many people. Janet Brady Joy has worked with me from the outset as my colleagueand
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photographicresearch associate, examining thousands of prints and photographs from the

collections of the National Library of Medicine, the National Archives, the Smithsonian

Institution, the Library ofCongress, and the agencies of the PHS. During this time, she cor-

responded with dozens of present and former PHS officers who offered their photos and

memorabilia for use in the book. She collected more than 1,000 images of the PHS, some

200 of which appear on these pages. Her wonderful sense of visual history is present

throughout the book.

David Roland, a man with a rare sense of business and art, produced the book and

served as managing editor, shepherdingit from concept to publication. Charles Hyman de-

signed the volume, a magnificentcontribution that speaks for itself. The vision and support
of Surgeon General Koop, Deputy Surgeon General Faye Abdellah, and Assistant Surgeon
General Edward Martin made the book possible. My wife, Judy Mullan, our children,

Meghan, Jason, and Caitlin, are owed gratitudeand apologies for the many hours they con-

tributed to the book by doing without me. I am grateful for the support and assistance of

Martin Kessler and Steve Fraser of Basic Books, Inc. Sarah Bachman, Glenna Crooks, Tom

Donnelly, Daniel Fox, Peter Hirtle, Lucinda Keister, Elizabeth Matt, Tom Monath, Hugh
Mullan, and Anne Norman all rendered special services to the production of this volume

and deserve special thanks. The Commissioned Officers Association of the United States

Public Health Service, Johnsonand Johnson, Lederle Laboratories, Pfizer Pharmaceuticals,
and the Upjohn Co. extended special and timely support to the history project when it was

most needed and, thereby, made thebook possible. My particulargratitude is due to the Na-

tional Library of Medicine—a wonderful institution that provided me with a base from

which to research and write Plagues and Politics.

The members of the Surgeon General’s Historical Advisory Committee rendered

counsel of enormous value. Many of them read and criticized drafts of the manuscript as it

progressed. The Committee members are: Faye Abdellah, Baruch Blumberg, Gert Brieger,
Paul Dickson, Paul Ehrlich, Daniel Fox, Marlene Haffner,Victoria Harden, George Hardy,
John Kelso, Ramunas Kondratas, Truman McCasland, Carl Merril, Marc Micozzi, John
Parascandola, Robert Trachtenberg, Geswaldo Verrone, Suzanne White, and Richard

Wyatt.
As mentioned, I undertook oral history interviews with all of the living Surgeons Gen-

eral—Drs. Leonard Scheele, Leroy Burney, William Stewart, Jesse Steinfeld, Julius Rich-

mond and C. Everett Koop—and all of the Assistant Secretaries for Health who have

served since the reorganization of 1967—Drs. Philip Lee, Roger Egeberg, Merlin DuVal,

Charles Edwards, Theodore Cooper, Edward Brandt, and Robert Windom. W. Palmer

Dearing, John Eason, Paul Ehrlich, Tom Hatch, John Kelso, Edward Martin, Charles

Miller, and George Silver were also kind enough to grant me lengthy interviews. These

wonderful discussions taught me a great deal about the modern PHS, much of which is re-
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fleeted in the latter chapters of this volume. The interviews are all deposited in the Com-

missioned Corps Centennial Archive at the Historyof Medicine Division, National Library
of Medicine, Bethesda, Maryland.

Plain and warm thanks are due to the followingpeople: Leonard Bachman, George Baer,
Alvin Barnes, John Bartko, Henrietta Bell, Donald Berreth, William Betts, Carolyn Black-

wood, Alberta Bourn, Charles Bowman, Jeanne Brand, Allen Brands, Ernie Branson, Merlin

Brubaker, Pamela Brye, Robert Burns, J. W. Cashman, Dan Cesari, Bruce Chelikowsky,
George Coehlo, Murray Cohen, Marlene Cole, Dale Connelly, Don Cook, W. Clark Cooper,
Aleta Cress, Madeline Crisci, Regan Crump, Elizabeth Cunningham, James Curran, Jeanie
Daves, Lila Davis, Winston Dean, Patricia DeAsis, Thomas DeCillis, Mary Jo Deering,
Nancy Devlin, Raymond Dieter, Jr., James Doherty, Daphine Doster, Mrs. Henry Doyle,
Ricardo Dreyfuss, JohnDuffy, Leonard Dworsky, John Eason, Charles Edwards, Regina el Ar-

culli, Mrs. Paul T. Erickson, Elizabeth Etheridge, John Fanning, Robert Fischer, Nick

Fleischer, Wilford Forbush, Kirk Foster, John Freymann, Roy Fritz, Joseph Garcia, Susan

Gerhold, Wesley Gilbertson, Joseph H. Goldberger, Martin Goldenberg, Jim Gordon, Victor

Haas, Helen Hanlon, Michael Harris, Peter Hartsock, Joseph Hayden, Arthur Hayes, Nancy
Hazelton, William Helfand, O. Marie Henry, Lynn Herring, InaHeyman, William Holcomb,

Barbara Horn, O. Jane Hunt, Phyllis Jackson, Wallace Jansen, Warren Johnston, Robert Joy,
Margaret Kaiser, Stuart Kaufman, Jeffrey Koplan, Ronald Kostraba, Alan Kraut, Howard

Kroll, Jan Lazarus, Sylvia Lee, Mildred Lehman, Nelson Leidel, Pong Lem, Carl Leukefeld,

Preston Littleton, Ed Long, Mrs. Santiago Lowergard, Sarah MacArthur, Stuart Mackler,
James Maddux, Eamon Magee, Marcia Meyer, JerroldMichael, J. Donald Millar, Joe Mingiole,
Thomas Monath, Marco Montoya, George Moore, Steven Moore, Anthony Mullan, Melvin

Myers, Kaarlo Nasi, Philip Nieburg, Roger Nelson, Gary Noble, Paris Pacchione, Ralph
Palange, Lowell Peart, Mary Lou Pengelly, James Peters, James Pittman, Laurence Platt,
Ralph Porges, Mary Porvaznik, Alex Potter, Mike Randolph, Janice Rary, William Raub,

Meribeth Reed, Sylvia Rhoades, Richard Riseberg, Janice Roland, David Shively, Samuel

Simmons, Ray Sinclair, Clara Soter, Natalie Davis Spingarn, Thomas Stenvig, Janet Stevens,

Angelita Sunga, Richard Taffet, Marian Tebben, Richard Thurm, John Todd, Anne Toohey,
Klara Vida, John Villforth, Susan Volkmar, Arlene Waidhaus, James Walker, George Walter,

Paul Weinstein, John Weisburger, Paul White, Daniel Whiteside, Robert Whitney, Michael

Wilcox, Charles Williams, Larry Wisman, Robert Zobel. lb anyone whose contribution I

have inadvertentlyneglected, my apologies and thanks.

Fitzhugh Mullan
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Chapter One
1798-1889

Sailors,
Sinecures, and
Reform

“A favorite way of starting a town in the

West, if it was anywhere on a stream or

on a goodsizedpuddle, was to get an

appropriation for a marine hospital.”

Wisconsin Senator

Timothy Otis Howe, 1870

The United States Public Health Service did not begin as an

institution dedicated to public health. In fact, the concept
of public health as it is known in the late 20th century did
not exist when the First Congress met in 1788 and ap-

pointed a committee to consider “a bill or bills providingfor the estab-
lishment of hospitals for sick and disabled seamen”. 1

Late 18th century medicine in the American colonies was lim-
ited and notions ofa collective response to the challengesof disease—

public health—were rudimentary. Efforts at quarantine to deal with

periodic outbreaks of epidemic disease, for instance, were hampered
by the mystery of etiology—a mystery not to be solved for almost
100 years.

The origins of the Public Health Service are to be found, rather,
with sailors and with medical care. The arrival in port cities of mer-

chant seamen, many ofwhom were ill and unattached, created a bur-
den on public hospitals where they existed and offended public sensi-

bilities everywhere. There was at the time an Anglo-American
tradition of public provision for the care of mariners dating from the
16th century triumph of the British Navy over the Spanish Armada.
In appreciation, a hospital was built for members of the Royal Navy
and, in time, various systems for the welfare of sailors were developed.
In the colonies, North Carolina and Virginiahad alreadypassed such
measures by the time Congress began its deliberations. 2

It was not until July 16, 1798 that the Fifth Congress passed an

Act, signed by President John Adams, providing for

the temporaryrelief andmaintenance of sick or disabled seamen in the hospi-
tals or other proper institutions now established in the several ports of the United

States, or in ports where no such institutionsexist, then in such other manner as he
(the Secretary of the Treasury) shall direct. 3

The Act was clearer about the source of the revenue which was to be a

charge of twenty cents a month made against the wages of all Ameri-
can sailors than it was about the form of the care. The President was

to appoint “directors of the marine hospital of the United States” in

the various ports “to provide for the accommodation of sick and dis-
abled seamen.” In effect, the law made provisions for a locally col-
lected and administered Marine HospitalFund thatwas to be subject
to the politics and practices in each port. A law passed in 1799 made
naval officers, seamen, and marines beneficiaries of the Marine Hos-
pital Fund, with the secretary of the navy making the pay deductions

The uniform and regalia (opposite) of the

Surgeon General of the United States
Public Health Service. This was the uni-

form of Surgeon General Hugh Cum-

ming who served from 1920 to 1936

during which time the position carried

two stars. Today it carries three.
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and contributions, a circumstance that endured until 1811 when the

Navy started its own hospital system. 4

The hospitals were much needed. “A great number of Amer-
ican citizens, especially seamen and boatmen from the
Ohio, die here, yearly,” wrote a resident ofNew Orleans in

1801,

for want of a hospital into which they might be put and taken care of—not
that they are refused admittance into the Spanish poor hospital, but that building is

by much too small for the purpose. No public house of anyreputation will take them
in, and consequently they lie in their ships or boats, or get into wretchedcabins, in
which theydie miserably. 5

The first hospital fully dedicated to the care ofmerchant sailors was a

building purchased at Washington Point, near Norfolk, Virginia in

1801. The first institution actually built with Marine Hospital funds,
though, was in Boston harbor. In 1799, the secretary of the treasury,
Oliver Wolcott, wrote to the collector of customs of the port of Boston

urging him to build a Marine Hospitaland recommending a site in the

harborknown as Castle Island that hadbeen used as a fort in the days
of the Puritans and had housed both British and American troops
during the Revolutionary War. The customs collector did as in-

structed, appointing Dr. Thomas Welsh, a physician with a strong

military and political pedigree, as the “Physician to the Hospital.”
Welsh was forty-eight years old at the time, a graduate of Harvard

Collegewho had studied medicine locallyand hadparticipated in the

battles of Lexington and Bunker Hill. He was a founder of the Massa-
chusetts Medical Society and a member of the American Academy of

Arts and Sciences. 6

Welsh admitted his first charges to a barracks on Castle Island in

1799, definingeligible patients as “All officers of the Navy and of the

Marines and all seamen and marines in the public service of the

United States, and all officers and seamen in the merchant service”.

In March of 1800, the secretary of the treasury wrote that the presi-
dent had approved Welsh’s regulations for the hospital which, among
other things, described the daily diet in detail, forbade gambling, and

required that convalescingpatients perform “such reasonable service

as the surgeon shall direct.” A new facility was opened in

the Charlestown section of Boston in 1802, by which time hospi-
tals were also operating in Newport and Charleston in addition to

Norfolk.
As the nation grew west, the Mississippi and Ohio Rivers be-

came critical to the nation’s commerce and hospitals were con-

structed in New Orleans and at lake and river cities such as Chicago,
Cleveland, St. Louis, and Louisville as well as smaller ports such as

Napoleon, Arkansas, and Paducah, Kentucky. All manner of com-

On July 16, 1798, President John
Adams (opposite above) signed An Act

for the Reliefof Sick and Disabled Sea-

men (opposite below) that providedfor a

tax of twentycents a month on the sala-

ries of sailors. The proceeds from this
tax were to be used to construct marine

hospitals and render care to merchant

seamen.
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The Seamen’s Retreat Hospital being now entirely free from debt,
the Trustees are enabled to offer to the merchant marine the following
schedule of reduced fees, viz.:

For Steamships, $15.00 each Voyage,
*« Ships, 11.00 “ “

“ Barks, 9.00 “ “

“ Brigs, 7.00 “ “

“ Schooners, 6.00 “ “

The Hospital is located at Stapleton, Staten Island, and is a fine,
large, airy building, amply furnished for the proper care of sick or

disabled seamen, and is devoted exclusively to their treatment —none

but seamen being admitted.
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plaints were treated. In 1836, Dr. Charles H. Stedman reported on

175 cases seen at the Boston hospital during a three month period, in

the “hope that in this manner I may draw the attention of physicians
towards this institution.” Of this number, venereal diseases were the
most prominent with thirty cases of syphilis recorded and eight of

gonorrhea. Nineteen had fevers, four had fractured thigh bones and
one had a “finger tornoff.”' Several years later, the Boston hospitaldi-

rector, when asked to cut his budget, responded that he could reduce
it by half if he were to refuse admission to all those with syphilis and

consumption. 8

Expectations, though, ran well ahead of reality. The care of mer-

chant seamen, as it was organized, was not a system in any contem-

porary sense of the word but, rather, a loose entitlement managed
largely by customs collectors and politicians. Where hospitals were

built, they were often crowded or badly staffed and sick seamen were

often forced to seek shelter in municipal alms houses. Contract ser-

vices offered in theirstead werefrequently unavailable or ofpoor qual-
ity. As early as 1849, complaints about the Fund led to the appoint-
ments of Dr. George Loring of the Boston Marine Hospital and Dr.
Thomas O. Edwards, a member of Congress from Ohio, to lead a

Commission to study the hospitals. Their firm and prescient report
concluded that “neither in form nor character has any uniformity in

their arrangement been observed” and that a “Chief Surgeon who
shall have his bureau attached to the Treasury Department” should be

appointed to give central leadership to the hospitals. 9

Many hospitals, indeed, were built to meet politicalrather than
maritime needs. A Treasury Department report of 1855 complained
that, “In some towns there appears a desire

... (to have Marine Hos-
pitals so) that additional sums of public money may there be ex-

pended. If this feeling not be checked, we shall have sinecure sur-

geons, sinecure stewards, sinecure matrons, sinecure nurses, without
number. We have too many such already.”10 The Civil War did noth-

ing to help the state of the Marine Hospitalswith the Union and Con-
federate armies freely occupying them for their own use, converting
some to barracks and razing others. Of the twenty-seven hospitals
listed before the war, only eight were operationalin 1864- In spite of
the criticisms and recommendations, national reform or manage-
ment of the hospitals was not possible due to the absence of any cen-

tral concept to the program. Throughout this period, for instance,
the Marine Revenue Division of the Treasury Department was staffed
by but one clerk—the total central administration of the Hospital
Fund in Washington.

In 1869, however, Treasury SecretaryGeorge S. Boutwell, intent

on change, commissioned Dr. W. D. Stewart of his staff and the

Army’s expert on hospitals, Dr. John Shaw Billings, to travel the

country inspecting and reporting on the hospitals. They concluded

This Marine Hospitalat Chelsea in Bos'

ton harbor (above) was the first built

entirely with revenues from the Marine

Hospital Fund. In the 1830s, the state of
New York established a fund of its own

in support of the Seamans Retreat Hos~

pital on Staten Island for which a tariff
was charged (opposite right). The mortar

and pestle (opposite left) are from a

Marine Hospital Service pharmacy.
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simply that “The marine hospital service of the country is upon the
whole in an unsatisfactory condition.” 11 Of the thirty-one hospitals
that had been built since 1798 at a total cost of $3 million, only nine

were functioning. Of the balance, two were unfinished, two hadbeen
abandoned, one had been transferred to the War Department, one

had burned, one had been washed into a river, one was leased, and
fourteen had been sold for something less than $400,000. Boutwell
proposed legislationthat passed in 1870, modifying the marine hospi-
tal concept in a slight but critical way, opening the door for enormous

change. In addition to a number of minor changes in administration,
the position of “SupervisingSurgeonof the Marine Hospital Service”
was created, setting the stage for the transformation of the ragged
Marine Hospital Fund into the disciplined and broad-based Public
Health Service of the future.

The Ship's
Medicine Chest

Although an Act of 1790 required
every American ship to carry “a

chest of medicines, put up by some

apothecary of known reputation,” the
contents of the ship’s medicine chest

were not specified by law. Enforcement

of the regulation by the Department of
Commerce was lax, and medicines

were frequently depleted or spoiled. In

1876, the Marine Hospital Service

began efforts to improve the quality of

the printed instructions that accompa-
nied chests. In 1881, under the title
“Handbook for the Ship’s Medicine

Chest,” the Marine Hospital Service

published the first edition of a volume

that eventuallybecame The Ship’s Med'

icine Chest and First Aid at Sea and has

been carried on U.S. flagged ships ever

since. In 1921, the Public Health Ser-

vice began to provide advice to ships at

sea by means of radio and, in 1922, took

on responsibility for the design and
standardization of ships’ medicine

chests. Specific lists of medical supplies
were drawn up as were blueprints for

chests for various types of vessels. The

Ship’s Medicine Chest has been updated
regularly over the years, with the latest

version being the 500 page, 1984 edi-

tion.

Key to thatevolution, though, was the appointmentof Dr.
John Maynard Woodworth as the first Supervising Sur-

geon in April of 1871. Woodworth had studied natural
history and medicine in Chicago, graduating from Rush

Medical College in 1862 and joining the Union Army. He distin-
guished himself as General Sherman’s chief medical officer in his
“March to the Sea,” winning several commendations and assimilat-
ing the discipline ofmilitary medicine that would prove central to his
reformation of the Marine Hospital Fund. Billings, who was still an

Army officer, worked closely with Boutwell in drafting the 1870 legis-
lation and wanted the job of Supervising Surgeon himself but was

blocked by language accompanying the law requiring that the posi-
tion be filled from “civil life.” Thus began a long and destructive con-

test between two of the early giants ofAmerican public health, Wood-
worth and Billings.

Woodworth moved quickly to transform the Marine Hospital
Fund into a true system—the Marine Hospital Service. Starting in

1872, he published annual reports thatwere crisp, candid and inform-
ative. Those reports —as do all other documents of the Service to this
day—carried the fouled anchor and caduceus of Mercury, seal of the
Service, symbolizing maritime commerce. He moved to close poor fa-
cilities, improvecontract and outpatient care, and establish nonpolit-
ical, centralized administration of the Service. Patronagehad encum-

bered the marine hospitaleffort to that point. Woodworth borrowed
the military model, which was the only other extant system of ap-

pointment to public office in the 1870s, and adaptedit to the Service.
In 1873, his title was changed to SupervisingSurgeon General. From
that point, he instituted examinations for all applicants, made ap-
pointments only to “the generalservice” (as opposed to specific loca-
tions), andput his new “officers” in uniform. “The importance of this
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can scarcely be over estimated,” he wrote of his reforms in 1875, “and
still, because it is a regulationand not a statutory provision, there are

not wanting those who persistently endeavor to break down this bar-
rier against mediocrity and ignorance.”12 The creation of a cadre of

competent, mobile, career service physicians in the midst of the
Grant administration, noted for graft, and a full decade before the
first Civil Service Act was passed in 1883 to check government cor-

ruption, stands as an extraordinary feat of public service and admin-
istrative reform.

Woodworth’s innovations were but one aspect of a period of por-
tentous developments in the nascent discipline of public health. Al-
though some eastern port cities had sponsored municipal health pro-
grams to fight epidemics as early as the beginningof the 19th century
and Louisiana had briefly empowered a state health agency in 1855,
the first permanent state health departmentwas organized in Massa-
chusetts in 1869. A number of states followed suit, intending to put
“state medicine,” as some called it, to work for the population. The
American Public Health Association was founded in 1872, reflecting
the growth of interest in hygienicreform and sanitary science. By the
mid-1870s, medical leaders, including Doctors Woodworth and Bill-
ings, believed that the federal government should play a more active
role in the area ofpublic health and should have an agency to embody
these expandedfunctions.

Quarantine, an issue left to the states by statute since the early
days of the republic, became the battleground for the contending
forces offederal public health expansion. The enforcement ofquaran-
tine regulations, inconsistent as they were from locality to locality,
was variable and often nonexistent. In 1875, Woodworth character-

John Maynard Woodworth (preceding
page) was appointed in 1871 as the first
Supervising Surgeon (Surgeon General)
of the Marine Hospital Service. He built

the Service along military lines, putting
the officers in uniform, requiring exami'

nations for appointment, and creating a

mobile career corps with a central, non-

political administration. Contagious dis-
ease was much in the mind of the public
in the late 19th century. The picture
(below) depicts deck passengers prostrate
with cholera on a Mississippi River

Steamer. The engraving is from a vol'

ume entitled The Cholera Epidemic of

1873 by Dr. Woodworth. The print enti-

tled “At the gates—oursafety depends
on official vigilance,” (opposite) comes

from an 1885 issue of Harper’s Weekly.
The angel holds a shield at the port of
New York defending the city against
cholera, yellowfever and smallpox
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Marine Hospital Service Surgeon Trulon
V Miller (above center, seated) designed
the Service’s first uniform. In this 1878
photo, Miller and his fellow officers at

the Chicago Marine Hospital are in

regulation clothing. It is the earliest

known picture of the first Service uni'

form, which carried the letters “MD” on

the lapel of the blouse in old English
script and the Marine Hospital Service

seal as a cap ornament. The seal (right),
designed by Surgeon GeneralJohn May-
nard Woodworth, consisted of the fouled
anchor of maritime life and the double'

snaked caduceus of Mercury which syrm
bolized commerce.
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ized the federal quarantine law as “a dead letter.” A yellow fever epi-
demic in New Orleans in 1877 that spread quickly up the Mississippi
valleyriveted national attention on quarantinepolicyand forced con-

gressional action. The Quarantine Act of 1878 was a victory for the

Marine Hospital Service, conferring upon it quarantine authority—-
its first mission beyond the care of merchant seaman in the eighty
years of its existence.

The victory was to be shortlived. Believing that the federal gov-
ernment should have a health agency similar to those appearing on

the state and local levels, the American Public Health Association,
Billings, and Woodworth all introduced bills in 1879 proposing the es-

tablishment of a National Health Department. The acrimonious

competition between Billings and Woodworth reached a crescendo in

the maneuveringsurrounding this legislationwith Billings’ plan even-

tually being backed by the American Public Health Association and

Woodworth struggling to avoid having the Marine Hospital Service

usurped by Billings or the Army. The outcome was the enactment of

a National Board of Health to be comprised of nine members ap-

pointed by the President, including one each from the Army, Navy,
and the Marine Hospital Service. The Service was maintained as an

independent agency but all of the quarantine functions of the 1878

Act were transferred to the National Board of Health, curtailing
Woodworth’s ambitions for his program.

OnMarch 14, 1879, eleven days after the passage of the

National Board of Health legislation, John Woodworth

died. He was forty-one years old. Little is recorded about

his final illness or the cause of death but his legacy is

clear. In less than a decade, he had fashioned the Marine Hospital
Service out of a handful of dilapidatedfederal institutions and simul-

taneously inaugurateda career medical service within the federal gov-
ernment thatwould prove to be the backbone offederal public health

in the 20th century.
Woodworth was quickly succeeded by John B. Hamilton, a

thirty-one-year-oldphysician who, after service in the Union Army,
had graduated from Rush Medical College. After several years in pri-
vate practice in Chicago, he joined the Army Medical Corps and in

1876 resigned to accept an appointment as an Assistant Surgeon in

the Marine Hospital Service. He distinguished himself as the officer-

in-chargeat several marine hospitalsbefore being called to Washing-
ton as the Supervising Surgeon General of the Service. New though
he was to the ways of the Capital, it was not long before he took up
where Woodworth left off in the struggle with Billings.

The National Board of Health set about establishing an active

program of public health surveillance and intervention including
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monthly meetings of the Board, grants to states for sanitary work, and
the weekly publication of a Bulletin reporting on disease outbreaks.
(The Bulletin had originallybeen issued by the Marine Hospital Ser-
vice as a result of the 1878 Quarantine Act and was later to be pub-
lished by the Public Health Service as Public Health Reports.) The ag-

gressiveness of the Board’s efforts stimulated states’ rights objections
in some quarters and a number of jurisdictionsopposed its quarantine
activities, contributing to its growing political problems. Hamilton
missed no opportunity to testify against the Board or plant rumors

about the allegedcorruption and incompetence of Board members. In
the end, the Board foundered on its appropriation which expiredon

June 30, 1883. Hamilton fought successfully against an extension of
the funding and, although the Board remained on the statute books
for another decade, it effectivelyceased to function in 1883. The Ma-
rine Hospital Service resumed its surveillance and quarantine activi-

ties which were strengthened by subsequent Quarantine Acts. 1 ’

Although he was the loser in the struggle over the National
Board of Health, Billings went on to a brilliant career which included

organizing the Library of the Surgeon General of the Army (now the
National Library of Medicine), creating the Index Medicus, and de-

signing the Johns Hopkins and Peter Bent Brigham Hospitals. His
vision for a national health agency was one that was to recur regularly
and one which, per force, always involved the Marine/Public Health
Service as the only nonmilitary, federal health agency. Woodworth
and Hamilton, as would be the case with their successors, found
themselves in a delicate position because, whatever their beliefs about
a national health department, their first allegiancewas to the Service

they superintended. Their political strategy tended to be parochial
andput them in opposition to an idea that actuallyembodied many of
the principles to which they and the members of their Service were

dedicated. Repeatedly and successfully, the Service would protect it-

self and its circumscribed mission against proposals for an expanded
federal department of health—anagency that might well have pro-
vided greater scope for the work of the Service over the long run but
would have superceded its position as the government’s sole civilian
health unit. The early Surgeons General were fiercely loyal to their
Service and the historical paradox of their opposition to a national

departmentof health did not trouble them.

John B. Hamilton (above) succeeded

Woodworth as Supervising Surgeon Gen-

eral in 1879 and served until 1891. It

was during his tenure that the 1889 legis-
lation formalizing the Commissioned

Corps was enacted. Quarantine sta-

tions, like the one on Staten Island

(opposite below), were built outside

major ports inan effort to prevent the

spread of infectious diseases from incom-

ing vessels. They were often affiliated
with marine hospitals and their work

was not always popular (opposite above).
In the summer of 1858, an angry mob

attacked and burned thefacility on

Staten Island because yellowfever
patients were being landed and detained
there. The services rendered to sailors expanded rapidly in the

years followingWoodworth’s reforms. The “number ofsea-

man relieved” (in-patient and out-patient visits) grew an-

nually from 10,560 in 1870, to 24,860 in 1880, to 50,671 in

1890. 14 In 1877, Walter Wyman, an officer who would later become

Surgeon General, wrote of work on the Mississippi and Ohio Rivers,
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Beginning in 1879, Marine Hospital Ser-

vice physicians were assigned to serve on

vessels of the Revenue'CutterService

(now the Coast Guard) such as the cut'

ter "Bear” (right). Assistant Surgeon
Watkins of the United States Public

Health and Marine Hospital Service

took this photograph of "Natives &

Iglot” (above) in the early years of this

century.
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It cannot be denied that here and there is a boat on which good shelter is pro-
vided and wholesome food furnished in abundance. But suchboats are the excep-
tions, not affecting the general rule. The fact is undisputed that the river-roustabout
leads a life of unparalleledhardship. 15

Trauma and syphilis were particular nemeses of sailors with
Woodworth stating flatly in his 1878 report that at least 40 percent of
seamen suffered from venereal disease “in one of its protean forms.”

Large sections of every Annual Report were dedicated to case descrip-
tions, with the volume of 1883 reporting on a skull fracture caused by
a metal bar thrown from a steam winch, an accidental gunshot wound
to the eye, and a contusion of the perineum with lacerations of the
urethra suffered as the result of a three-foot fall through an open
hatch. Deaths from a vast array of diseases including measles,
cerebro-spinal fever, enteric fever, syphilis, and phthisis pulmonalis
were recorded that year. The clinical life of the Marine Hospital Ser-
vice was as robust as maritime life was hazardous.

Surgeon General Woodworth had used the expedient of regula-
tion to make his reforms. Merit appointment, career service, and the
use of the uniform were his innovations, backed by the secretary of
the treasury, but not enforced by the power of law and therefore sub-

ject to the whim of future politicians. By the mid-1880s, the Service
was growing in size as well as activities with some fifty officers on duty,
up from thirty-one in 1877. 16 The ranks of Assistant Surgeon, Passed
Assistant Surgeon and Surgeon had been created within the Service
with boards of examination convened twice yearly to scrutinize and
select new officers. “The Service is open to all regular graduates in

medicine, between the ages of twenty-one and thirty years, without

regard to political preferences,” Surgeon General Hamilton wrote

pointedly in the 1885 Annual Report. “This system has been followed
since 1873, and has brought into the Service professional qualifica-
tions of the highest order.” 17

Imbedded in this statement were several troubling problems for
the Service. In undertaking the reforms of 1873, Woodworth had

sought to escape the depredations of politicalpatronage that typified
not only the early years of the Marine HospitalFund, but all levels of

government in post-Civil War America. Woodworth and Hamilton
were determined and successful in their efforts to build a professional
corps that would be free ofpoliticalfavoritism and the prevalentspoils
system ofpublic life. Additionally, they faced the difficult challengeof

professional standards and selection that gave their insistence on

competitive exams added importance. American medical schools of
the time were large in number, variable in quality, and frequently di-
vided in philosophy. The improvements in the qualityand uniformity
of medical education that would take place in the early 20th century
were still many years in the future, and the revolution of Pasteur and

Koch on which those changes would be based was just beginning in



Europe as Woodworth and Hamilton struggled with their reforms.

Early in his tenure, Hamilton set about obtaininglegislationthat
would give the Service a strength and permanency that Woodworth’s
regulations alone could not ensure. He addressed his concerns about
both the substantive and the political importance of examinations to

the secretary of the treasury in 1885, stating that the Service’s exams

were practicallyoriented and required “an acquaintancewith the En-
glish branches of a common school education,” as well as chemistry,
anatomy, physiology, “and the most intimate knowledge of the practi-
cal professional branches.” He continued,

It is difficult to imagine that a man of experience wouldseriously urge the ap-

pointing power to cause the setting aside of regulations so obviously in the interest
of humanity, simply to obtain a place for a friend however needy, but experience has

convinced me that nothing short of a law will prevent these attempts with each re-

curring change of administration, and I firmly believe that, although the merit sys-
tem may be temporarilyovershadowed, it will ultimately prevail and become firmly
established. 18

Hamilton was clear that he wanted a law to establish formally a

Commissioned Corps of the Marine Hospital Service and to provide
the stability and protection he felt the Service needed. His campaign

When yellow fever again became epi'
demic in 1888, the Marine Hospital Ser'

vice detained people suspected of having
the disease at Camp E. A. Perry (below)
near the Florida'Alabama border. The

three women (opposite), Misses Bullard,
Ferguson, and Norsdorff were nurses

employed by the Service for duty ina yeL
low fever camp in Franklin, Louisiana,
during an outbreak in 1898.



succeeded when, on January 4, 1889, President Grover Cleveland

signed An Act to Regulate Appointments in the Marine Hospital Service

ofthe United States. In two simple sections, this Actput the reforms of
the previous years into law, specifying that the medical officers of the
Marine Hospital Service would thereafter be appointed by the presi-
dent with the advice and consent of the Senate after passing “a satis-

factory” examination.

The Marine Hospital Service and its Commissioned Corps had
thus positioned itself for the explosion in biologicalknowledge and

sanitary reform activity that was to come in the ensuing decades.
Hamilton, it would seem, had an inkling of the future when, fresh
from victory in the National Board of Health battle and ambitious for
the future of the Service, he began a quiet campaign to have the name

of the Service changed to the Public Health Service. It would be a

number of years later and after his death that the name changewould

occur, but the transformation of the narrowly based Marine Hospital
Service into a wide-ranging institution whose programs would touch

every aspect of American life, was well underway before the sudden

resignation of John Hamilton as Surgeon General in June of 1891.
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Chapter Two
1890-1911

Science,
Immigrants, and the
Public Health Movement

“Thus it wouldseem that the United
States Marine Hospital Service has

altogetheroutgrown its name. It should

be styled the United States Public Health
Service while retaining essentially its

present organization.”

Dr. J. Berrien Linsley, Secretary,
Tennessee Board of Health, 1889

The last decades of the 19th century were years of enormous

scientific ferment and prodigiousbiologicaldiscovery. The

early work of Louis Pasteur and Robert Koch pinpointing
microorganisms as the causes of specific illnesses opened

the way for the rapid identification of the agents of many infectious
diseases. Between 1880 and 1900, the mystery of the etiologyof such

perennialkillers as typhoid, tuberculosis, cholera, malaria, leprosy,
tetanus, and plague yielded to the probing intelligenceof the new sci-

ence of bacteriology. The recognition of carrier states in cholera,
diphtheria, and typhoid as well as the discovery of insect and animal

vectors in plague, malaria, and yellow fever rounded out the germ
theory of disease and gave physicians and public health workers a

vastly improvedposition in their battle against disease.

In the United States, the bacteriologicalrevolution arrived in a

country that had become a true transcontinental nation, where the
full economic and social impact of industrialization was just being
felt. National wealth was expandingrapidly and helping to lure hun-
dreds of thousands of immigrants to the country every year. Prosper-
ity, though, was not well distributed. At the turn of the century, 2

percent of the populationowned 60 percent of the wealth and an esti-

mated 40 percent of seventy-six million Americans were living in

conditions of poverty. Population growth proceeded six times as fast
in cities as in the countryside, creating tenements, slums, and urban

blight in its wake.

Out of these conditions, out of the dissonance between the

promise of a democratic, affluent, just America and the reality of an

America that was, for many, squalid and inequitable, grew the Pro-

gressive Movement. It was characterized by a belief in government as

an instrument to better the lot of the governed, embracing the con-

cepts of activism, intervention, and bureaucracy. Not surprisingly, it
focused on the poor, the exploited, the ill-represented. Its heroes were

social workers and muckrakers, feminists and syndicalists, political
reformers and conservationists. Indeed, conservation of human and
natural resources was a central theme of Progressivismand an obvious

point of commonality with the public health movement that took
new strength from the bacteriologicalrevolution. By the early years of
the 20th century, public health workers on all levels, armed with new

scientific tools, buoyed by the momentumof Progressivism, were pre-

pared to challengedisease on a scale previously unknown.

This young woman (opposite) and many
like her were introduced to America at

the immigration and quarantine facility
on Ellis Island inNew York harbor.

Between 1890and 1920, some twenty
million would-be Americans passed by
the screening eyes and under the exam-

ining hands of the Marine Hospital
(soon to become Public Health) Service.
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Onthe first of June of 1891, John Hamilton left his post as

Surgeon General and returned to Chicago as a surgeon

at the Marine Hospital there. His reasons for leavingare

unclear but President Benjamin Harrison promptly ac-

cepted Hamilton’s recommendation thathe be replaced by Dr. Walter

Wyman. Wyman, a native of St. Louis and a graduate of Amherst

College and St. Louis Medical College, was forty-two at the time and

a fifteen-yearveteran of the Marine Hospital Service. A bachelor and

a stickler for precision, his tenure in office was characterized by his

personal dedication to the Service and its officers as well as indefatiga-
ble attention to administrative procedures and the specifics ofService

protocol. Reportedly, he examined all of the mail leavinghis office for

the correctness of the addresses and attended to every detail of the

various Service uniforms.

Surgeon General Wyman enjoyed bureaucracy and he built his

very effectively. The fifty-four medical officers and $600,000 budget
over which he took command in 1891 grew to 135 officers and a bud-

get of $1,750,000 by 1911. 1 Under his careful political guidance, the

Congress enlarged the name of the Service in 1902 to the Public

Health and Marine Hospital Service and formallyeliminated the “Su-

pervising” in the title, Surgeon General. Not only was his meticulous

management and penchant for public administration ideallysuited to

the expansion of his program, but it typified the commitment to bu-

reaucracy that was common to Progressive era institutions.

Joining Wyman at the Service’s new headquarters in the Butler

Building across the street from the Capitol in Washington in late

1891, was an institution of portent for the future—the Hygienic Lab-

oratory. Opened by direction of Surgeon General Hamilton in 1887

in one room in the Marine Hospital on Staten Island, the Laboratory
had engaged in studies of cholera and yellow fever as well as the bac-

terial content of the waters of the New York Bay. At Staten Island, it

was well situated to investigate the illnesses of seamen and immi-

grants but Hamilton soon realized the potential importance of the

Laboratory to the work of the Service as a whole and initiated its

move to Washington. From the outset, the Laboratory was directed by
Dr. Joseph Kinyoun, a physician who had studied microbiology in

New York and practiced medicine for several years with his father in

Johnson County, Missouri, before joining the Service in 1886. Be-
cause ofhis trainingin bacteriology, his initial assignment was to start

a “laboratoryof hygiene” at the Staten Island Hospital.
The young scientist was ambitious for his new institution, writ-

ing shortly after the move to Washington that “The subjects of hy-
giene and demographyhave not as yet received the proper amount of
attention from our legislative bodies. This laboratory, situated and

equippedas it is, should form the nucleus ofone national in character,
and developedon the same basis as those established in Germany,

Poverty and urban blight (opposite) were

the targets of the Progressives and sani-

tary reformers who collaborated during
the early years of the twentieth century

to produce a highly effective public health
movement. During much of this period,
Dr. Walter Wyman (above) served as

Surgeon General, overseeing important
expansion in the research, quarantine,
and immigration activities of the Service

and a change inname to the Public

Health and Marine Hospital Service.
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As early as the 1890s, the Hygienic Lab'

oratory engaged in theproduction of
therapeutic sera and antitoxins (right)
and trained scientists from state health

departments in these techniques. Legis'
lation passed in 1902 authorized the con'

struction ofa new facility for the

Hygienic Laboratory (opposite, above
and below), which was opened in 1904
in Washington, D.C. at 25th and E

streets. The Service’s portable laboratO'
ries (below) provided the equipment nec'

essary for bacteriological diagnosis of
infectious diseases in the field.
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France and England.”2 Kinyoun labored with a small staff, responding
to a variety of scientific and political stimuli. In addition to multiple
studies on newly identified bacteria, he experimented with disinfec-
tant gases and designedsystems to deliver them to the cargo of ships.
In 1894, the Congress asked the Laboratory to examine ventilation in
the House of Representatives. Kinyoun reported candidly that not

only was the air of the Capitol fouled with leaking gas and tobacco
smoke, but in some places the carpet was so saturated with tobacco ex-

pectoration that it tended “to make it odorous.” 5

The Laboratory began the manufacture of diphtheriaantitoxin

in the United States in 1894 after Kinyoun travelled to Europe to

study the process with Emile Roux of the Pasteur Institute. State and
local health officials were brought to theLaboratory for instruction in

the new technique, initiating an important tradition of the Labora-

tory as a training institution. Kinyoun worried, though, that with the

publicized success of vaccines and antitoxins, impure or worthless

preparations would be sold to an unprotected public. Some govern-
ment agency, he believed, should regulate the marketing of these

highly commercial products. His concerns fed into a larger legislative
initiative that resulted in the Biologies Control Act of 1902, giving
the Hygienic Laboratory regulatory authority in the production and
sale of vaccines and antitoxins. This law was an early and archetypal
achievement for health reformers in the Progressive era and its regula-
tory functions remained an important activity of the Laboratory for
some thirty years.

4

The investigativeactivities of the Hygienic Laboratory were

never far from the front lines of public health practice in

those early years. Kinyoun’s career, itself, is dramaticallyil-
lustrative of this point. In 1899, Surgeon General Wyman

decided to call Dr. Milton Rosenau, a thirty-year-oldofficer in charge
of the Service’s quarantineduties in San Francisco, to Washington to

direct the Laboratory and to send Kinyoun to California to assume

the quarantine post. The presence of cholera and concern over the

possibility of plague that was endemic in Asia and had recently ar-

rived in Hawaii made the SanFrancisco job a clinically important and

politicallydifficult one. On March 6, 1900, the first case of plague on

the North American continent was diagnosed in San Francisco’s Chi-
natown and was followed by many others. Kinyoun confirmed the di-

agnosis in the Marine Hospital Laboratory and initiated a campaign
of quarantine directed at Chinatown and arriving immigrants. The
Chinese community opposed his efforts as disruptive and prejudicial
and the governor, Henry T. Gage, adopted a policy of denial, stating
that there was no plague in California.

For more than a year the battle raged, with Kinyoun seeking the

Milton J. Rosenau (above) served as the
second director of the Hygienic Labora'

tory (1899 to 1909) after a number of
Service field assignments and before
going on to become a leader in academic

public health at Harvard. Service physi-
cians and scientists working in the lab

(opposite) and in the field made discov'

eries of disease organisms and vectors

that helped to bring many of the scourges

of the 19th century under control.
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authority to “clean up” Chinatown and impose quarantinemeasures

and Governor Gage leading the press in what one San Francisco phy-
sician called “a campaign of vilification

. . .
that for unexampledbit-

terness, unfair and dishonest methods, probably never had been and
never again will be equalled.”" In March, 1901, an independentcom-

mission concluded that plague, indeed, was present in San Francisco

and the state agreed to cooperate with federal officials in combatting
the disease on the condition that Kinyoun leave California.

In the followingyears, local authorities cooperated with the Ma-
rine Hospital Service, but plague had established a firm hold in the

Bay Area from which it would spread to become endemic in the ro-

dent population of much of the western United States. Kinyoun went

on to represent the Service in Japan and Canada before resigning in

1903 to direct a private laboratory.
Under Rosenau, the Hygienic Laboratory prospered. The 1902

law entitled “An act to increase the efficiency and change the name

of the United States Marine Hospital Service” specifically added divi-

sions of chemistry, zoology, and pharmacology to the Laboratory
whose previous activities hadbeen limited to bacteriologyand pathol-
ogy. The legislation did not provide for the commissioning of non-

physician scientists, but did permit them to be hired under the Civil

Service as division directors with the title of “Professor,” a largely un-

satisfactory arrangement that was to last another forty years. The law

called for an Advisory Board whose first chairman was to be the great
steward of scientific medicine, William Henry Welch of Johns Hop-
kins, and in 1904, the Laboratory moved to handsome new quarters

designedspeciallyfor it. Scientific research had taken firm root in the

Public Health and Marine Hospital Service.

The diseases we suffer from are, after all, criminals that at-

tack, rob and murder mankind,” wrote Dr. Samuel Grubbs
of his Service work. “The public health officer tries to

block the roads by which disease reaches his people. He is

a ‘detective,’ a ‘federal agent,’ employed in the interest of national
health.”6 Nowhere was the notion of the Service as medical gate-

keeper and protector of the nation more apparent than at America’s

ports ofentry. A series of laws starting in 1891 called on the Service to

provide medical inspection of all arriving immigrants and the Quar-
antine Act of 1893 placed ultimate authority for quarantine enforce-
ment with the Surgeon General rather than with the states. Reflected
in the languageof the law thatprohibited the admission of “idiots, in-

sane persons, . . . persons likely to become a public charge, (and) per-
sons suffering from a loathsome or a dangerous contagious disease”
was a particular concern with infectious disease and public charity.
The Commissioner General of Immigration, Terence Powderly, put it

Bubonic plague appearedfor the first
time inNorth America in San Francisco

in 1900. Dr. JosephKinyoun (above)
who had served previously as the director

of the Hygienic Laboratory (1887 to

1899) was on assignment in San Fran-

cisco and planned a vigorous campaign
against plague but was opposed by local

politicians who denied the presence of
the disease. Plague became endemic in

the San Francisco area for a number of
years thereafter, necessitating a perma-
nent Service plague laboratory (opposite
above). Scientists at the laboratory
(opposite below) dissect squirrels and rats

for evidence of plague.
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succinctly in 1902 when he stated that America should not be allowed
to become “the hospitalof the nations of the earth.” 7 Itwas the job of
the Service to defend against the risks of the wide open immigration
policy of those years and, above all, to exclude those who were “Ipc”—
likely to become a public charge. It is for this reason that mental ill-
ness and mental retardation as well as trachoma (because of its tend-

ency to cause blindness) were particular targets of the screening
activities of the Service.

Although the Service staffed immigration stations on all the na-

tion’s borders, New York was the magnet for most European immigra-
tion with almost two-thirds of each year’s new arrivals debarking
there. Incoming ships were boarded by state and federal officials who
checked for “germ diseases”—typhus, cholera, plague, smallpox, and

yellow fever—and quickly certified the health of cabin passengers.

Immigrants in third class and steerage were then ferried to what was

called “The Island of Hope” and also “The Island of Tears”—Ellis Is-
land. Ellis Island was, in fact, three small, adjacent islands on which
were built an administration and detentionbuilding, a general hospi-
tal, and a communicable disease hospital. Ellis Island constituted a

The Service fought the battle against
plague outside the laboratoryas well.

Ground squirrels that might carry the

disease were destroyed(below) in the
San Francisco East Bay area, and ener-

getic cleanup campaigns were launched

inan effort to find and eliminate rats.

The house (opposite) has been raised for
ratproofing.
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standing challenge for the Service since the number of medical offi-
cers assigned there was never great, increasing from six in 1892 to

twenty-five in 1915. In addition to boarding arriving ships and run-

ning the two hospitals, they were charged with screening almost a

million immigrants a year who often arrived in groups as large as 5,000
a day. Their solution was a blend of science and bureaucracy.

The principle developedwas “The Line”—the systematic, rapid
observation of ambulatory immigrants by seasoned observers, fluent
in a few phrases of a dozen languages. The minority of immigrants
thus identified as physically or mentally suspicious were set aside for
more careful exams while the majority were sent on to the Immigra-
tion Service. The Line began for the newcomers when they climbed a

flight of stairs to get to the main hall of the arrival building, watched
carefullyby a medical officer scrutinizing posture and gait, and look-

ing for signs of debility or shortness of breath.

Four lines then proceeded from that point, each superintended
by a physician observing the passing men, women, and children at

close quarters. “As the immigrant approaches, the officer gives him a

quick glance,”wrote Eugene H. Mullan of his work on The Line. “Ex-

perience enables him in that one glance to take in six details, namely,
the scalp, face, neck, hands, gait, and generalcondition, both mental
and physical.”8 The four lines terminated in front of two physicians
who performed eye examinations looking specifically for trachoma.

Any abnormality deemed worthy of further investigation was noted
by a chalk mark made by the officer on the immigrant’s clothing, a C
for conjunctivitis, CT for trachoma, G for goiter, H for heart, X for
mental defect, and so forth. The marked individuals left The Line
and were shown by an attendant to the Service’s examination area.

The others continued on to the ImmigrationService.
Some 15 to 20 percent were chalked and held by the Public

Health Service for further scrutiny. Overall, something less than one

percent were finally denied entry into the United States but those
must have been painful events for everyone involved. Dr. Victor

Heiser described the experience thus:

A Scandinavian farmer might spend years in Minnesota earning enough
money to pay the passage for his wife and their five children. When they would fi-
nally arrive, and the long separated family would be reunited, ours would be the
painful duty of singling out one of thechildren, and of saying, “She has trachoma.
She cannot enter.” The mother and the rest of the childrenwould often have to re-

turn to Europe with the diseased one, and, until the boat sailed, the father,
wretched and unhappy, would haunt the detention quarters, while his family kept
up a constant wailing and crying. 9

The officers of the Public Health Service, uniformed and disci-

plined as they were, constituted the immigrant’s first contact with

Americans in America. It is not hard to imagine that many were in-

timidated by the martial quality of a process that they little under-

In 1908, The San Francisco Citizens’
Health Committee sponsoreda luncheon

(opposite above) commemorating the

completion of the plague control cam-

paign, whose slogan was “San Francisco

is so clean, a meal can be eaten in the

streets.” Dr. Rupert Blue, who led the

campaign and later became Surgeon
General, was the guestof honor. When

plague appearedin New Orleans in

1914, the Service drew on its San Fran-

cisco experience. A squad of rat trappers
(opposite below) poses with the instru-

ments of their trade.
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stood in a setting where they were often unable to talk with their ex-

aminers for lack of a common language. Many interviewed in later

years thought they had been greetedby soldiers, surely an upsetting
misinterpretation. Yet the Public Health Service record is, overall,
one of fairness and efficiency. The practice of Service officers was to

segregate their role as doctors examining and treating individuals
from the requirements of the nation for social control over those arriv-

ing on its shores.
This was not easilydone. The agitationof “Nativists” pressingfor

much more restrictive laws and policies was considerable. The job of
the Service officers was to make medical diagnoses for the use of the

ImmigrationService and those who made immigration policy but not

to function as arbiters themselves. In this spirit, Service physicians
never sat on the Boards of Special Inquiry that made the final deci-
sion on exclusions and, at a number of points, the Service resisted

Quarantine duty included the inspection
of incoming ships. Service physicians
accompanied harbor pilots meeting arriw

ing vessels and examined the ship, its

passengers, and crew on the way to

port. The officer (opposite) has left the

launchand is scaling the Jacob’s ladder
to the ship’s deck. Fumigation was used

(below) on vessels where evidence of
“excessive” numbers of rats was found,
and on those arriving from ports known
to be plague infested.
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pressure from the Immigration Service to find more of the arrivals

physically or mentallyunfit. Moreover,the Service did not suffer from

graft and favoritism, as was documented from time to time with the

Immigration Service. 10 The white, male, predominantly southern,
physicians of the Public Health and Marine Hospital Service were

certainly liable to a variety of cultural biases, but given the press of

newcomers, the demands of Nativists, and the paucity of their own

numbers, they served as evenhanded—evenbenevolent keepers of
the gate. In all, almost twenty million immigrants passed under their

examining eyes from 1891 to 1924, making them midwives, of a sort,

to the American nation.

Although the Law of 1893 passed the baton of quarantine
authority to the federal government, public health activ-

ity in general remained the domain of the states. Re-

sponding much as the federal government had, state

boards of health grew up throughout the country in the late 19th cen-

tury with forty of the forty-five states having designated health au-

thorities by 1902. The Act of 1902 that changed the name of the Ser-
vice to the Public Health and Marine Hospital Service contained

critical provisions that quietly bound federal and state public health

activities together and put the Surgeon General at the head of the

growing public health movement. The legislation charged him with

convening a conference of state health authorities on an annual basis
or “whenever in his opinion the interest of the public health would be

promoted by such a conference.” Five or more state health officers,
likewise, could require the Surgeon General to call the group into ses-

sion to discuss a public health emergency.
The new law also directed the Surgeon General to prepare and

distribute to state health officers “suitable and necessary”forms for the

uniform compilationof information on births, deaths, and specified
diseases and that this information be published in the journalof the

Service, Public Health Reports. “There is little doubt,” wrote Wyman
in his Annual Report of 1902, “that (much) may be developedout of
the law in coordinatingthe labors of the national and state health au-

thorities
. . .

” n The contentiousness thathad marked state and fed-
eral public health dealings and was typified by Kinyoun’s California

plague battle was dissipated by the 1902 legislation and the relation-

ships that evolved from it. Fostered by annual meetings as well as spe-
cial sessions dealingwith threats such as plague and cholera, the col-

legialitythat developedbetween the Service and state health officials
became the bedrock of public health practice in the United States for
the next fifty years.

Cooperationbetween the Public Health Service and state gov-
ernments occasionally took the form of specific assignments. In 1914,

Huge steam chambers such as these

(above) were used to disinfect immb

grants’ baggage at their home ports. The

travelers themselves took showers and
were deloused before they were permitted
to embark for the new world. ImmP

grants from Asia arriving in San Fran-

cisco debarked at Angel Island (opposite
above). Twoahirds of the new arrivals

came through what was known as the

Island of Hope, Ellis Island in New York

harbor (opposite below). In addition to

screening as many as 5,000 immigrants
a day, Service officers stationed at Ellis

Island ran two hospitals and inspected
all vessels arriving from foreign ports.
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At all ports of entry into the United

States, the Service was charged with the

inspection of arriving immigrants. Ser-

vice physicians screened every prospec-
live citizen, observing them as they
passed along “The Line.”A specially
constructed example of this was the

night inspection room (opposite above) at

the New Orleans Quarantine Inspection
Station. It was painted and artificially
lighted to approximate daylight. A medi-

cal officer (opposite below) looks for evi-

dence of trachoma, a highly contagious
eye disease. Its detection meant certain

rejection. Mental deficiencies were often
difficult to ascertain because of language
barriers. A woman (above) works a puz'
zle as part of one test. Some immigrants
were inspected under Service supervision
in their home countries before embarking
for the United States. The young Irish

woman (left) had gone through a delous-

ing procedure and her hair is being
inspected to make sure that no unwel-

come travelers came to the new country
with her.



Officers of the Public Health and

Marine Hospital Service who took part
ina campaign against yellow fever in

New Orleans in 1905 sit for their por-
traits (above) with the governor of Loui-

siana. In the group are a number of
officers who went on to distinguished
careers, includingfuture Surgeon Gen-

eral Rupert Blue (fifth from left, seated)
and Joseph Goldberger (fourthfrom left,
middle row). A newly-commissioned
Assistant Surgeon, Eugene H. Mullan

(right), also participated in the yellow
fever work inHew Orleans in 1905. In a

rare glimpse of Service family life, Sam-

uel Grubbs (opposite) poses with his son,

circa 1906.

Life in the Service

Life in the Service had a quality and

cadence of its own, beginning
with a monumental examination that

most applicants failed. Dr. Victor

Heiser chronicled the experience of

forty-two young physicians who arrived

with him in Washington in the summer

of 1898. After a physical exam elimi-

nated some, the remaining thirty can-

didates began a week’s ordeal ofwritten

tests. Every morning, some of their

number were quietly dismissed, in-

creasing the pressureon those who con-

tinued. Evenings were devoted to study.

It was July in Washington. I would sit in my

room with no clothes on, and, even though the

windows and transom were open, the perspira-
tion would run off me in streams. At three

o’clock I would tumble into bed and reluctantly
out at eight in timefor a bath and breakfast before

the torture began again.
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Ten remained for the oral “pre-medical”
exam where they were queried on their

knowledge of the world, including, typ-

ically, a request to read aloud in French

or discourse on the Rosetta Stone. The
finalhurdle was clinical. Heiser andhis

remaining colleagues visited a local

hospital where they were required to

examine and diagnose six patients and

identify bacteria and parasites under

the microscope. Eight fatigued appli-
cants completed this ordeal. Two weeks

later, three, including Heiser, received

letters offering them commissions in

the Service.

The work of the Service was often

hazardous. John Branham, a Georgian,
graduated from medical school in Balti-

more, was commissioned in April of
1893 and assigned to the Staten Island
Marine Hospital. In June of that year,

the captain of an American ship arriv-

ing on the Georgia coast from Cuba be-

came sick, went ashore and died of yel-
low fever. On July 20, President Grover

Cleveland approved the Surgeon Gen-

eral’s request to federalize the quaran-

tine activities in Georgia and sent

Branham to take charge. A month

later, after ten days of illness, Branham

was dead, the sixth Marine Hospital
medical officer to succumb to yellow
fever in fifteen years. Surgeon General

Wyman eulogized Branham in the An-

nua! Report of 1894 and a bill was intro-

duced in Congress authorizing $4,160
(two years’ salary) “For the Relief of the

Family of the Late Assistant Surgeon
John Branham.” Four years later, the
Act was passed.

For many, the Service was a culture,
a way of life that entailed work, fre-

quent moves, a far-flung camaraderie

with other officers, and a quiet, peren-
nial commitment to national service.

In the spring of 1897, a twenty-six year-
old physician named Samuel B. Grubbs

joined the Service. Almost half a cen-

Mexico’s minister of health. Plague,
which had first occurred in San Fran-

cisco two years before, was now appear-

ing in Mexico. Wyman asked Grubbs

to go immediately to Ensenada in Baja
California at the invitationof the Mex-

ican government to investigate.
Grubbs left for the West the next day,
sharing a Pullman compartment with
the Surgeon General who was, himself,
on his way to Los Angeles. They tossed

a coin, according to Grubbs, to see who

got the upper berth.
With theAmericanentrance intothe

First World War, Grubbs was assigned to

“cantonment duty” at military facilities

in Newport News, Virginia. Working
with local physicians and donated sup-

plies, he set up a public health system,
built a laboratory, and quarantined in-

fected prostitutes. In 1918, he crossed to

France on a troop transport. Lice, vene-

real disease and submarines, he reported,
were the principal hazards encountered

bysoldiers on theway to thefront.

In Grubbs’ view, the commission,

coming as it did from the president, was

essential to the idea of the Service,
meaning the officer “must go on order

anywhere in the world and stay there
until he is ordered to another duty.”
Branham’s experience notwithstand-

ing, Grubbs held that the commission

made the position and pay secure for
life and therefore warranted the organi-
zational fealty he describes. Grubbs’ ca-

reer included assignments in the ma-

rine hospitals and quarantine duty,
research at the Hygienic Laboratory
and medical diplomacy in Europe, ear,

nose and throat training in Germany
and troop transport assignments dur-

ing the Spanish-American War. By his

tally, he had twenty-one homes that
were considered permanent, with only
three of them for as long as four years.
Movement was constant. The Service

was home.

tury later, he described that culture in

his autobiography entitled By Order of
the Surgeon General: Thirty-seven Years

of Active Duty in the Public Health Ser-

vice.

Once with the government, 1 had plans
aplenty—all originating in Washington! For my

life, from that time until my retirement thirty-
seven years later, was given over to frequent
change, “by order,” with new places to live, new

jobs to be performed, new friends, new associates,
new foods, new social customs. Thisbook should

be a testimony to how interesting a life can be

without a plan of one’s own making.

At the turn of the century, there

were just over 100 commissioned offi-

cers, most of whom knew one another

and all of whom were known and

watched by the Surgeon General. A

glimpse of the intimacy of the Service

of those days is providedby Grubbs’ trip
to the American Public Health Associ-

ation meeting of 1902 from his duty sta-

tion at Ship Island off the Alabama
coast. At the New Orleans meeting,
Surgeon General Wyman called

Grubbs aside and introduced him to
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From 1911 when Leslie Lumsden went to

Yakima County, Washington to help
stem a typhoid epidemic, rural sanitation

campaigns were central to the work of
the Service. “Lumsden’s boys,” as his

trainees were called, taughtproper waste

disposal methods (right) and initiated

programs inhealth education. Once the

new privies were built, municipalities
collected the full cans at specified inter'

vals and presented the owners with

clean, empty ones (below). Ramshackle

privies (opposite above) were common.

The Service gave its seal of approval to

properly designedones (opposite below).
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the Governor of Massachusetts asked that a Service officer, Dr. Allan
McLaughlin, be loaned to the state to become its first commissioner of
health under a new system enacted by the legislature. McLaughlin
served for four years in that capacity, building a regionalizedpublic
health system staffed by full-time, trained health officers—asystem
that was emulated by a number of other states. In later years, an as-

signment to state government became an important career step for

many commissioned officers and built bonds between state and fed-
eral public health leaders.

The growth of state and local health departmentswas tied to an

important new element in the developingtapestry of American public
health—the rural sanitary campaign. In 1911, Dr. Leslie Lumsden, a

Service officer who had distinguished himself for work on typhoid
fever, was sent to the state of Washington at the request of Yakima
County. His charge was to investigate the source of typhoid fever in

the county whose rate was more than three times that of the state as

a whole. His simple conclusion was that feces were the problem and
that the county should ‘Abolish every insanitary privy, privy vault,
cess pool and septic tank in the city and replace those in the non-

sewered areas by sanitary privies.”12

Not bashful in his recommendations, Lumsden went on to pro-

pose the establishment of “an efficient county health organization”to
be staffed by full-time, trained personnel. His prescription for typhoid
fever produced a dramatic decline in its incidence in the summer of
1911, prompting the Yakima County commissioners and the city
council to establish a permanent local health departmentstaffed by a

physician, a sanitarian, a nurse and a clerk. This success led the Public
Health Service to publish a monograph by Lumsden entitled “The

Causation and Prevention of TyphoidFever—with Special Reference
to Conditions Observed in Yakima County Washington.” The mono-

graph received wide distribution and became somethingof a bible for
rural sanitation work as well as a blueprint for the developmentof

county health departments. Although public health agencies existed
in several counties prior to 1911, the Yakima achievement and Lums-
den’s leadership led to the subsequent developmentof county health

departments in most parts of the country.

The reformist spirit of the Progressive Movement unwit-

tingly rekindled a controversy that had many elements in

common with the Hamilton-Billings dispute. In 1906, a

prominent group of Progressives organizedthe Committee
of One Hundred for National Health whose principal aim was the cre-

ation of a national departmentof health. The group assembled under

the auspices of the American Association for the Advancement of

Science in response to the campaign of two Yale economists, Irving
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Fisher and J. Pease Norton. Fisher and Norton advocated conserving
human resources to stimulate “national efficiency” and a national de-

partment was central to their goals. This department would do all
that the Public Health and Marine Hospital Service was doing and
more. It would consolidate the food and drugs section of the Depart-
ment of Agriculture, the Indian Affairs and Territorial Health Ser-
vices in the Department of the Interior, the medical care of federal

prisoners, and the industrial hygiene portion of the Bureau of Mines
with the Public Health and Marine HospitalService in a cabinet level

department. The debate was complicated by the emergence of a vocal
and motley opposition calling itself the National League for Medical
Freedom representing interests as diverse as patent medicine manufac-
turers and antivivisectionists.

By 1910, some thirteen bills proposing a national health depart-
ment or changes in the Public Health and Marine Hospital Service
were introduced in the Congress. These bills presented a delicate po-
litical challengefor the veteran Surgeon General, Wyman, who was

not opposed to a departmentof health but was determined not to be

preempted by it. Moreover, his own agendafor Service expansionwas

far from complete. He especiallywanted authority to investigate water

pollution and noninfectious diseases, to get the pay and privileges of
commissioned officers put on a par with the military, and to obtain au-

thority to commission the Hygienic Laboratory’s professors. Ambi-
tious though they were, these goals were largely parochial. Despite
Surgeon General Wyman’s consistent and largely successful efforts to

expand research, quarantine, and disease control programs, his vi-

sion remained that ofa Marine Hospital Service officer. Illustrative of
this was his gruffresponse to the sponsors of a proposal to establish a

Children’s Bureau within the Service. Dr. Milton Rosenau described

Wyman, the aging bachelor, as being “.
. . most emphatic in his re-

fusal to complicate his life with the importunities of a group of senti-

mental women who were interested solely in the welfare of mothers
and infants.” 1 ’ Subsequently the Children’s Bureau was created in the

Department of Labor.
On November 21, 1911, Wyman died suddenly, leaving the vari-

ety of proposals for federal health reform unresolved. Wyman’s legis-
lative maneuvering had been adroit and, although Progressives were

certain he was active in blocking the legislation, he had managed to

avoid overt resistance to the health department concept. The Public
Health and Marine Hospital Service, to be sure, had been an instru-

ment of Progressive reform during his long tenure. But Wyman’s leg-
acy was not a new institution encompassing all of the nation’s medical
and public health aspirations. Rather it was a corps of skilled, disci-

plined, health soldiers, caring still for the merchant marine and now

combatting infectious disease effectively and specifically. Doctors
Woodworth and Hamilton would have approved.

Field work inconjunction with state and

county health departments was an essen-

tial part of rural sanitation programs.
Drs. Applewhite (at wheel) and Sayers
make their rounds in Greenville, South
Carolina (opposite above). Local mer-

chants as well as local health depart-
ments were important players in these

campaigns. In Mitchell, Indiana a local

pharmacy does its part for sanitary
reform (opposite below). Note the PHS

seal on the shop window.



Sanitary Privies Are
Cheaper Than Coffins

For Health’s Sake let’s keep this Privy
CLEAN. Bad privies (and no privies
at all) are our greatest cause of
Disease. Clean people or families will
help us keep this place clean. It should
be kept as clean as the house because

The User MustKeep
It Cleaninside. Wash
the Seat Occasionally

How to Keep a Safe Privy:
1. Have the bach perfectly screened against Hies

and animals.
2. Have a hingeddoor over the seat and keep it

CLOSED when not in use.

3. Have a bucket beneath to catch the Excreta.
4. VENTILATE THE VAULT.
5. See that the privy is kept clean inside and out,

or take the blame on yourself if some member
of your family dies of Typhoid Fever.

Some of the Diseases Spread by Filthy Privies:
Typhoid Fever, Bowel Troubles of Children, Dysenteries, Hookworms, Cholera, someTuberculosis.

The Flies that You See in the Privy WillSoon Be in the Dining Room.

Walker County Board of Health
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Chapter Three
1912-1920

Public
Health
Warriors

“Possibly some day the doctors who save

life may outrank the generals who

destroy it, and they will then clasp
hands across the trenches and turn their
combined strength against insects, para-
sites, and disease, the enemiesofall men.”

Surgeon General Wyman was a well known national figure
at the time of his death. “No better recognition of this
man,” eulogized Treasury Secretary Franklin MacVeagh,
“who did so much to build the service up and who was so

eager to carry it forward, could be made than to promote and expand
its usefulness.” 1 In this spirit but with far less sweep than many
wanted, the Congress passed a law in August of 1912 that did finally
and permanently change the name of the Service to the Public
Health Service (PHS). The law did not reorganize federal health ac-

tivities nor did it allow for the commissioning of non-physician em-

ployeesof the PHS. Importantly, though, it extended the authorityof
the Public Health Service to “investigate the diseases of man and con-

ditions influencing the propagation and spread thereof, including
sanitation and sewage and the pollutioneither directly or indirectlyof
the navigablestreams and lakes of the United States.” All illnesses of
man and his environment were nowfair targets for thePHS.

Dr. Rupert Blue was President Taft’s surprise choice as the new

Surgeon General. Selected over a number of more senior officers, the

forty-six-year-old Blue was stationed in Hawaii at the time, serving as

an advisor to the territorial health department in its campaign against
yellowfever. He had gained acclaim for his eradication of plague from
the city of San Francisco following the 1906 earthquake by use of

quarantineand rat-trappingtechniques and his demonstration offed-
eral leadership in a regionalpublichealth emergency.

A quiet man with a handlebar mustache, Blue hadbeen an ama-

teur boxer as a youth. As Surgeon General, he was at ease with visi-

tors ofall sorts, cordially receiving the occasional friend from his box-

ing and rat-trapping days amidst the more usual professional callers.
A seasoned practitioner ofpublic health, Blue appointedable deputies
from among those with whom he had worked in the field—notably
W. Colby Rucker as Assistant Surgeon General and George McCoy
who, in 1915, became director of the HygienicLaboratory. In 1916,
Blue was elected president of the American Medical Association
(AMA), the only Surgeon General ever to enjoy that distinction. His
election came at an extraordinarymoment when the leaders of orga-
nized medicine and the public health movement both supported the

development of local health departments and a system of national
health insurance to pay for medical care. “Experience has shown,”
stated Blue in his presidentialaddress to the AMA,

Samuel B. Grubbs, Surgeon,
USPHS

The PHS waged war against disease in

the field and in the laboratory. The work

was hard, sometimes rewarding and,
occasionally, hazardous. Public health

campaigning was not always glamorous.
The trachoma researcher (opposite) has

been brought to a temporary standstill in

his questfor cases on an Indian

reservation.
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that an adequate health insurancesystem should distribute the cost of sickness

among those responsible for conditions causing it and thereby lighten the burden on

the individual. Financial incentive may thus be given for the inauguration of com-

prehensive measures for theprevention of disease. 2

The subsequent involvement of the United States in the First World

War preempted these discussions and, after the war, this vision and
the organizationalunanimity behind it were gone. The health depart-
ment idea, though, fared better than did the idea of health insurance

in the years thatfollowed. Public health work had many manifesta-
tions. The new popular emphasis on

health and hygiene is evident at the

Wilson County SanitationDay Parade
held in Fredonia, Kansas in 1915 (oppo-
site above). The PHS designed and used
a special railroad car laboratory (below)
to support sanitary campaigns in this

same period. Henry Rose Carter (oppo-
site below), a Service officer whose

concept of “extrinsic incubation” con-

tributed to Walter Reed’s identification
of the mosquito as the vector of yellow
fever, is seen here collecting insect

larvae.

The Public Health Service Act of 1912 made explicitwhat
hadbeen an increasingly important element of the work of
the Service from 1887 when the Hygienic Laboratory
opened—the alLout explorationof disease in the labora-

tory and in the field. The technologyof that earlyresearch, the actual

machinery of science, was rudimentary by later standards. Similarly,
the collaborative emphasis of subsequent research where teams of sci-

entists were to investigate human biology, was well in the future. The

early PHS scientists were themselves the principal ingredient of the
research program. They faced the historic plagues of mankind armed
with simple technology and their own cunning. Many contracted the
diseases they stalked. Some triumphed and began campaigns of erad-
ication. A few perished.

Yellow fever was among the most destructive and perplexing of
19th century scourges. In 1898, Service physician Henry Rose Carter



PHS efforts to study the newly'discov'
ered disease, tularemia, included round'

ing up large numbers of rabbits (below),
one of the primary sources of infection.
A PHS officer and three rabbit drovers

(right) pause during their labors. Dr.

Rupert Blue (opposite) served as Surgeon
General from 1912 to 1920. Early in his
Service career, he gained distinction for
leading the campaign that eradicated

plague in San Francisco in 1907. Follow'

ing his two terms as Surgeon General,
he remained on duty in the PHS for
another twelve years, retiring in 1932.



carefully plotted the progress of an epidemic of the disease in two

small Mississippi towns, concluding that there was an “extrinsic incu-

bation period” between human infections. “The fact that yellowfever
is not directly transferable from the sick to the well,” Carter wrote,

. is held to be due to the fact that the material leaving the person
of the patient must undergo, and does undergo, some change in the
environment before it is capable of infecting another man.” 5 Carter
had not identified the mosquito as the intermediate host, but his the-
sis had an important impact on the Army’s Walter Reed who led the
team that successfully demonstrated that the Aedes aegypti mosquito
was the vector of yellowfever. Reed subsequentlywrote to Carter say-

ing, “You must not forget that your own work in Mississippi did more

to impress me with the importance of an intermediate host than

everythingelse put together.”4

In 1902, Charles Wardell Stiles, a twenty-six-year-old scientist

from the Departmentof Agriculture became the first director of the

Division of Zoologyat the HygienicLaboratory. He was fascinated by
a little understood parasite, the North American hookworm, that he
had been the first to describe and name. His studies were to demon-
strate the staggering level of human infestation in the American
South—a quiet pestilence that robbed millions ofpeople ofhealth and

productivity and came to be called “the germ of laziness.” Despite re-

sistance from a medical profession disinclined to believe in an epi-
demic they had not diagnosed and the smirking levity of the press
(“The Microbe of Sloth” or “Cracker Disease”), Stiles persisted in his
efforts to generate concern about hookworm.

Since the Public Health Service had neither the peoplenor bud-

get to mount the massive assault on rural sanitation that was needed

to prevent endemic hookworm disease, Stiles looked for a private
patron. In 1908, a fortunate series of events put him in touch with
Frederick Gates, John D. Rockefeller’s ambassador of philanthropy,
and led to the founding of the Rockefeller Sanitary Commission.
Rockefeller endowed the Commission with $1 million to combat

hookworm with the proviso that the money be spent in five years and
be channelled through the health departments of the thirteen south-
ern states. Stiles served as the scientific director of the Commission
which, by 1914, had examined more than half a million children in

600 southern counties, finding a 39 percent rate of infection. The

campaign focused on privy construction to promote the sanitary dis-

posal of human excreta. Though the topic was often greeted with em-

barrassment or derision, Stiles labored to build public awareness of
hookworm disease and developedinnovations such as scoring systems
for privies that ranged from 100 for a “Water Carriageor Marine Hos-

pital Barrel” privy to zero for “No Privy at all.” Stiles’ work set the stage
for rural sanitaryreform throughout the nation, proved an enormous

stimulus to the developmentof health departments in the South, and
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helped shape the agenda of the nascent Rockefeller Foundation—-
soon to be the world’s largest philanthropy.5

While Stiles brought the depredationsof hookworm to the atten-

tion of the public, other diseases were called to the attention of the
Public Health Service. In 1902, the State of Montana asked for help
with a mysterious ailment called “black measles’’ that caused illness
and death among woodsmen and ranch hands. Over the following
decades, the Service assigneda number ofscientists and eventuallyset

up a permanent laboratory in Hamilton, Montana, to study the dis-
ease which was soon proven to be tick borne and named “Rocky
Mountain spotted fever.” In 1911, Dr. Thomas McClintic was sent to

Montana from the Hygienic Laboratory to set up an experimental
control program, dipping livestock and exterminating small animals.
As he was completinghis work, he contracted the disease. Prompted
by a desire to see his wife whom he had married just before leavingfor
the West, McClintic returned to Washington where he died shortly
after his arrival. He was one of eight Americans, five of them affili-
ated with the PHS, who died as martyrs to the study of Rocky Moun-
tain spotted fever.6

The conquest of trachoma, a chronic, debilitating and, ulti-

mately, blinding infection of the eyes, was the chosen cause of John
McMullen. A large and affable man reared in the South, McMullen
was schooled in trachoma surgery—the onlycurative treatment at the
time—onEllis Island where he served from 1904 to 1911. McMullen

began his twelve-yearwaron trachoma when he was sent toKentucky
in 1912 to conduct a trachoma survey in response to a request for as-

sistance from the state. The survey showed some 8 percent of the
18,000 people examined to be infected—figures dramatic enough to

warrantspecial language in the 1913 Federal Appropriations Act au-

thorizing the Public Health Service to treat trachoma patients.
In the ensuing years, “Big Doc” McMullen became a familiar fig-

ure in the back country of Appalachia from Missouri to West Vir-

ginia. “The whole family,” he wrote of his patients, “often sleep, live,
and cook in the one room of the home . . .

.If a disease as contagious
as trachoma is introduced, all the facilities for its rapid transmission

will be found present.”7 He set up more than a dozen temporary tra-

choma hospitals staffed by nurses employedby the PHS who cared for

convalescingpatients and ran personal hygieneand health education

campaigns in the surrounding areas. McMullen, often using a mule
for transportation, would ride the circuit between the hospitals and

outlying clinics, performing surgery assisted by local physicians and

preachingthe doctrine ofsoap and water and separate towels. In 1924,
“Big Doc” retired from the trachoma war, having led the campaign
that controlled the disease well before antibiotics, having himself sal-

vaged the sight of thousands of people.
The most perplexing of the diseases facing the Public Health Ser-

Hookworm disease was endemic in the
ruralSouth. The photo (below) shows
two boys of the same age; the smaller

suffers from chronic hookworm infesta-
tion. Inadequateprivies (below center)
and no privies, combined with the

absence of shoes inpoor, rural areas

(below left), provided ideal conditions

for the hookworm, which was spread by
larvae infeces entering the body by pen-
etrating the skin of the foot. The parasite
eventually inhabited the intestine, caus-

ing significant anemia and earning it the

appellation “the germ of laziness.”
Charles Wardell Stiles (opposite above,
seated at right), director of the Division

of Zoology of the Hygienic Laboratory,
conducted extensive studies on hook-

worm disease and was among thefirst
scientists to recognize the human misery
caused by the hookworm. He persuaded
the Rockefeller Foundation to invest in a

large-scale campaign against hookworm

disease and served as its scientific direc-

tor from 1909 to 1914.
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The Carville complex abutting the Mississippi incentral Lousiana.



Hansen's Disease
. . . and Carville

to leprosy patients. In 1941, Faget
began using sulfone derivatives in ex-

perimental treatment with excellent

results. Sulfone therapy revolutionized

leprosy therapy at Carville and else-

where and enabled many long term pa-

tients to leave the institution.

Today Carville has 130 residents,
most of whom are elderly. Although
there are only 6,000 cases in theUnited

States, it is estimated that 15 million

people worldwide suffer from leprosy
making it one of the world’s great, con-

tinuing epidemics. Research at what is

now called the National Hansen’s Dis-

ease Center has been enhanced by the

discovery that the armadillo is suscepti-
ble to leprosy, providing the first

known host other than man for the

study of the disease. This research fo-

cuses on identifying new agents to pre-
vent and treat leprosy as well as the de-

velopment of limb-sparing therapies
and devices—atechnology that has im-

portant applications for diabetes and

other degenerative diseases in addition

to Hansen’s Disease.

For thousands of years, Hansen’s

disease has afflicted the human

race and has stigmatized its victims.

Traditionally known as leprosy, the dis-

ease has been feared everywhere for its

prevalence, its presumed contagious-
ness, and its ability to cause disfigure-
ment and blindness.

Throughout this century, the Public

Health Service has engaged in leprosy
research and treatment. In 1901, the

Marine Hospital Service issued the first

national report on leprosy, noting that

there were 278 cases but that the count

was incomplete because there was “an

inclination ...
to conceal the afflic-

tion from the public.” In 1905, Con-

gress provided the Service with

$150,000 for a leprosy hospital and lab-

oratory to be established in Hawaii

where the disease was prevalent. On
the isolated island at Molokai, the Ser-

vice designed and built a handsome fa-

cility that boasted the first flush toilets

in Hawaii. The Hawaiian leprosy ven-

ture, however, proved to be a bravefail-

ure with patients refusing to submit to

the routine ofhospital life. The facility
had served only nine people when it

was closed in 1911.

As early as 1894, a crusading doctor

opened a leprosarium in Carville, Loui-

siana. He smuggled his first patients
onto the grounds and claimed to be

running an ostrich farm so as not to in-

cense neighboring landowners. In 1917,
Congress enacted legislation designat-
ing the facility at Carville as the Na-

tional Leprosarium and charging the

PHS with its management. Early treat-

ment at Carville included the applica-
tion of traditional remedies such as

chaulmoogra oil from India to patients
but it was the work of PHS researcher,
Dr. Guy Faget, which brought real hope

>7
*

Si fl

Dr. Waldemar Kirchheimer and

an armadillo used in leprosy research.
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vice in this period was pellagra, a scaly, red, skin eruption that pro-

gressed through stages of cramps, diarrhea, dementia, and death.
Known for 200 years in Europe, it had never been reported in this

country before 1906 but was rampant by 1912, especiallyin the South
and among poor and institutionalized populations. The 1913 Appro-
priations Act that set McMullen to work on trachoma also funded a

PHS hospital for pellagra research at Spartansburg, South Carolina.

Surgeon General Blue chose Dr. Joseph Goldbergerto direct the pel-
lagra effort. Goldberger, born in Hungary, had grown up delivering
grocerieson New York’s lower east side, graduatedfrom Bellevue, and
was a fifteen-year veteran ofcontagious disease research who had dis-

tinguished himself in field studies of typhus fever and yellow fever.

From the outset he doubted the prevalent view that pellagra was an

infectious disease. His observation that institutional populationssuf-

fered from the disease while the staffs of the same institutions did not,
led him to the first speculation that diet might cause pellagra.

By June of 1914, he was confident enoughto announce his theory
that it was a dietary deficiencyof milk, meat, and eggs that lay at the
root of the disease but he needed further proof. Twelve healthy, con-

vict volunteers at a Mississippi state prison agreed to eat a high carbo-
hydrate diet devoid of milk, meat, and fruit. Within six months, five
of the group had developed the symptoms of pellagra leading Gold-
berger to conclude in 1915 that “Pellagrais not a communicable (nei-
ther infectious nor contagious) disease, but that it is essentially die-

tary in origin . . . (and) that no pellagra develops in those who
consume a mixed, well-balanced and varied diet.”8 Skepticsremained,
and for them Goldbergerconducted his most dramatic experiments,
feeding pills made from the skin and bodilydischarges of pellagrins to
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Montana’s Bitterroot Valley (above) was

the site of an illness called “black mea-

sles” by local residents, which came to

be known as Rocky Mountain spotted

fever. Starting in 1902, the PHS sent sci-

entists to the area who eventually identi-

fied ticks as the agent of disease

transmissionand, subsequently, staffed

a permanent laboratory in Victor, Mon-

tana. Animals such as the mountain

goat (opposite) were found to serve as

hosts for the ticks.
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volunteers in his laboratory and to himself—with no ill effects. For a

final touch, he injected his wife with the blood of a woman with pel'
lagra. She too remained in good health.

Working with the assistance of Edgar Sydenstricker, a brilliant

young PHS statistician, Goldbergerdid extensive studies on the social

epidemiology of pellagraand documented its close relationship to the

economy. He also identified brewers yeast as a simple, inexpensive
preventive agent, although it was not until 1937, eight years after

Goldberger’s death, that nicotinic acid was identified as the specific
vitamin deficiency underlyingpellagra. Of all the Public Health Ser-
vice field scientists, Goldbergeris, perhaps, the best known because of
his singleness ofpurpose and the spectacular success his work achieved

in thwarting pellagra.9

The advent of the First World War created significant and

unexpected dilemmas for the Public Health Service. The
achievements of the Service in controllingdisease and car-

ing for merchant seamen were indisputable and well

known, but its identity as a national institution was challengedby the
entrance of the United States into the First World War in April of

1917. The military draft that followed presented both symbolic and

practical issues for the Service.
Although an Executive Order issued by President Wilson on

April 3, 1917, made the Public Health Service a part of the military
forces of the United States, the role of the PHS in the international

Vaccination against Rocky Mountain

spottedfever took place without regard
for location, as this rancher (below)
discovered. PHS bacteriologist Ida

Bengston (opposite), working ina sterile

room at the Hygienic Laboratory, pre'

pares tissue cultures for work on Rocky
Mountainspotted fever.
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conflict was uncertain. Some officers were detailed to the Army and
the Navy. Others sought to resign their commissions in order to join
the military forces. A resolution of the Mutual Benevolent Associa-
tion of the Public Health Service in November of that year called on

the Surgeon General to transfer the Service in its entirety to the

Army or the Navy for the duration of the war. The lone dissenter on

the committee drafting the resolution was Leslie Lumsden, the
builder ofhealth departmentsandprivies. Pugnaciously, he argued for
the integrity and mission of the Service:

If the work of the Public Health Service as a public health service with its re-

markable spirit of team work manifested in its fights against epidemics of yellow
fever andbubonic plague and against insanitary conditions in our vast rural districts

ever were needed that time is now. It seems, therefore, that... we should endeavor
. . .

to have the Service strengthened ... so that we may do well the great war

work which is ours to do. 10

The proposal went forward to President Wilson at a Cabinet meeting
at which Treasury Secretary William McAdoo, to whom the PHS re-

ported, was absent. The President referred the proposal to McAdoo
who settled the issue by flatly rejecting the transfer idea and thereby
maintaining the integrity of the PHS.

It was the military draft, though, that defined the principal war

work of the PHS. By the fall of 1917, half a million men had been con-

scriptedand sent to hastily constructed training camps—afigure that
would reach three million by the war’s end. These cantonment areas

became instant public health hazards, having little in the way of san-

itation and creating conditions ripe for the outbreak of diseases such
as malaria and typhoid fever. Working with the Red Cross and local
health officials in circumstances that were often chaotic and always
poorly funded, the PHS set to work constructingpublic health systems
around military posts, targeting mosquitos, human excreta, impure
water, and venereal disease.

Samuel Grubbs was one of many PHS officers assigned to can-

tonmentwork, and was givenresponsibility for several military instal-
lations in Virginia’s Newport News area. Working with local physi-
cians and businessmen, a $21,000 grant from the Red Cross, and fifty
trucks donated by Henry Ford, Grubbs designedand manageda rigor-
ous disease control system for the area. Venereal disease proved to be
his toughest problem requiring political and social as well as medical
skills. A previously recalcitrant local judge agreed to back Grubbs’

aggressive campaign, stating that although he was “not in favor of

prosecuting anybody for breaking the Seventh Commandment,
whether they do it for pay or not,” he was persuaded that “if we can

quarantinefor yellowfever, we should be able to lock a woman up who

may spread gonorrhea.”11 Grubbs, backed by the judge, established a

system of testing, contact tracing, and isolation, and built a small hos-

pital facility where infected prostitutes were housed and treated.

Under the direction of Dr. John “Big
Doc” McMullen, (opposite above left, in

white coat) the Public Health Service,

working with state and local health

departments, carried out a fifteen-year
campaign against trachoma inAppa-
lachia. The only treatment for severe

cases was surgical debridement of the

eyelids, which was often performed in

temporary clinics set up in schools and

meeting halls (opposite below). The

equipment was then packed up and car-

ried to the next location. The PHS also

conducted laboratorystudies of tra-

choma (opposite above right).
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Indeed, the war focused attention on venereal disease. The
cumulative impact of prostitution, military encampments, and the

debilitating effect of venereal infection on the war effort brought a

new public frankness to bear on the long standingproblem ofvenereal
disease. “Soldiers are not prisoners,” wrote Grubbs.

They must be allowed recreation these last few days on native soil. They do
not want to be told to be good, hence if we did not protect them outside the camps
and assure them clean companions, infection would strike them down more surely
than the enemy bullets. 12

The Army Appropriation Act of 1918 established a PHS Division of
Venereal Diseases with a $2 million budget and a mandate to work

through state health departments to control the spread of “social dis-

ease.” Although the funds for veneral disease control plummeted after
the war ended, the perceived menace to American troops initiated
and legitimatizedPHS venereal disease work—an area of research and
control activity that has continued to the present.

As American involvement in the war reached its height in the
summer of 1918, a severe respiratory illness dubbed “Spanishflu” sur-

faced in Europe. In September, flu cases appeared in New England
and spread rapidly across the country. Public health officials realized
that an epidemic was at hand. On October 1, 1918, Congress passed
a resolution directing “the Public Health Service to combat and sup-

press the ‘Spanish influenza’ ” and appropriating $1 million for the
battle. In the ensuing months, sixty-four commissioned officers —al-
most one third of the Corps—were assigned to flu work and more

than 2,000 doctors, nurses, and clerks were hired by the PHS for in-

In the first decade of the 20th century,

pellagraemerged as a prevalent disease

in the American South—particularly in

institutional settings. Most scientists

assumed it to be an infectious disease but

Joseph Goldberger (opposite above),
assigned by the PHS to investigate pella-
gra, did not. His work at the Pellagra
Hospital (below) in Spartansburg, South

Carolina, and elsewhere in the South

demonstrated that dietary factors were

responsiblefor causing and curing the

disease. In Goldberger’spellagra
research laboratory (opposite below),
various diets were prepared and fed to

volunteers. Goldberger used his research

associates, his wife, and himself, as well

as prisoner volunteers, as experimental
subjects.
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fluenza duty. The disease was everywhere. Dr. Alice Evans, a scien-

tist at the Hygienic Laboratory, described droppingher research on

meningococci to begin work on flu, only to find herself feeling ill. “I

put away my utensils and ingredients and went home. A little more

than a month later I returned to work.”13 By December, the epidemic
hadbegun to subside, to be followed by a second wave in the spring of
1919. In all, the flu struck five million Americans, leaving 500,000 of
them dead.

The war quickly created veterans—millions of veterans—

who had a special claim on the nation as a consequence of
their service to the country. Legislation in 1917 set up the

War Risk Insurance Bureau and called on the Marine Hos-
pital system to provide care for disabled soldiers. The law was aug-
mented in 1919 charging the PHS with responsibility for the care of
all returning veterans. To do this, the Service was given a small bud-

get increase and the authority to appoint reserve officers to augment
its ranks and to acquire existingfederal buildings. Growth took place
in a rapid and often unsatisfactory manner, with barracks and train-

ing camp facilities as well as old military hospitalsbeing pressed into

service for the care of veterans. By 1921, the PHS’ Division of Hospi-
tals was running sixty-two institutions (only twenty of which were

originallyMarine Hospitals) and had registered an eight-fold increase

in the number of patients treated over the pre-war level. 14

The system was so overloaded that even the staid, PHS Annual

Report complained gently in 1920 that “The Public Health Service
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During the First World War, the Public
Health Service incooperation with local

health departmentswas responsiblefor
keeping the areas around military train'

ing camps (called extracantonment

zones) free from disease (above left).
PHS officers worked to persuade local

citizens (left) of the value of keeping
their property clean. Oil dripped into

streams from specially contrived cans

(above) was a principal method used to

control mosquitos and, thereby, ma'

laria. The boys being given typhoid inoc

ulations (right below) were part of a

PHS rural sanitary program. Note the

priest in the car recording the pro'

ceedings.
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INFLUENZA
FREQUENTLY COMPLICATED WITH

PNEUMONIA
IS PREVALENT IT THIS TIME THROUGHOUT AMERICA.

THIS THEATRE IS CO OPERATING WITH THE DEPARTMENT OF HEALTH

YOU MUST DO THE SAME
IT YOU HAVE A COLD AND ABE COUGHING AND

SNEEZING DO NOT ENTER THIS THEATRE

GO HOMEAND GOTOBED UNTIL YOU ARE WELL
Coughing. Sneezing or Spitting Will Not Be

Permitted In The Theatre. In ease yon
must ooagh or Sneeze, do so in your own hand-

kerchief. and if the coughing or Sneezing

Persists Leave The Theatre At Once.

This Theatre has agreed to co operate with

the Department Of Health in disseminating
the truth about Influenza, and thus serve

a great educational purpose.

HELP US TO KEEP CHICAGO THE

HEALTHIEST CITYIN THE WORLD

JOHN DILL ROBERTSON
COMMISSIONER OF HEALTH

In 1918 and 1919, Spanish flu attacked

some five million Americans and left
half-a-million people dead in its wake.

Congress voted the PHS a $1 million

appropriation to hire doctors and nurses

to care for the sick. One'third of the

Commissioned Corps was diverted to flu
duty during this period. The epidemic
defeated public health measures

employed to protect against it although
workers at massive infirmaries, such as

this one at the Iowa State University
gymnasium (left), took what precautions
they could. Public health officials tried

to instructas many people as possible
about the dangers of influenza. In Chi'

cago, theater operators were required to

exhibit precautionary posters (above).
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felt, and still feels, that it would be wise for the National Government
to undertake the construction of proper hospital facilities for the care

of ex-servicemen and women.”" Pushed by a strong movement among
veterans’ organizations, Congress established an independent Veter-
ans’ Bureau which, in April of 1922, took over 57 hospitals with
17,000 beds leaving the PHS with 24 Marine Hospitals with 3,000

beds. The PHS survived the separationalthough the size of its budget,
swollen as it was with appropriationsfor veterans’ care, fell sharply in

1923. Successfully, if unwittingly, the PHS had given birth to the Vet-
erans Bureau (now the Departmentof Veterans Affairs) hospital sys-
tem.

War had brought uncertaintyto the Public Health Service, chal-
lenging its role and durability. Yet the PHS had come away from the
war intact, neither having been absorbed by the military nor over-

whelmed by the veterans’ movement. Moreover, the period between
Dr. Wyman’s death and the departure of the Veterans Bureau had
seen major changes in the nature of the PHS. Not only were new dis-
eases being challenged, but the composition of the Service began to

change as it grew. Nurses, in particular, became a central part of PHS

programs, staffing Ellis Island, the trachoma clinics, the PHS Pel-

lagra Hospital, and the Marine Hospitals. During the war, PHS
nurses participated in extra-cantonment and venereal disease work
and served in the hospitals caring for veterans. In 1919, SurgeonGen-
eral Blue appointed Lucy Minnegerode, previously of the Red Cross,
as PHS Superintendentof Nurses.

As was the case with all health professionals except physicians,
nurses were employed as civil servants. In 1918, under the duress of
the war, Congress did pass legislation allowingdentists, pharmacists,
and sanitary engineers to be commissioned as reserve officers, but

many PHS health professionalsand all technical staff, including the

large number of support personnel necessary to run the hospitals,
were civil service employees. In 1915, for example, of 2,131 PHS staff,
only 187 were commissioned officers. A decade later after the Veter-
ans Bureau had come and gone, there were 182regular service officers
and 68 reserve officers among the 4,672 PHS employees.16 Although
the Commissioned Corps continued to provide the leadership, the
PHS had become a far larger and broader institution than was the all
male, Marine Hospital, physician cadre that had spawned it half a

century earlier.
The First World War was a watershed in public health as it was in

national life ingeneral. With the election of Warren Harding in 1920,
the electorate embraced “not nostrums, but normalcy” and effectively
repudiated two decades of aggressive public solutions to the problems
of community life. Progressivism and the sanitaryreform movement

were now part of history. New science lay ahead in the decade to come

but so did an entirelynew politicalenvironment.

burgeon
Sage
Srws—

Only a poor boob pays his

money, loses his watch, gets
the syph, and brags that he’s
had a good time.
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merit Free Bath House for the study of
venereal disease. During the war, posters
(left) were an important part of the

campaign to keep the troops free of vene-

real disease and fit to fight.

Venereal disease was an important
theme in the research, prevention, and

treatment programs of the Public Health

Service from the time of the First World

War. In Hot Springs, Arkansas, the
PHS ran a clinic (above) at the Govern-
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Chapter Four
1921-1935

Public Health
Within
Limits

“The question of humanwelfare is not

an economic question. It is a moral

question. . . . Men are not doing as well

as they can with what they have." OnMarch 10, 1920, President Wilson appointed Hugh S.

Cumming to succeed Rupert Blue as Surgeon General.
Conservative, aristocratic in bearing, and politically
adroit, Cumming was the quintessentialcommissioned

officer of his epoch. A University of Virginia Medical School grad-
uate, he joined the Service in 1892 and worked at the Staten Island

Marine Hospital, on plague control in SanFrancisco, and quarantine
duty in Georgia. He served four years in Japan and was representing
the PHS in Europe at the time of his appointment. Cumming brought
to the office of Surgeon General a sophistication but also a philosophy
different from his predecessors—a strategic complacency that left
much public health authority with states and communities and that,
the New York Times reported, had “little sympathy for those who
would transfer this responsibility to Washington.” 1

This philosophy was consistent with a postwar nation bent on

“normalcy,” dedicated to big business, and generally inclined to see

poverty as the result of personal failure. It was not, however, always
consistent with the continued developments in medical and sanitary
science and with the evolving public health problems of the country.

Necessity, experience, and curiosity led to the constant expansion of
the definition ofpublic health as practiced by the PHS. Paradoxically,
Cumming’s very conservatism combined with his political agilityand
his long tenure allowed for growth in the size and concept of the PHS
that might not have been possible under less canny leadership.

Two critical elements in the future of public health were

pioneered by the PHS in these years—epidemiology and biostatistics.

As early as 1913, Dr. Wade HamptonFrost, aided by a team of medical

officers, sanitary engineers, and bacteriologists, moved into a ram-

shackle, former marine hospital in Cincinnati andbegan the nation’s
first systematic studies of water qualityand pollution. Working closely
with scientists at the Hygienic Laboratory, they analyzedthe watersof
the Ohio River. This was followed in later years by studies of many of

the nation’s waterways including the Mississippi and Illinois Rivers
and Lake Michigan. In 1919, Frost was detailed to the new Johns
Hopkins School of Hygiene and Public Health as its first professor of

epidemiologywhence he continued to run the Cincinnati laboratory.
Not only did these studies allow Frost and his colleagues to apply ep-

idemiologicaltechniques to the relationship between water supplies
and disease, but the subsequent work of these scientists on sewage

Calvin Coolidge, 1921

A decade ofpostwar prosperity came to

an end with the Depression—an event

that changed the way America lived and

the role of public health inAmerican

life. States, cities, towns, and families
(opposite) looked to the federal govern-
ment for help as they never had before.
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treatment and water purification marked the inception of the disci'
pline of environmental health science.

Biostatistics was the domain of Edgar Sydenstricker, a young
man trained in economics who became the Service’s first statistician

when he joinedthe PHS in 1915. He demonstrated both his extraordi-

nary abilities and the utilityof statistics in his studies with Goldberger
on pellagra and his work with Frost during the 1918 flu epidemic. He

developed the techniques of intensive door-to-door data collection —

now known as the household survey—andbegan an extended study
of the populationof Washington County, Maryland, which he and
Frost transformed into a scientific art form that still flourishes today.
In 1921, he became chief of the Office of Statistical Investigations
with a staff of clerks which, the Annual Report of 1922 proudly re-

ported, had “counting, sorting, tabulating, cardpunching, comput-
ing, calculating, and graphingmachines and devices.” Under Syden-
stricker’s guidance, the PHS entered the age of statistics.

Two poorly understood and socially uncomfortable issues that in-

exorably entered the domain of the PHS were “mental hygiene” and

drug addiction. Ellis Island presented the examining officers with
constant challenges as to what was normal behavior and what was

not and, as early as 1914, Dr. Lawrence Kolb had initiated studies of
mental health and alcohol and drug addiction among arriving immi-

grants. “The public has again demanded that the physician shall ex-

tend his field of activity—that he shall become acquaintedwith the
field of mental deficiency,” wrote an officer of the growingPHS inter-

est in behavioral problems. “The physicianwill be called on to decide
as to whether a given individual will be committed to a home for the
feeble-minded or to some other institution for the sick.”2 The staffing
of Veterans Bureau psychiatric hospitals by the PHS gave Kolb and
others growing expertise in these poorly mapped areas. Narcotics
addiction became a public concern followingnewspaper accounts of

drugs in Hollywoodand led to demands for a better understandingof
addiction. Although the care of the mentally ill remained a responsi-
bility of the states, research on these problems fell to PHS investiga-
tors who, working at the HygienicLaboratory and travelling abroad,
labored to gain a better understanding of the workings of the mind.

In 1929, Congress enacted legislation that established a Narcot-
ics Division (subsequently renamed the Division of Mental Hygiene)
within the Public Health Service and mandated the construction of
two facilities to treat and study addicts. The first of these “narcotics
farms” was opened in 1935 at Lexington,Kentucky with the seasoned
Dr. Kolb as its director. Although the majorityof patients werefederal

prisoners necessitating a secure facility, the treatment philosophy of
Kolb and his collaborator, Dr. Walter Treadway, was withdrawal and
rehabilitation. The Lexington hospital was located on a 1,000 acre

working farm, designedand staffed as an educational and vocational

The presence, quality, and management

of water was an active concern of the

PHS from the early years of this cem

tury. PHS scientists began monitoring
water quality and methods ofpurifica'
tion instreams, lakes, and rivers (oppO'
site above) following an Act of 1912 that

assigned the Service this responsibility.
The battle against yellowfever included

public education inproper water storage

and drainage techniques as well as

inspection ofproperty (opposite below

right). Sanitary engineer J.A. LePrince

(opposite below left) inspects standing
water for evidence of mosquito larvae in

the campaign against yellow fever in

Texas in 1924.
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training facility. The second PHS narcotics farm was opened in 1938
in Fort Worth, Texas.

In spite of the precipitous decline in congressionalsupport for ve-

nereal disease control after the end of the First World War, the PHS
maintained its Division ofVenereal Diseases, focusing on inexpensive
sex education campaigns. In 1926, Dr. Thomas Parran, a physician
fresh from state health work in the Midwest who had been recruited
to the Service during medical school at a chance meeting with Joseph
Kinyoun, took over the division. Parran rekindled working relation-
ships with states and explored various mechanisms for increasing re-

search on and treatment of venereal diseases. He identified syphilis
among blacks in the South as a particularly severe problem but the ab-
sence of federal funds for treatment programs and the meager state

health department budgets made progress virtually impossible.
In 1930, however, the Rosenwald Fund, a private philanthropy

committed to the welfare of American blacks, approached the PHS
about a collaborative program to study the epidemiologyand methods
of syphilis treatment in the black South. Although the Fund later

dropped out, their backing along with that of numerous state and

county health departments helped the PHS launch a modest cam-

paign against syphilis. “We held our clinics usually in the front yard of
a church out in the pine woods or next to a turpentine camp,” recalled
a PHS physician of his assignment to a mobile syphilis unit called a

“Bad Blood Wagon” in Brunswick, Georgia.
On Sundays we’d go to the black churches, take the trailer, pull up to the

front door of the church. . . . We’d go in, listen to the preacher preach. ...
At the

end of the preaching and singing and the collection, he would lead them all and go

right out the front door into the trailer. They’d all get blood tests and they’d come

back in. . . .
We heard some marvelous singing. 3

A new Venereal Disease Act in 1935 greatly augmented the

funding for the programs and increased the involvement of PHS per-
sonnel. In Macon County, Alabama, one of the sites supported by the

Rosenwald Fund and subsequently by the Tuskegee Institute, a re-

search project begun in 1930 would continue for four decades before

ending amid national controversy. Nonetheless, the attack on syphi-
lis launched by the PHS in this period, dependent as it was on the

cumbersome and minimally effective therapies of the pre-antibiotic
era, was determined and conscientious. 4

Dr. Hugh Cumming’s tenure (1920 to

1936) has proved to be the longest of any

Surgeon General (opposite above left). A

conservative Virginian, he supported
expandedresearch activities but was

opposed to increased federal support for
state and local health programs. Since

the early years of this century, the PHS

has been involved in the compilation and

interpretation of statistics relating to

health and disease. A woman in the Ser-

vice’s Statistical Office (opposite above

right) works an adding machine in this

1926 photograph. The card-sorter (oppo-
site below) preceded the computer in the
Statistical Office.

Theopportunities and risks of rewriting the laws that gov-
erned the Public Health Service were never far from the
desk of the Surgeon General. The expanded areas of PHS

activity as well as growing health programs in other agen-
cies of the federal government created a familiar scenario of internal

and external pressures for change. In 1921 and again in 1924, Cum-







ming tried unsuccessfully to get legislationpassed that would allow

the commissioning of dentists, scientists, and sanitary engineers in

the regular corps and would create a nurse corps. Although Commis-

sioned Corps benefits were better than those of the Civil Service,
they were less than those of the military services, leading to several
failed efforts to achieve parity in pay with the Army and Navy.

Plans to restructure the Service erupted regularly, starting in

1921 when Utah Senator Reed Smoot proposedpermanentlyconsol-

idating the PHS with the Veterans Bureau and an array of educa-

tional and welfare agencies. Smoot was an avowed opponent of the

Service, claiming it was abusing theprerogativesof states and commu-

nities and intended to “Russianize” the United States. This proposal
died but interest in reorganization emerged again in the mid-1920s
from an alliance of voluntary organizations called the National

Health Council whose analysts showed that, in 1926, 40 different

government agencies, located in 5 cabinet departments, employing
5,000 workers carried on public health work.5 Their answer, once

again, was the consolidation of health activities under the leadership
of an assistant secretary for public health. Cumming, predictably, did
not like the idea and, as Wyman had done before him, parried with a

more moderate set of reforms that were embodied in a bill introduced

by New York Congressman James S. Parker in 1926. Coordination in-

stead of consolidation was the essence of this proposal with the PHS
being given the authority to detail its officers to agencies of the gov-
ernment that needed public health leadership.

These debates were complicatedby growing support for a major
expansionof the HygienicLaboratory in size and in concept. As early
as 1921, the Chemical Foundation, an organizationdedicated to the

promotion of chemistry in the United States, published and distrib-
uted a million copies of a report entitled The Future Independenceand

Progress of American Medicine in the Age of Chemistry that called for

the establishment of a research institute that would systematically
apply the fruits ofchemistry andphysics to the problems ofdisease and
health. The idea flourished, borne aloft by the “can-do” environment

of the 1920s. IfHenry Ford could bring amazing production efficiency
to the factory, surely the same could be done for the scientific labora-

tory. Private funding, however, did not materialize, and in 1926,
Joseph Ransdell ofLouisiana, the Senate’s senior member and a long
time advocate of public health, introduced a bill to create a National

Institute of Health (NIH) within the PHS to supplant and expand the

Hygienic Laboratory. “Research service,” editorialized the New York

Times in support of the bill,
in the conservation of the health of the nation should not be left entirely to

private interest. . . . Particularly it is desirable that chemistry should be brought
back, in its highest development as a science, to the aid of the physician in the pre-
vention of disease and the alleviation of suffering. 6

In 1930, the Ransdell Act transformed
the Hygienic Laboratory into the
National Institute of Health, acknowl-

edging the progress and promise of bio-
medical research. NIH scientist Edward
Francis (opposite) was noted for his work

on tularemia. Often called “the first
American disease,” all aspects of tulare-

mia were elucidated by PHS researchers
including George McCoy, Francis, and
Rose Parrott, an NIH investigator who

died from a laboratory-acquiredtulare-
mia infection. Dr. Herald Rea Cox

(below), is shown preparing vaccines.

Typhoid was also an early subject of
research at NIH (above).
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For the next four years the Parker and Ransdell bills were intro-

duced and reintroduced, being amended, combined, separated,
passed, and vetoed. Finally, in the spring of 1930, within a month of
one another, both were passed and signed by President Hoover. The
Parker Act strengthened the Public Health Service in the ways sought
by Surgeons General Wyman and Cumming while giving little
groundto other departmentsof government or the proponents ofpub-
lic health reorganization. It provided for regular corps commissions

for dentists, pharmacists, sanitary engineers, and Hygienic Labora-

tory scientists at the level of division director. It gave the Surgeon
General latitude in assigningpersonnel to other agencies and tied the

pay of all commissioned officers to that of the Army. The Ransdell
Act created a National Institute of Health in the place of the Hygienic
Laboratory, appropriated$750,000 for physical expansion, and estab-
lished a fellowship andprivate endowment program. Taken together,
the two acts gave further substance to the notion of a Public Health
Service equipped to move against disease in the laboratory and in the
field. The Ransdell Act, in particular, putting in place a formal gov-
ernment research institute with license to explorehuman health and

disease, would help shape the future of science throughout the world.

Although the Children’s Bureau, estab'

lished in 1912, was the federal agency
with the principal responsibility for chib

dren in this period, the PHS became

increasingly involved in research and dis-

ease control activities involving children.

A PHS physician (opposite above) exam'

ines a girl as part of a tuberculosis

screening program inabout 1920. In the

same period, PHS nurses (opposite below

right) participated in rural health cam'

paigns, weighing and measuring school

children. Public health nurses (opposite
below left) employed by local health

departments often supported by federal
grantsdn'aid, taught nutrition and

proper food preparation to mothers. The freewheeling, business-first life of the nation began a

long decline with the stock market crash in October of
1929. Four million Americans were unemployed a year

later, seven million by the fall of 1931 and eleven million by
late in 1932. Businesses failed, banks closed, mortgages were fore-
closed, and farmers left the land. Steadfast in their principles, the
Hoover administration opposed government intervention, believing
that the economy would bottom out and the basic mercantile sound-
ness of the country would reassert itself. The president cleaved to the

policy that relief was a matter for local government assisted by private
charity, an impossibilityfor many communities which were ill equip-
ped to deal with the epidemicof poverty raging in their midst.

Within the ranks of the Public Health Service, there were vary-
ing attitudes about what role the Service should play vis-a-vis local
government in the developingcrisis. There was, of course, a strong
tradition of technical assistance provided by the PHS to state and
local health departments. Leslie Lumsden had made a career of

spawning county health departments; by 1928 there were 204 of them
in 17 states. Working out of his command post at the HygienicLabo-

ratory, he had trained a generation of public health workers (many of
whom identified themselves fondly and proudly as “Lumsden’s boys”)
in rural sanitary work and health department advocacy.

Cumming had a far more detached view of the proper PHS role
in local health matters as evinced by his opposition to the Sheppard-





The Marine Hospitals remained at the

heart of the PHS enterprise during this

period, employing the majority of PHS

personnel and serving as a training
groundfor physicians, dentists and other

clinicians joining the PHS. An ambu-

lance (above left) from the Norfolk
Marine Hospital picks up a patient at the

dock in 1923. The camaraderie of shared

experience and hospitals they could call

their own meant a great deal to Ameri-

can sailors. Hospitalized seamen (right)
pose in 1920 with a model ship memento

of their maritime calling, and relax in

the lounge of the New Orleans Hospital
in the 1930s (above right). The most

landlockedMarine Hospital was the

facility at Ft. Stanton, New Mexico. A

former Army fort in the Indian Wars,

the PHS ran it as a tuberculosis sanitar-

ium. The photo of the tent (above cen-

ter) was captioned, “A consumptive on

Easy Street.”
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Towner Maternity and Infancy Act. This 1921 legislationprovided
federal grants to states to teach prenatal and infant care to mothers
and was administered by the Children’s Bureau, supervisedby a board
which included the Surgeon General. Uncomfortable with state

grants and opposed to their management outside of the PHS, Cum-

ming joinedwith the American Medical Association in successful op-
position to renewal of the legislation in 1929.

The quiet rivalry between Cumming and Lumsden that had
existed since 1920 when the latter had been a candidate for the jobof

Surgeon General was exacerbated by the Depression. Lumsden, with

congressional backing, wanted increased PHS funding for county
health services and sought to make the support permanent rather
than “demonstration.” Cumming disagreed. Late in 1930, Cumming
relieved Lumsden of his rural sanitation post and dispatched him to

New Orleans to be the largely ceremonial PHS regional director. “Pol-
itics about public health and the federal role in health was controver-

sial,” recalled Dr. W. Palmer Dearing, then a young PHS officer.

He (Lumsden) was working for a federal role in public health, lobbying for it,
if you will. Cumming wanted to be president of the AMA and the AMA was

against it. That’s the story from Lumsden. That’s what he told me. So they invented
a job . .

.to get him out of town. . . . Lumsden wasn’tabout to sit in the Customs
House in New Orleans andpick his nose. ... He was detailed to some place over in
Texas

... to inspect the inventoryof surplus property of one automobile tire. So in

A mariner leaves the hospital (opposite).
In addition to American and foreign sea'

men, beneficiaries ofMarine Hospitals
have included members of the military,
the Coast Guard, theNational Oceano'

graphic and Atmospheric Administra'

tion, and seamen of the Mississippi River

Commission. The dental clinic at the

New Orleans Marine Hospital is shown

below as it looked in the mid 1930s.

Dental care had long been a part of the
services offered in the marine hospitals.
Dentists were commissioned into the

Reserve Corps in 1919 and into the

Regular Corps in 1930.
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A scene from the La Tuna, Texas Federal Prison showing a PHS physician with a patient and inmateanterpreter.

The Medical Centerfor Federal Prisoners in Springfield, Missouri shortly after completion in 1933.

In 1930, President Hoover signed a

law creating the Federal Bureau of

Prisons (BOP) in the Department of

Justice and charged it with developing
an integrated correctional system from

the 7 federal prisons with 12,000 in-

mates that then existed. The law also

included provisions for the assignment
of Public Health Service officers to fed-

eral prisons to supervise and provide
psychiatric, medical, and other scien-

tific services. Since that time, the PHS

has staffed the BOP medical facilities.

Early assignees included physicians,
psychiatrists, dentists, nurses, and en-

gineers. The PHS staff was welcomed

by prison personnel, with the first BOP

director stating that his organization

had scored “a ten-strike” whenit gained
the services and expertise of the PHS.

Officers were put to work at prison hos-

pitals and dispensaries and, after it

opened in 1933, the Medical Center for

Federal Prisoners in Springfield, Mis-

souri. The latter facility, a 1,200 bed

hospital, was built to meet the needs of

inmates from around the country who

were chronically ill or in need of spe-

cialized medical or psychiatric services.

Over the years, the federal prison
system has grown, as has the number of

PHS officers assigned to it. Today, there

are 50,000 inmates in 55 facilities,
which include 6 regional hospital cen-

ters and a second federal medical center

in Rochester, Minnesota that opened
in 1985. Approximately 170 PHS offi-

cers are on duty with the BOP, continu-

ing the tradition of the provision of

care to federal prisoners.

The Care of Federal
Prisoners





The Depression reduced the standard of
living ofmost citizens and pushed many
into poverty. The son of a sharecropper
inNew Madrid County, Missouri

(above) tries to make the best of his

world. The need for services was great

among the poor, the dispossessed, and

migrants (right) from the Dust Bowl.
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his formal report, he said he wrote out that he cut up the tire crosswise into strips,
two inches across, to be used as hinges for the seat covers (of privies). 7

Cumming did, indeed, run twice for the presidency of the AMA,
narrowly losing in 1934- Lumsden, automobile tires notwithstanding,
made good use of his “exile,” catalyzing public health screening and
health education programs in a number of southern states, building a

model for the Social Security health programs of later years.
If Lumsden was the backbone of PHS local health programs,

Joseph Mountin was to become its brain. A veteran of cantonment

work who spent much of his first years in the Service on assignment
with health departments in Missouri and Tennessee, Mountin
counted himself one of “Lumsden’s boys.” From his varied experience
running disease control campaigns and working in state and local
health administration, he developed a scholarly interest in applied
public health. In 1931, he returned to Washington to run a new Office
of Public Health Methods for the PHS, applyingscientific principles
to the study of health department management and practice. Over
the next several years, he examined and wrote about a series of timely
problems including the relationship of housing to health, accident

prevention, and air pollution. Then, as later, he was a believer in the

importance of local health departments, stating that “EveryCommis-
sioned Officer in the PHS should be required to serve as a local health
officer to see at least one budget through the board of supervisors.”8

Mountin’s work began to push at the walls of the traditional def-
inition of public health. Were the limits of health department pro-

grams to be population-based, preventive activities or did public
health have an additional concern with the actual care rendered in

communities? “Let me suggest,” he told a gathering of state officials,
that you turn your attention to the medical services which the community is

prepared to render—both the preventive and the curative. Generally speaking this
personal aspect of public health protection—services to individuals—has been de-

veloped to a far lesser degree than has the environment control. . . . Today social
thinking has developed to the point where the nationseems disposed to extend the
benefits of medical science to persons needing care for conditions other than tuber-

culosis and mental disorders. 9

Mountin’s thinking had moved a step beyond Lumsden’s. Not only
should health departments exist and be supported, but they could be
candidates to provide personal health care where none existed. Al-
though public dispensaries for the treatment of the sick poor had
existed in many cities from the late 19thcentury through the Progres-
sive era, these “medical soup kitchens” tended to focus on the
education of medical students andyoung physicians. They werenot to

be the precursors of a government sponsored medical care. In Moun-
tin’s idea, however,resided the kernel of a much largerconcept—that
of the government as the provider of health care to the general popu-
lace. Indeed, the role of the government in regard to medical care



would prove to be an energizing, polarizing and consistent issue for
the PHS from the early 1930s on.

This polarizing issue was joined formallyby the Committee on

the Costs of Medical Care (CCMC)—a blue-ribbon panel that met

from 1927 to 1932, supported by a consortium of foundations and
agencies including the PHS. Staffed by I. S. Falk, a young microbiol-

ogist on leave from the University of Chicago and based at the Hy-
gienic Laboratory, and Edgar Sydenstricker, among others, the
CCMC produced a report entitled Medical Care for the American Peo-
ple that recommended voluntary health insurance, group medical

practice, and government grants for the care of indigent patients. A

minority report supported by organizedmedicine and presagingmany
battles to come, took issue with these conclusions and favored private,
fee-for-service solutions to the problems of medical care.

In the 1920s and the early 1930s, the PHS grew slowly. The ma-

rine hospitalsremained at the center of the system with new facilities

being built and opened in Baltimore, Galveston, New Orleans, Seat-
tle, and Staten Island during this period. The 25 hospitals continued
to be the largest employer in a PHS work force that expandedfrom
4,700 in 1925 to 6,300 a decade later, with the number of commis-

sioned officers increasingfrom 250 to 400 in the same period. In 1932,
Dr. Estella Ford Warner was appointed as an Assistant Surgeon, the
first woman commissioned in the Service.

A young physician named Leroy Burney received his commission

in 1932 followinga year as an intern at the Chicago Marine Hospital
and a year studying public health at Johns Hopkins. His five days of
written and clinical examinations were followed by an interview with
the board during which he was called on to discuss “characters from
Dickens” and the Indian tribes of his native state, Indiana. “It was

verypleasant but still firm,” he recalls. His first assignment was to the
Cleveland Marine Hospital where he rotated between medical and

surgical duties and lived with his wife in quarters on the grounds that
“were beautifully furnished with a grandfather clock, linens, silver
and so forth.” During that first year, though, Burney spent a month’s

furlough back in Indiana because he, like everyone else in the PHS,
was required to take thirty days of unpaid leave to relieve the federal

budget at the height of the Depression.10

Burney then spent five months at the PHS clinic in Hot Springs,
Arkansas learningabout venereal disease and its treatment, followed

by a year as the venereal disease specialistat the Hudson-Jay clinic in

New York, another as a medical officer at the Medical Center for Fed-
eral Prisoners in Springfield, Missouri, and then a reassignment to

Chicago. Typical for young officers, the frequency of these moves and
the type of assignments limited the usual comforts ofa settled life and
a familiar community. Service protocol—prescribed formalities be-

tween commissioned officers—helped ease the awkwardness of fre-

Although venereal disease remained a

difficult problem socially and medically,
the PHS collaborated with local health

departments in sponsoring testing and
treatment programs. The mobile clinic

(below) called a “bad blood wagon”
made the rounds of towns in the vicinity
ofBrunswick, Georgia. The project was

staffedby two local nurses and a young
PHS officer and future Surgeon Gen-

era/, Leroy Burney (left). Visiting on

this occasion was the then Surgeon Gen-

eral, Thomas Parran (right). The

woman (above) is reading a flyerpro-
moting blood testing. Urban campaigns
to control syphilis gained some measure

ofpopular support, as is demonstrated

by the crowd gathered inChicago
(opposite).
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quent resettlement for PHS personnel and their families. Newly as-

signed officers, for instance, as well as those departing were directed
to call on their superiorswho, in turn, were to provide them with hos-

pitality. Calling cards were to be left when families were not at home

with “p.p.c.” (pourprendre conge ... to say good-bye)marked on the
cards of those slated to leave. “Social calls, dances, dinner parties,
luncheons, teas andreceptions took the edge off all-too-grimreality,”
writes Susan Volkmar, the daughter and granddaughterof Service
Officers, “and made some semblance of ‘normal living’ possible. The

intricacies of protocol afforded some privacy to those thrown into

close association by the exigencies of work.” 11

Malaria continued to be an important
public health concern and was a particu-
lar hazard to people living in the rural

areas of the South (opposite above left).
During the Depression the PHS spon-
sored programs aimed at malaria control
that in later years included aerial spray-
ing of mosquito larvicides (opposite
below). PHS officer J.E. Dent (opposite
above right) uses “Paris green-lime” mix-

ture to spray water-filled tires that served

as a mosquito breeding ground in

Charleston, South Carolina.

Theeffects of the Depression on health added urgency to the
debate on the role of public health, yet the PHS was given
little new to work with during the Hoover administration.
With the election of Roosevelt in 1932 and the advent of

the New Deal, the PHS became part of the broad strategy to get the
national economy moving again. In collaboration with other agencies
of the new administration,programs were mounted for malaria con-

trol in the South, rat control in seaports, the sealing of abandoned

mines to prevent stream pollution and, presumably, to what must

have been Lumsden’s delight, the construction of $5 million worth of
rural privies. The Rocky Mountain Laboratoryproduced quantities of

spotted fever vaccine for the Civilian Conservation Corps. Between
October of 1935 and March of 1936, the PHS conducted a National

Health Survey designedto document the incidence of chronic disease
and disability in the population. The survey demonstrated the rela-

tionship between health and poverty, showing that disabling illness
was 57 percent higher and chronic illness 87 percent more prevalent
among families on relief than among those with adequate incomes. 12

It was, however, the Social Security Act of 1935 that would pro-
vide the PHS with the mandate to become an important, independ-
ent participant in the reconstruction of the country. That Act and,
indeed, the New Deal as a whole invited PHS involvement in the
medical and social fabric of the country in a more intense way than
ever before. Grants-in-aid to states, counties, and cities, the political
battles over national health insurance, and the measurement of the
health of communities were to become principal issues for the PHS.
These issues would all place stress on the older and less controversial
definition of the PHS that remained based in the Marine Hospitals.
As the politics of health graduallyand permanently climbed onto the
national agenda, the boundaries of the PHS would be the subject of
continued debate. Was the PHS simply the institutionalized heir of
the hygienic reform movement of earlier years, or was it the proxy
and, perhaps, future national departmentof health?
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Chapter Five
1936-1948 Calamity,

necessity, and

Opportunity

“I thinkwe have reached a stage in our

civilization when we must accept as a

major premise that citizens should have

an equal opportunity for health as an

inherent right with the right of liberty
and the pursuit of happiness."

Surgeon GeneralThomas Parran,
1937

The Depression was a calamity for the nation and, like the
war that followed, it called forth vast and unforeseen

changes in American social andpolitical life. Itspunishing
effects on all elements of the nation and the tenacity with

which it continued well into the 1930s created a political environ-

ment in which extremist ideas and personalitieson both the right and
left flourished. The New Deal as crafted by President Roosevelt and
his partisans aimed down the middle, offending radicals frequently
and business consistently, but avoiding the twin sirens ofcommunism

and fascism that beckoned persistently. It was the experiment, the

large-scale political and social improvisation—the Tennessee Valley
Authority, theCivilian Conservation Corps, the Works Progress Ad-
ministration—that characterized the New Deal more than adherence
to any specific ideology.

The Social Security Act of 1935 was a goodexampleofNew Deal

pragmatism. Although the law included three of the key elements of
social insurance—old age benefits, unemployment coverage, and
workers’ compensation—it did not include sickness insurance. Strate-

gic and vociferous oppositionby organizedmedicine as well as Depres-
sion-spurred support for the balance of the program prompted Roose-
velt to move ahead without health insurance. Even without these

provisions, the Social Security Act represented landmark health leg-
islation. Title V of the Act reestablished a program ofgrants to states

for maternal and child health services, administered by the Chil-
dren’s Bureau, breathing life back into the concept underlying the

Sheppard-Towner law, and initiated child welfare and crippled chil-
dren’s programs. Title VI was a springboard for the PHS. It provided
the Service with the funds and theauthority to build a system ofstate

and local health departments—anactivity it had been doing inform-

ally since Leslie Lumsden paid his visit to Yakima County in the
summer of 1911.

Itwas no accident that Title VI was well suited to the mission of
the PHS. The legislation had been proposed by members of the pres-
ident’s Science Advisory Board including the New York state health

commissioner, Dr. Thomas Parran. A commissioned officer and a for-
mer head of the Venereal Disease Division, Parran had been detailed

by the PHS to the state ofNew York in 1930 at the request of the gov-

ernor, Franklin Roosevelt. In the spring of 1936, at the end of

Surgeon General Cumming’s fourth term, President Roosevelt

The Cadet Nurse Corps was established

during the Second World War and

funded through the PHS in order to meet

the increased need for nurses caused by
the war. Recruiting posters such as this

one (opposite) glamorized the nurse and

appealedto young women’s feelings of
patriotism.
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rural medical cooperatives that helped to

pay the medical bills offarm families
hard pressed by the Depression.

Under the terms of the Social Security
Act passed in 1935, the PHS provided
funds and technical assistance to state

and local health departments to support

such community health activities as

visiting nurse programs (above). PHS

officers also worked with the Farm

Security Administration in setting up
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brought Parran back to Washington, appointing him Surgeon Gen-
eral. Parran’s view of public health was considerably broader than
that of his predecessors, having an activist quality to it that smacked
of the New Deal. “For a long time,” he had stated in 1934, “statesmen
have expressed the thought that the care of the public health is a pri-
maryresponsibilityofgovernment. . . . So far, however, the perform-
ance of such services is more theory than fact. Public health has not

been a major issue of our Government in the past.”1

Armed with the Social Security Act, Parran went to work mak-

ing public health a major issue ofgovernment throughout the country.
Title VI providedfor grants to states thatwere based on a formula that
included population, financial need, and the existence of special
health problems. It required state matching funds to stimulate the de-

velopmentofcomprehensive programs of state and local public health
services thatwould be aided by the federal government but run at the
state and local level. It also provided money to train public health
workers and to undertake research on public health problems. This
was Lumsden’s vision writ large. This was, at last, the formal and
funded opportunity for the PHS to serve as mentor, partner, and
counsellor to the health departmentsof the nation.

During the final months of 1936, the PHS received plans from

every state for the development of public health systems under the

provisions of the Social SecurityAct, and the program of state grants

began in earnest. PHS support for industrial hygiene and plague con-

trol was added to the malaria control, privy construction, and mine-

sealing activities alreadyunderway. The PHS made consultation ser-

vices available to local health departments in nutrition, dental hy-
giene, laboratory methods, and accounting, and the Division of Do-
mestic Quarantine that housed these programs eventually became
the Division of State Relations.

Venereal disease was an area of particular concern to Parran. In
1934, while he was still the New York State health commissioner, CBS
had cancelled his appearance on a scheduled national radio broadcast
because he refused to delete the word “syphilis” from his text, resulting
in a flurry of national print news stories that netted “syphilis” a great
deal of attention. His 1937 book, Shadow on theLand, treated sexually
transmitted diseases explicitly and thoroughly and contributed to a

growing atmosphere of scientific frankness in regard to venereal dis-
ease. The Lafayette-BulwinkleAct of 1938 provided the PHS with a

major appropriation to augment venereal disease control programs

through grants to state and local health departments. These control
efforts were revolutionized by the work of Dr. John Mahoney of the
Venereal Disease Research Laboratory at the Staten Island Marine

Hospital, who, in 1937, demonstrated the effectiveness of sulfa drugs
in treating gonorrhea, and six years later proved the utility ofpenicil-
lin in combatting syphilis.
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This drawing of a public health “tree”

(left) depicting the varied tasks of the

Public Health Service appearedin

Fortune magazine in 1941. Thomas

Parran (below), Surgeon General from
1936 to 1948, was an ardent publicist
for the public health causes of his time

—mostnotably venereal disease—and

an advocate of expandedresponsibilities
for the PHS inmedical care and

scientific research.

Although sickness insurance was not a part of the Social

Security program as enacted, the issue of medical care re-

mained alive for the country and for thePHS. Inwhat the

Saturday Evening Post called “a gigantic rehearsal for
health insurance,” the Service worked with the Farm Security Ad-

ministration in organizingrural medical cooperatives to help impov-
erished farm families obtain medical care.

2 On a policy level, the PHS
served with the Social Security Board, the Children’s Bureau, and
the Departments of Interior and Agriculture on the Interdepartmen-
tal Committee for Health and Welfare Activities which drafted rec-

ommendations for a “National Health Plan.” The plan called for sig-
nificant expansion of public health and maternal and child health
services as well as consideration of “a general medical care program
supported by taxes, insurance, or both.’” This report, based in large
part on the findings of the National Health Survey, led to a National
Health Conference convened in Washington in 1938 that was at-

tended by representatives of labor, farmers, and the health profes-
sions. The conference endorsed the InterdepartmentalCommittee’s
recommendations over the objections of the AMA.

In 1939, Senator Robert Wagner of New York introduced a bill
drawn from the conference recommendations that failed to pass but

reemerged in 1943 as the Wagner-Murray-Dingell Bill. In various

forms, this proposal served as the battleground for health insurance

proponents and opponents through the end of the 1940s when the



growth of voluntary health insurance and political conservatism fi-

nally combined to kill it. Although I. S. Falk was the principal archi-
tect of the National Health Plan on which the legislationwas based,
Joseph Mountin and PHS statistician George St. John Perrott, sup-
ported by Parran, had worked closely with him. Thus the continuing
debate on medical care put the AMA and the PHS at odds with one

another. Parran, for example, never served as the PHS delegateto the

AMA in contrast to his predecessor, Hugh Cumming, who had run

for its presidency. 4 Nonetheless, the conservatism of some within the

PHS, as well as its many connections with the medical profession,
placed the Service at odds with its allies in the government. “This was

a battle between Public Health and Social Security,” W. Palmer Dear-

ing recalled about the many interagency debates.

Public Health had to get along somehow with the physicians. But then we

were seen as the enemy by the go-go folks at the Children’s Bureau and Social Se-

curity. We were the enemy because we didn’t go for everything they wanted.’

The ongoing question of the allegiance of the PHS to the idea of
health insurance and the preemption of the issue by others in govern-
ment—particularly the “go-gofolks” at Social Security—would have

important effects on the PHS in later years when medical care for the

elderly and the poor became overriding public concerns.

In the short term, relations with the Social Security Board be-
came more important for the PHS. In 1939, Roosevelt did what poli-
ticians, Surgeons General, and health constituents of all persuasions
had argued about since the days of the National Board of Health. He

reorganized. Using the authority that allowed the president to rear-

range agencies in the absence ofspecific congressionaldisapproval,he

aligned the Public Health Service with the Civilian Conservation

Corps, the National Youth Administration, the Office of Education,
the United States Employment Service, and the Social Security
Board in the newly created Federal Security Agency (FSA). Subse-

quent additions to the FSA included the Food and Drug Administra-
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tion (FDA), St. Elizabeths Hospital and Freedmen’s Hospital, the
Children’s Bureau, and the National Office of Vital Statistics, round-

ing out what would become the Department of Health, Education,
and Welfare (HEW) in 1953. Although the design of the FSA had ele-
ments in common with the reorganizationalschemes of health advo-
cates of previous years, it constituted more of a reform ingovernmen-
tal housekeeping than it did a redefinition of the federal role in

health. The leadership, style, and work of the PHS was relativelyun-

affected by its new affiliation. 6

Medical research grew in stature and viability during
these years. Senator Joseph Ransdell had given birth to

an important new concept with the passage of the act

creating the NIH in 1930. Initially the new law meant

little more than a name changefor the old HygienicLaboratory, given
the scarcity of government funds and the traditional vision of Sur-

geon General Cumming and longtime laboratory director, George
McCoy. Parran and Lewis R. Thompson, the director of the Division
of Scientific Research, envisioned a greatlyexpandednational medi-
cal research program and saw the NIH at the center of it. Serendipity
helped them when, in 1935, Mr. and Mrs. Luke I. Wilson offered their

forty-five-acre estate in suburban Bethesda to the government and
Parran, drawing on his relationship with the president, argued suc-

cessfully that it should be designated as the new site of the NIH.
Parran, who grasped the enormous potential of the spacious campus
for the future growth of biomedical research, replaced McCoy with

Thompson as the NIH director in 1937, and oversaw the opening of
the first buildings at the new location in 1938.

By stages, the NIH had begun to shift the emphasis of its re-

search toward diseases thatwere less acute and often noninfectious in

nature. In part, this was the result of the success of previous work de-

fining and controlling the contagious ailments and, in part, it was due
to the growing prominence of illnesses such as cancer and heart dis-
ease in a population thatwas living longer. The National Cancer Act
of 1937, passed unanimouslyby the House and Senate, established the
National Cancer Institute (NCI) and inaugurated the categoricalap-

proach to NIH research where funds and facilities were dedicated to a

single disease. The legislation also providedfor a new and, in the eyes

of some, controversial experiment—anextramural grant program for
the support of cancer investigatorsat institutions other than theNIH.
In many ways, the National Cancer Institute foreshadowed the fu-

ture, initiating, as it did, not only the categorical approach and the
extramural system, but presaging the increasing emphasis on chronic
disease research that was to become the core of the powerful NIH

apparatus of later years.

“Mickey" (opposite right) solicited

soldiers near a training camp in the

southern United States during the

Second World War. As part of its

venereal disease control activities, the
PHS ran special camps to treat infected
prostitutes. Posters (opposite above and

below) played a prominent role in the

program to prevent venereal disease and

encourage its treatment.
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Oneof the most successful research adventures of the PHS
began not at the NIH but in Naples, Italy in 1901. John
Eager, a Marine Hospital Service physician assigned to

international quarantine duty in Naples reported an

odd finding to Surgeon General Walter Wyman. Numbers of emi'

grants who came from areas surrounding Naples had severelyblack'
ened teeth that were “apparentlystrong and serviceable.” His observa-
tion was published in Public Health Reports about the same time that
a young dentist named Frederick McKay reported a similar phenome-
non in Colorado Springs, Colorado. McKay persisted for the next

thirty years in his explorationof the syndrome ofstained and mottled
but otherwise healthyteeth thatoccurred in widely scattered commu-

nities around the United States.
McKay kindled the interest of Grover A. Kempf, director of

Child Hygiene Investigations for the PHS. In 1928, McKay and

Kempf visited Bauxite, Arkansas, a town owned by the Aluminum

Company of America in which virtually every child had stained
teeth. An analysisof the Bauxite water revealed a strikingly elevated
level of fluoride. The new National Institute of Health took on the
mottled teeth problem, appointing H. TrendleyDean as its first dental
research scientist. Dean, one of the originaldentists commissioned in

the PHS, was a ten-year veteran of the Marine Hospital system when
he joined the NIH staff in 1931 and set about a systematic analysisof
communities plagued by mottled teeth. In 1933, he concluded that el-
evated fluoride levels in the water supply caused discoloration of teeth
but also conferred protection against dental caries—tooth decay.

Dean assembled a team of appliedand basic scientists at the NIH
to investigate the epidemiologyof “endemic fluorosis” and the rela-

tionship of fluoride to human metabolism. If safe levels of fluoride
could be established, the possibility of eliminating dental caries—a

truly epidemic disease—lay before them. At the outset of the Second
World War, 400,000 potential recruits —morethan 10 percent of
those examined—were rejected because they lacked the six opposing
teeth the military required to “bite the cartridge.” Twice during the
war dental standards were lowered and military dentists conducted
massive programs ofdental restoration. Carious teeth werepart of the

American way of life.

By 1945, the dental research group had sufficient evidence on

dose and safety to attempt a community-wide trial of water fluorida-

tion. The city of Grand Rapids, Michigan volunteered to be the site

of the first population-basedexperiment, with the neighboringcity of

Muskegon serving as the comparison community. The fifteen-year
study involved annual dental exams for all the school children in

both towns. By 1950, the inhibition of tooth decay was so dramatic in

the Grand Rapids children that the PHS was able to pronounce fluo-

ridation to be safe and effective and the town of Muskegon aban-

With the active support of the Roosevelt
administration, PHS leaders shaped the
modern NIH in the 1930s and 1940s.
The President (below) dedicates the
administration building on the NIH’s

new Bethesda campus in 1940. The
wartime headquarters of the PHS can

be seen in the panoramic view of the

campus (opposite below, buildings at

right) taken from the tower of the
Bethesda Naval Hospital. The NIH

continued to study infectious diseases

(opposite above) but began to devote

increased resources to the investigation
ofchronic diseases as well.
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doned the experiment in favor of fluoridation. Meanwhile, Congress
acted in 1948 to establish the National Institute of Dental Research

(NIDR) at the NIH, making dental studies a permanent part of the

growing federal research enterprise. Trendley Dean became the new

institute’s first director. 7

With the approach of the Second World War, the pro-

grams of the PHS began to emphasize military prepar-
edness. A PHS officer was assigned to the office of the

surgeon in each of the nine Army Service Commands
and charged with overseeing food inspection, sewage disposal, and
venereal disease and tuberculosis control. The SurgeonGeneral went

to Great Britain to study wartime health problems and the manage-
ment of civil defense. When United States involvement in the war

began, five PHS medical officers stationed in the Philippines were

among the first prisoners taken by the Japanese. Two of these physi-
cians eventuallydied in captivity.

The degree of disruptionof civil and industrial life in the United
States that the war might cause was unknown, but the experience in

Great Britain suggested that it would be severe. In May of 1941, the

president established an Office of Civilian Defense and appointed
New York Mayor Fiorello LaGuardia as its director. LaGuardia chose

George Baehr, an internist who was a member of the New York State
Public Health Council, as his chief medical officer. In the belief that
the country should have “one national health service, and not two or

three competing,” Baehr, with Palmer Dearing as his deputy, devel-

oped the medical component of the Office of Civilian Defense within
the PHS, using reserve corps appointments to bring many senior peo-

ple into the Service? Medical and engineering officers were assigned
to Civilian Defense Regions to coordinate the developmentof state

emergency medical service plans and implement a nationwide system
of more than 300 casualty-receivinghospitals.

When, in November of 1941, the U.S. Coast Guard was milita-
rized, the PHS went to war as well. From 1941 to 1945, 663 medical,
dental, engineer, and nurse officers served with the Coast Guard,
many of them sustaining injuries and four of them losing their lives.
Coast Guard ships saw extensive action providing North Atlantic

convoy protection, troop support in the Mediterranean and Pacific,
and coastal patrols at home. The larger vessels were staffed by PHS

physicians who often worked under harrowing conditions patching
together the survivors of mine explosionsor torpedoattacks. The rec-

ords of the Coast Guard Cutter Comanche for February 3, 1943, for in-

stance, report PHS physician I. Ray Howard laboring “in an impro-
vised hospital ward on a tossing ship pursued by German submarines”

treating the survivors of the torpedoed transport ship, DorchesterC

During the Second World War, the PHS

continued to provide medical care to the

Coast Guard. PHS physician James
Todd (opposite), based on a Coast

Guard destroyerescort, uses a

boatswain’s chair to reach an injured
sailor on a merchantship in the

Mediterranean in 1943. Eight PHS

officers died in the line of duty during
the war. Among many other duties on

the home front, the PHS trained food
handlers in the sanitary preparation and

serving offood. “Four'fingeredAnnie”

(above) demonstrates how not to carry

clean glasses.
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Dr. Ralph Braund was the chief ofa PHS team staffing the U.S.S.

Bayfield during the D-Day invasion inJune of 1944. “We stayedoff the
coast from the 6th to the 26th,” he wrote to a PHS colleague,

acting as a hospital ship for those casualties brought from the beach and from

ships sunk in the area. The number we had aboard at one time varied as we sent

them back to England when theycould be moved. Our high was 312 on one day. For

sixty hours in one stretch the boys were on duty. I drankso much coffee that I was

having extra systoles every 4th or 5th beat. 10

The log of the Coast Guard Cutter Forsyth recorded that on May 15,
1945, PHS physician Ralph B. Samson performed a “major operation”
at sea on an American sailor who had been wounded by a pistol while

boarding a German U-boat. Samson, the log noted, was assisted by
the German U-boat doctor who volunteered to help save the Ameri-
can sailor’s life. 11

Numbers of PHS officers were detailed to the military services

during the war. Dr. Victor Haas led a team offifteen PHS physicians,
sanitary engineers, and pharmacists assigned to the Army in the
China-Burma-India theater of war. The unit was in charge of public
health for 150,000 workers building a railroad from China to Burma
between 1941 and 1943. A number of Service officers, including
Leonard Scheele, trained in military government at the University of

Virginia and were detailed to the Army in Europe. Scheele served in

Britain at Supreme Headquarters Allied ExpeditionaryForces before

assignments in North Africa, Italy, and Germany, moving forward
with the advancing armies and taking charge of public health in lib-
erated areas. The PHS provided large numbers of clinicians and pub-
lic health administrators to the United Nations Relief and Rehabilita-

tion Administration (UNRRA) to staff disease prevention and
medical care programs in refugee camps in Europe and the Middle
East. These assignments increased as the war wound down.

During the war, NIH research was slanted heavily toward studies
relevant to military concerns such as the developmentof synthetic
substitutes for opium and quinine. A crash program conducted in

close coordination with the Army and the Navy succeeded in produc-
ing a vaccine against endemic typhus. By the war’s end, the United
States had inoculated all of its troops, and several million doses were

distributed to civilians through UNRRA. 12 Hematologicresearchers

developed a pyrogenicity test after whole blood and plasma were

found to produce fever in some recipients. The current system of at-

taching an extra container to a unit of blood came about as a result of
the discovery that donated blood could be contaminated when sam-

ples were removed for testing purposes. 1 ’ By the latter part of the war,

the PHS working in conjunction with the Office of Scientific Re-
search and Development, had expanded its grants and contracts to

university researchers in what would become the NIH extramural

program of the postwar era.
14

The Cadet Nurse Corps had a profound
effect on the provision of wartime health

care and on the profession of nursing.
Established by a 1943 law and run by
the PHS, the Cadet Nurse Corps paid
for the education of85 percent of nurses

graduating between 1943 and 1946 and

provided funds to nursing schools to

upgrade their programs. Cadet nurses

appeared on fashion magazine covers,

billboards, and recruiting posters
(opposite above left) emphasizing the

glamor, patriotism, and benefits of the

program. Cadet nurses parade at

Adelphi College on Long Island during
the war (opposite below). Lucile Petry
Leone (opposite above right) headed the

Cadet Nurse Corps and later, as Chief
Nurse Officer of the PHS, became the

first woman to achieve the rank of
Assistant Surgeon General.
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Survivors of maritime accidents were often taken by the Coast Guard to PHS hospitals.

Maritime Roots—
The PHS and the
Coast Guard

When Congress created the Ma-

rine Hospital Service in 1798 and

placed it in the Treasury Department’s
Revenue Marine Division, it was the

beginning ofa 190-yearrelationship be-

tween the two agencies dedicated to

Americanmaritime life. The successors

of those programs todayare the United

States Public Health Service and the

United States Coast Guard.

Starting in 1799, sailors in the

United States Revenue Marine Service

were assessed dues of twenty cents per

month—as were American merchant

seamen—in return for which they were

eligible for services at marine hospitals.
Throughout the history of the Revenue

Marine Service—which was renamed

the Revenue-Cutter Service in 1863,
and merged with the Life-Saving Ser-

vice in 1915 to become the Coast

Guard—marine hospital benefits con-

tinued. Light-House Service personnel,
subsumed by the Coast Guard in 1938,
also received care, and by 1950, an av-

erage of 300 Coast Guardpatients were

being treated each day in PHS hospitals
and clinics. This coverage was provided
until the PHS hospital system was

closed in 1981.

Public Health Service involvement

with the Coast Guard has not been lim-

ited to clinical settings. During the

19th and early 20th century, Marine

Hospital Service officers maintained
medicine chests at each Life-Saving
Service station and beginning in 1920,
the PHS broadcast medical advice to

ships at sea in cooperation with the

Coast Guard. Additionally, PHS medi-

cal and dental officers have been as-

signed to the Coast Guard Academy to

provide clinical care since 1906 and
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Dr. David Herr performs surgery aboard the icebreaker Eastwind in 1961.

1925, respectively. Dental officers pro-

vided a special service during the late

1930s when two specially designed
mobile dental clinics travelled the

country offering services to Coast

Guardsmen working at isolated duty
stations. The program’s slogan was “Be

true to your teeth or they may be false
to you.”

Since the early days of the Service,
the PHS has gone to sea with the Coast

Guard, providing a medical presence

on ships such as the cutter Bear which

made annualexpeditions to the Arctic

between 1886and 1925. Public Health
Service officers served with the Coast

Guard in combat in the First World War

and in the shipping lanesof the Atlan-

tic, Mediterranean and Pacific during
the Second World War. Some 660 med-

ical, dental, nurse, and engineer offi-

cers were assigned to the Coast Guard
in the latter conflict, staffing ships on

submarine patrol and providing sup-

port for amphibious landings. Three

PHS officers were killed in action and,
for their work during the war, PHS per-

sonnel assigned to the Coast Guard

won five purple hearts and three bronze
stars.

Despite the closure of the marine

hospitals in 1981, the PHS continuesto

serve with the Coast Guard. Today,
there are 160 PHS officers on assign-
ment, including a senior physician who

serves as the Chief Medical Officer of

the Coast Guard and who holds the
rank of Assistant Surgeon General.

Public Health Service officers continue

to staff Coast Guard missions, partici-
pating at times in search and rescue ac-

tivities. In 1985, a PHS physician lost

his life in a helicopter crash near Ko-

diak Island, Alaska. Public Health Ser-

vice personnel serve at Coast Guard air

stations, bases, support centers, train-

ing facilities, and the Academy as well

as at sea, carrying on work begun by
their predecessors almost 200 years ago.

PHS dentist Willis Taylor examines an Alaska Native child in 1951.
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Ofall the changes in American society wrought by the
Second World War, few were as sweeping or as perma-
nent as the entrance of women into the work force. The
massive labor requirements of the war industries occur-

ring, as they did, at the very moment that much of the nation’s male

work force entered military service, left a void filled rapidly and effec-

tively by American women. Nursing presented a particular problem.
The chronic national shortage of nurses became much worse as the

war progressed, and the nursing needs of the military increased dras-

tically. Nursing faced stiff competition from industrial jobs whose sal-

aries lured both potential recruits as well as established nurses away
from the bedside and onto the factory floor.

In consultation with nursing and defense agency leadership, the
PHS determined that in 1943, 65,000 women, 10 percent of all high
school graduates that year, would need to be recruited into nursing
and that a new approach—initially called the “Victory Nurse

Corps”—should be tried. This innovative idea quickly gained back-

ers, and the Nurse Training Act of 1943 was passed, creating a $65
million program called the U.S. Cadet Nurse Corps.

Key to recruitment into the Cadet Nurse Corps was an identifi-
cation with the wareffort symbolizedby a smart uniform sporting the
PHS logo on the beret. Full-tuition scholarships for all participants
with a fifteen-dollar-a-month stipend and the promise of “an educa-
tion for life” provided incentive. Cadet nurses enrolled in approved
programs throughout the country, making a commitment to two years
of assigned service followingtheir training. The PHS, in turn, under-

wrote nursing schools through tuition and support payments, training
grants, and additional funds to build classrooms and dormitories.
Parran created the Division of Nurse Education to run the program
and appointed Lucile Petry Leone as its director—the first woman to

head a PHS division. The Cadet Nurse Corps was rapidly adoptedby
the nation, receiving $13 million of donated publicity and technical
assistance in its first year. A fashion show to choose the uniform was

held at the Waldorf-Astoria and Cadet Corps nurses appearedon bill-
boards and radio spots, newsreels, and magazine covers. The recruit-

ment target of 65,000 was easily exceeded for 1943 as were the goalsof
the subsequent two years.

With the war over, admission into the Cadet Nurse Corps was

terminated and by 1949 the last student had graduated. The program
had trained 124,000 nurses with 85 percent of the nursing schools in

the country participating. The impact of the Cadet Nurse Corps
spread far beyond its original mission of providing staff for hospital
wards. From the outset, the program recruited and trained black
nurses. Twenty-one black nursing schools participated, as did thirty-
eight schools with integrated classes, training a total of 3,000 black
nurses. The educational standards developed and enforced by the
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During the Second World War, assisted

by the introduction of DDT, the PHS

resumed its role keeping the areas

around military training camps free from
malaria (left). The program for Malaria

Control in War Areas (MCWA) was

based in Atlantaand worked closely
with state and local public health

departments. At the end of the war, the

MCWA became a permanent agency of
the PHS as the Communicable Disease

Centerand, subsequently, the Centers

for Disease Control. The movingforce
behind the MCWA and its conversion to

the CDC was Dr. Joseph Mountin

(above).
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PHS improvedand regularizednursing education, and scholastic and
construction grants to nursing schools enabled many of them to

emerge from the shadows of the hospitals that previously had been
their sole sponsors. The profession of nursing established itself as a

strong and permanent presence within the PHS with Lucile Petry
Leone becoming the first nurse and the first woman to achieve the
rank of Assistant Surgeon General (the equivalentof Rear Admiral)
in 1949. Her appointmentmade her the first woman in the uniformed
services of the United States to achieve flag rank. 15

The war years had an enormous impact on the PHS. Not
only did the war require expansionof its programs and per-
sonnel, but the PHS Act of 1944 effected organizational
changes that the Service had long sought. The law broad-

ened the Commissioned Corps, authorizing the commissioning of

nurses, scientists, dieticians, physical therapists, and sanitarians. The

sanitarian category was later divided into health service officers and
sanitarians. Veterinarians subsequently became eligible for commis-

sions as well. During the war, John Eason was commissioned as the

Service’s first black officer. A Howard-trained bacteriologist, Eason’s
initial assignment to Baltimore had to be cancelled because the
health department there refused to accept a black officer in uniform.
He served with the state health department in Kentucky instead. 16

The 1944 Act also specified a new organizationfor the PHS. The
Office of the Surgeon General and three “bureaus”—State Services,
Medical Services, and the NIH—were required by the law and served
as the administrative structure for the activities of the PHS for the en-

suing twenty years. From 1940to 1945, the PHS as a whole doubled in

size to 16,000 while the Commissioned Corps quadrupled its numbers
from 625 officers to 2,600. Moreover, PHS wartime growth proved to

be permanent, with little attrition in the total size of the Service oc-

curring as the nation demobilized. The Commissioned Corps that

emerged from the war was a different organizationfrom the one that
had previously existed. Two-thirds of its officers were in the reserve

corps, one-half were non-physicians and almost one-quarter were

women. While there would be fluctuations in these balances in future

years, the small, predominantly male, career, doctor brigade of the

past was gone forever. Federal public health had a new identityand a

new standing in postwar America.
The involvement of the PHS with global public health during

the war, as well as the developmentof the United Nations in the post-
war period, led to a variety of international activities. The Surgeon
General formed an Office of International Health Relations which
worked extensivelywith Liberia, Greece, and Iran over the following
years to develop public health systems in those nations. Working un-
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Building rat traps (above), trapping the

rats, and dusting the rat runs with DDT

were the essence of typhus control. This

work was assigned to the MCWA late in

the war as was responsibility for research

on flea' and flyTorne diseases and

tropical parasites, paving the way for the

transformation of the MCWA into the

CDC in 1946.
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der the auspices of the Economic and Social Council of the United
Nations, the International Health Conference that convened inNew
York in June, 1946 elected Parran its president and proceeded to draft
a constitution for a World Health Organization. It took two years of
diplomacy by Parran to reach agreement among participating coun-

tries and with existing international health groups. The Pan Ameri-
can Sanitary Bureau, headed by former Surgeon General Hugh Cum-

ming, was particularlyreluctant to forego its independencein favor of
the globalorganization. At length accord was reached and on April 7,
1948, the World Health Organization was born.

The PHS’s largest institutional legacy from the Second World
War started quietly in Atlanta. Malaria in the southern United States
continued to pose a problem for the war effort due to the concentra-

tion of military facilities in the area. In 1942, the PHS began a cam-

paign, using larvicide and swamp drainage, aimed at controlling
malaria throughout the South and in the Caribbean. The effort was

called the Malaria Control inWar Areas (MCWA) program. By 1943,
the Atlanta-based initiative employed 4,300 people including 300
commissioned officers, many of whom were engineers and sanitari-

ans. The MCWA took on typhus control and staged training courses

in tropical diseases in anticipation of servicemen returning with ill-
nesses unfamiliar to American clinicians. By its nature, much of this
work involved collaborative activities with state and local health

departmentsfor whom the MCWA began to serve as a regular consul-
tant.

It was Joseph Mountin’s vision that the MCWA should have a

life beyond the war. As director of the Bureau ofState Services, he su-

pervised the Atlanta program and saw its potential as a permanent
asset to national public health, monitoring infectious disease prob-
lems, providing education and support to local health units, and en-

gaging in field research that was less suited to the laboratory-oriented
NIH. This latter point was a delicate one inasmuch as the NIH was

the PHS’s designated research institution; yet its increased focus on

basic science and chronic disease and its growing reliance on labora-

tory-based technology had left a void in the PHS. After much debate
on names, Mountinand MCWA director, Mark Hollis, proposed that

the MCWA be designated as the Communicable Disease Center

(CDC), persuadedParran and NIH Director Rolla E. Dyer of the wis-

dom of this idea, and obtained congressional consent. On July 1,
1946, the MCWA became the CDC with Hollis as its first director. 17

Two pieces of legislation that had been debated during the war

years but had to await the peace for enactment were passed in 1946.
The first was the Hill-Burton Act. Although the postwar Congress
could not reach consensus on the financing of medical care, it did

agree on a large federal incentive program for the buildingof hospi-
tals—the Hospital Survey and Construction Act of 1946. Funded by

The increase in internationalair travel

increased concern about the rapid spread
of epidemic disease and, particularly, the

possibility of importing yellow fever from
South America. The PHS inspected
planes (opposite below right), sprayed the

cabins of aircraft (opposite above) with

insecticide, and examined passengers on

arrival (opposite below left).



126

PHS in response to state plans, Hill-Burton guaranteedPHS involve-
ment in hospital construction andpolicy for many years in the future.

Between 1947 and 1971, the $3.7 billion disbursed under the program
paid for 10 percent of all hospital construction in the United States
and was matched by $9.1 billion in state funds. 18

The second key bill of 1946 was largely the work of Robert Felix,
a PHS psychiatrist trained by Treadwayand Kolb, who had been the
chief of the Mental Hygiene Division since 1944. Felix wanted to

move toward a national mental health program, founded on research
andbuilt on a base of community care. To achieve this, he reasoned,
an expanded program of training for mental health professionals
would have to be developed. The National Mental Health Act of
1946, in fact, authorized research, training, and aid to states for ser-

vices but it passed without an appropriation. Not wanting to lose the
momentum behind the Act, Felix raised $15,000 from a private foun-
dation to hold the first meeting of the Mental Health Advisory Board
called for in the legislation. In 1948, Congress appropriatedmoney for
the law and in 1949 the National Institute ofMental Health (NIMH)
opened for business at the NIH with Felix as its director.

The years of the 1930s and the 1940s were ones of calamity
and necessity for the United States. The Depression and
the Second World War were calamities that affected virtu-

ally the entire society and made solutions politically and

socially feasible that might not have been possible under less adverse
conditions. In the domain of the PHS, the Social Security Act with
all of its ramifications, the Cadet Nurse Corps and its legacy for
American nursing, the MCWA and its evolution into the CDC, and
even the World Health Organization, were the products of necessity.
The PHS under Parran’s leadership successfully converted adversity
into opportunityand significantly increased the role of federal public
health in the life of the nation.

By 1948, however, the Depression and the war were history. The
vision of a national health system shared by Parran and other public
health progressives had not been realized, and though the PHS had

grown significantly in size, it was still not a national health depart-
ment. The Marine Hospitals remained the largest employer within
the PHS but their very existence would soon be questionedby a com-

mission chaired by former President Hoover—the first of many such

challenges to the hospitals. Roosevelt, Parran’s friend and mentor,
had died in 1945 and relations between Parran and his immediate
boss, the FSA administrator Oscar Ewing, were not good. In April of
1948, Truman declined to reappoint Parran to a fourth term as Sur-

geon General, bringing to a close both an epoch in the history of the
Public Health Service and an extraordinaryPHS career.

Teeth that were black and mottled but

had no caries (opposite above left) were

the result of elevated naturalfluoride in

drinking water. This phenomenon led
NIH dental scientist Dr. H. Trendley
Dean (above foreground) to the use of
water fluoridation to prevent caries, a

proposition first tested on a large scale in

Grand Rapids, Michigan (telegram
opposite above) in 1944. School children

in Grand Rapids provide saliva samples
(opposite below) as part of that city’s
water fluoridation project.
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Chapter Six
1949-1960

The

Coming
of HEW

“Our work was essentially technical. . . .”

Surgeon General Leonard Scheele On the surface, the years between 1949 and 1960 were

quiescent ones for the PHS. The social activism of the
New Deal and the governmentalpragmatism of the war

were in the past and the titanic struggles over the medi-

cal care of the elderly and the poor were yet to come. Yet the expan-
sion of the Public Health Service in the 1950s was real, with annual

appropriations quadrupling to $840 million by the end of the Eisen-
hower administration. Substantial budget increases and the addition
of new institutes to the NIH led this trend, but the programs of the
PHS as a whole continued to grow both by expansionand acquisition.
Simultaneously, a subtle transition was taking place in which politics
was exerting an ever stronger influence on the domain of federal pub-
lic health and the corps ofcareer officers who managedit. While little
would change initially, the Eisenhower administration’s replacement
of the FSA with the Departmentof Health, Education, and Welfare
would be a bureaucratic transformation that contained the elements
of a radical redefinition of the Public Health Service.

President Truman’s choice to replace Surgeon General Parran
was Dr. Leonard Scheele, the director of the National Cancer Insti-
tute. If Parran’s strong suit was public health practice, Scheele’s was

medical research, and his appointment reflected the growing promi-
nence of research in the domain of public health. Scheele began his
PHS career as an intern at the Chicago Marine Hospital in 1933,
worked in foreign quarantine, and as the health officer of Queen
Anne’s County, Maryland. Joseph Mountin selected Scheele in 1936
and sent him to Memorial Hospital inNew York to be trained in can-

cer research, after which he was assigned to the NCI. Following Sec-
ond World War service in Europe, Scheele returned to the NCI, first
as its assistant director and then, in 1947, as its director.

Scheele brought to the jobvocational and political perspectives
well suited to the times. Aided by the philanthropist team of Albert
and Mary Lasker as well as Senator Lister Hill and Representative
John Fogarty, the rate ofgrowth of theNIH began a spectacular climb

in the late 1940s. Within Scheele’s first year in office, two new insti-

tutes were signed into law (the National Heart Institute and the Na-
tional Institute of Dental Research), the NIH name was made plural
(the National Institutes of Health), and $40 million was appropriated
to build a research hospital on the campus to be called the Clinical
Center. Four more institutes would be added and the NIH budget

Infantile paralysis, or poliomyelitis, was

a dreaded summertime epidemic which

struck several thousand of the nation’s

children (opposite) every year in the

1940s and 1950s. The PHS helped to

organize the clinical trials of the vaccines

that brought polio under control.
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would grow from $37 million to almost $100 million during the seven

years of Scheele’s tenure. 1
His politicswere strikingly different from those of his predecessor

who was clearly Democratic in affiliation and activist in style. “My
politics didn’t get me the job because they couldn’t tell my politics,”
Scheele commented in retrospect. “As a matter of fact, I, like most

people in the Public Health Service in those days, only voted in na-

tional elections.” 2 Scheele chose not to get involved in the last chapter
of the Murray-Wagner-Dingell debate, which occurred around the
National Health Assembly held in May of 1948, at which time the

Truman administration struggled to gain an endorsement for national
health insurance and the AMA fought hard against “state medicine.”
Federal Security Agency Administrator Oscar Ewing asked Scheele to

go on television with him to debate with the AMA. Scheele refused

stating, “The minute I do that I’m finished as a professionalofficer for

you, and you want the Surgeon General’s job to stay a professional
officer’s job, so I think you’ve got to find somebody else.’” Ewing
accepted Scheele’s refusal.

The coming of the Korean War and the rise of Senator Joseph
McCarthy contributed to the increasingly conservative political cli-

mate of the country. National health insurance was dead, the AMA

redoubled its campaign against “socialized medicine” and the reper-
cussions of McCarthyism reached the PHS with loyalty investiga-
tions, dismissals, and instances ofpolitical interference with extramu-

ral grants.
4 Through the battles over health insurance, organized

medicine had served notice on the PHS thatmedical care was the do-

main ofprivate medicine. This political environment, combined with

the traditionalist roots of many Service officers and the clearly articu-

lated philosophy of the Surgeon General that speaking out on matters

ofhealth insurance would be “nonprofessional,” limited therole of the

PHS in regard to medical care policy. Medical research, on the other

hand, was a promising and politically neutral domain ofgovernmen-
tal activity and it grew accordingly.

Before the introduction of the Salk and

Sabin vaccines against polio in the

1950s, the iron lung (opposite above) and

children inbraces (opposite below) were

common phenomena. Dr. Leonard

Scheele served as Surgeon General from
1948 to 1956 and participated in the
decisions concerning the first large-scale
polio vaccination campaign in 1955. He

is pictured above (left) with the PHS

Chief Nurse Officer Lucile Petry Leone

(right) and a visiting French nurse

(center).

Onassuming office in 1953, President Eisenhower moved

quickly to elevate the FSA to cabinet status as the De-

partment of Health, Education, and Welfare, a move

previouslyopposedby Republicansbut one that the new

president thought to be timely. In order to avoid controversy since he

was reorganizing by executive authority rather than by legislative
mandate, no substantial changes were made in the structure of the

FSA. The Surgeon General would report to the new secretary who
was OvetaCulp Hobby, a Democrat, an old friend of President Eisen-
hower, and the onlywoman in the cabinet. Since no laws wererewrit-

ten, all of the authorities of the SurgeonGeneral remained intact and



132

For many years, the PHS participated
informally in the provision of health care

to American Indians and Alaska

Natives. Dr. Ralph Carr (above)
examineschildren while ashore from a

Coast Guard cutter in Ketchikan,
Alaska in 1941. In 1954 Congress
formally transferred care of Native

Americansfrom the Bureau of Indian

Affairs to the Indian Health Service.
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were not transferred to the secretary—apoint thatwould cause prob'
lems for later secretaries.

In deference to the AMA’s stated desire to have a designated
physician high in the ranks of the new department, Hobby created a

staff positioncalled “SpecialAssistant to the Secretary for Health and

Medical Affairs.” In the early years of HEW, this was a relatively un-

important post with the Surgeon General, a career officer and the le-

gallyspecified executor of the public health duties of the department,
remaining as the line managerwith authority over the PHS. The Spe-
cial Assistant position, however, held the germ ofa new concept—the

political management of federal public health. The individuals filling
the Special Assistant role who were, of course, political appointees,
became increasingly important players within the department and,
by the early 1960s, the relative merits of politically appointed versus

career leadershipof the PHS became a topicaland, ultimately, critical

issue. 5

The relationship between scientific practice and politics was put
to an early and tough test in the new department in the events that
surrounded the introduction of Salk polio vaccine in the spring of
1955. Polio was a widely and properlyfeared disease in the early 1950s
with thousands of paralytic cases occurring annually. The news of a

vaccine developedby Jonas Salk, backed by the National Foundation
for Infantile Paralysis (popularly known as the March of Dimes),
which was the subject of a massive clinical trial in early 1954, was

closely followed by the press and the public. Despite the concern of
some scientists that the agent was being rushed into use because of

public pressure and without adequate testing, the NIH and Scheele
endorsed the vaccine based on their analysesof the clinical trial data
and, on April 12, 1955, Secretary Hobby issued licenses to six phar-
maceutical companies to begin distribution.

Two weeks later, cases of polio in newly vaccinated children

began to be reported from various parts of the country, turning the ex-

citement of the nation to alarm, and putting the departmentand the

PHS at the center of a fierce scientific and political controversy as to

the cause of the problem and whether to halt the vaccination cam-

paign or not. On May 7th, Scheele issued a statement urging the post-

ponement of all polio vaccination activities while the vaccine was

reexamined. Within a short period, vaccine produced by Cutter Lab-

oratories was identified as the principal source of the iatrogenicpolio.
Seventy-onecases ofparalyticpolio had occurred and eleven children
died. 6

The political fallout of “the Cutter incident” was significant,
with the press and the Congress directing criticism at HEW. Accord-

ing to Scheele, the secretary took the brunt of the rebukes. “During
the vaccine period she (Hobby) was very heavily attacked. I as an

M.D. and a public health person by and large was not attacked.
. . .
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Mrs. Hobby had signed the approvalof the vaccine, so she was equally
involved in thatprocess. Shecouldn’t say, ‘Well, I didn’t do it.’ So she
was attacked politically and otherwise.”7 Although some dispute the
reasons for their departures, Hobby and her Special Assistant for
Health and Medical Affairs both resigned within the next two

months, apparently as a result of the Cutter incident. If the careers of

political appointeeswere goingto ride on the work ofa career service,
the PHS, would there not soon be the demand that its leadership be

political as well?

In 1955, the PHS became doctor to the Indians ofAmerica. The
federal government, infact, had been involved with the health
of Indians since 1802 when Army doctors inoculated tribes
around military camps in the West during smallpox epidemics.

With the transfer of the Bureau of Indian Affairs (BIA) from the War

Department to the Department of the Interior in 1849, there were

sporadic efforts to hire physicians and provide preventive care to

Indian populations. By 1926, a more organized BIA began to call on

the PHS to provide physicians as consultants and health program ad-
ministrators and, following a 1936 survey by Service officers Joseph
Mountin and J.G. Townsend, an unsuccessful attempt was made to

transfer Indian health care to the PHS.

By all standards, the patchwork of services provided to the Indi-
ans by the BIA was poor. In 1949, for example, the BIA employed
ninety-sixfull time physicians to staff eighty-onehospitalsfor 500,000
Indians. Infant mortality among Indians was more than double that
of the generalpopulation and life expectancy was a decade less than
the rest of the nation. Tuberculosis was rampant with 10 percent of
Alaska Natives examined for military service during the Second
World War having active tuberculosis. This latter fact stimulated the
National Tuberculosis Association to begin a campaign in 1949 that
included the AMA, the American Public Health Association, and
the Association of State and Territorial Health Officials to put the
PHS in charge of Indian health care. The belief was that since health
was but one concern among many at the BIA, the agency would never

be able to retain competent physicians or run a quality health care sys-

tem. These arguments were backed by the senior PHS officers as-

signed to the BIAfrom 1948 to 1955, Drs. Fred Foard and Ray Shaw,
the latter of whom complainedbitterly about the tuberculosis funds
for the Gallup, New Mexico area being converted into a warehouse
and a community center. “If real progress was to be made,” he
claimed, “the (Indian) health program had to be controlled by health

people who would make the decisions, make the allocations, do the

recruitment, promotion of support services of all kinds and, quite
frankly, the sooner we got out of the BIA, the better.”"

Intensive efforts to bring down the high
rates of tuberculosis (above) and infant
mortality were notable early successes of
the IHS. The mobility of the

Commissioned Corps contributed to the

ability of the Service to provide care

where it was most needed. A PHS

physician (opposite) makes a house call

on the floor of the GrandCanyon.
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Ford’s Theater, site of the Library of the Army Surgeon General from 1866 to 1887

(NLM) Act of 1956 transferred the in-

stitution from the Armed Forces to the

PHS, established a Board of Regents for

it, and authorized the construction of a

new facility. Rogers oversaw the open-
ing of the new library building in 1962

op the campus of theNIH in Bethesda,
Maryland, and began to explore the
use of computerized systems to sort and

arrange the library’s citations. In 1964,
during the directorship of Dr. Martin

Cummings, the NLM implemented the
Medical Literature Analysis and
Retrieval System (MEDLARS), a com-

puterized system to organize and

disseminate references to the medical

literature. The addition in 1968of a re-

search and development capability—-
the Lister Hill National Center for Bio-

medical Communications—helped
transform the NLM into a center for in-

formation science. In the following
years, MEDLARS spawned a variety of

more specialized, electronic data bases

(including one with the clever name of

“Grateful Med”) which now permit
nearly twelve million references to be

searched by personal computer from

anywhere in the United States.

Serving as the core of a system of 7
regional, 125 medical school, and

4,000 health science libraries across the

nation, today’s NLM is a participant in

the global project to map the human

genome and a leader in the physical
preservation of biomedical literature.

“Medical informatics”—the science of
biomedical information management
and transfer—is at the heart of the

NLM’s current programs. Dr. Donald
Lindberg, library director since 1984,
has emphasized the exploration of new

forms of electronic knowledge manage-

ment through the use of artificial intel-

ligence, videodiscs, a unified medical

language system, and advanced bio-

technology data bases. John Shaw Bill-

ings would be pleased with what has be-
come of his library.

Medical Knowledge
—Past and Future
The National Library
of Medicine

1865, the theater was closed as a place
of entertainment and became the

home of the Army Medical Museum

and the Library of the Surgeon Gener-

al’s Office. By 1875, Billings’ labors had
resulted in the acquisition of 75 percent
of the medical journals of the time and

he embarked on a new enterprise—the
cataloguing of the medical literature.
His Index-Catalogueprovided informa-

tion about the library’s holdings while
his monthly Index Medicus—which is

still published today—was a timely
guide to recent publications. These bib-

liographic tools made the medical liter-

ature far more accessible than it had
ever been. Billings next obtained funds
for better quarters from Congress,
opening a new building on the Mall in

1887 that was known affectionately as

“The Old Red Brick.”

Billings retired in 1895 and the li-

brary endured a period of relative stag-
nation until after the Second World
War when the demand for medical in-

formation increased. In 1949, Dr.

Frank Rogers became director and the
library began a period of major change.
The National Library of Medicine

The largest medical library in the

world, the National Library of

Medicine, is part of the Public Health
Service. Although books were col-
lected earlier, the formal library dates

from 1836 when the office of the Sur-

geon General of the Army began to

purchase medical volumes. By the end

of the Civil War, the collection had

grown to 2,000 books and was put in

the care of John Shaw Billings—an ex-

traordinary young Army physician
whose early work included a critical

evaluation of the marine hospitals that

led to the formation of the Marine Hos-

pital Service in 1870. Billings decided

that the library should be as complete
as possible and, to that end, he began
to collect both new and old biomedical

publications.
After President Abraham Lincoln

was assassinated in Ford’s Theater in



The main reading room in the “Old Red Brick,” home of the Library from 1887 to 1962.

The National Library of Medicine in Bethesda, Maryland opened in 1962.

NLM’s computer center in the 1960s.



Dr. Leroy Burney (opposite) devoted
considerable attention to environmental

matters during his tenure as Surgeon
General from 1956 to 1961. As part of
the environmental activities of the PHS,
radiation and its biological effects were

studied (right) and in 1957 a Division of
Radiation Health was established. With

the mushroom cloud behind them
(above), stafffrom the PHS and the

military measure radiation levels during
atmospheric weapons testing in the
central Pacific in 1962. Pictured (left to

right) are Lt. Joseph Hans, PHS; Maj.
Knipp, USA; Capt. Henry Rechen,
PHS; and Yeoman King USN.
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That, simply, was the intent of the Transfer Act of 1954 which

proposed moving all Indian health programs and responsibilitiesfrom
the BIA to a new Division of Indian Health in the PHS. The legisla-
tion was opposed by the Bureau of the Budget who thought it would
cost more, some Oklahoma tribes who thought they would get less,
and HEW, which argued that the move would not solve and might
even aggravate Indian health problems. Nonetheless, the forces be-

hind the move prevailed and on July 1, 1955, the Indian Health Ser-
vice (IHS) came into being. On that date, the PHS inherited from the

BIA 2,500 staff, 48 hospitals, 13 school infirmaries and the responsi-
bility for 472,000 Indians and 35,000 Alaska Natives. Shaw became
the IHS director, stating that his first two program goals were “to do

things with people rather than to them . . . (and) to bring tuberculo-

sis under control.” 4

Congress supported the Indian Health Service from the outset.

The 1955 appropriation of $36 million was double that of the year
before and support continued to grow annually thereafter. The 1957
Indian Health Facilities Act and the 1959 Indian Sanitation Facilities
Construction Act initiated large-scalecampaigns of hospitalbuilding
and the construction of water supply and waste disposal systems in

Indian communities and homes. The IHS ran orientation programs
for its employees that emphasized cross-cultural cooperation and

taught the jointpractice ofpublic health and medical care. To set the
tone of the IHS, Shaw was fond of quoting the Chinese proverb, “Tell

me, I’ll forget; show me, I may remember; but involve me and I’ll un-

derstand.” By 1960, the infant mortality rate had declined by almost
25 percent and the death rate from tuberculosis by almost 50 percent.
The premise of who had argued for the Transfer Act—that the
PHS could improve the health of Indians—was borne out.

TheCDC’s Epidemic Intelligence Service (EIS), established
in 1951, signalled much about the future of the Atlanta-
based agency as a national and global resource for applied
public health. Alexander Langmuir, a physician trained in

Wade Hampton Frost’s department at Johns Hopkins, joined the
CDC staff in 1949 for the purpose of developingan epidemiologydi-

vision. His interest in epidemiological detective work (“shoe leather

epidemiology,”as it came to be called) gainedsupport due, in part, to

the growingconcern with biologicalwarfare at the time of theKorean
War. It was Joseph Mountin, himself, who suggested to Langmuir the
name “Epidemic IntelligenceService” during discussions about the re-

cruitment and training of a team of epidemiologists prepared to deal

with infectious disease emergencies.
Langmuir had a much broader concept in mind than a biological

warfare surveillance unit. In July of 1951, twenty-three recruits ar-
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rived in Atlanta to begin a six-week epidemiologicalcrash course run

by Langmuir and taught by borrowed Hopkins faculty members. Ac-

cording to William Stewart, a member of the first EIS class and a fu-
ture Surgeon General, Langmuir’s “basic idea (was) that you develop
a corps for the United States who had enoughknowledge about epide-
miology and statistics to go out and investigate epidemics. He also
wanted to have them stationed somewhere else, such as in the states.

I ended up at the Thomasville, Georgia, field station investigating
diarrheal diseases.” 10 Although the class size has more than tripled in

the years since, the basic formula of short, intensive training at the

GDC, followed by assignments to operatingpublic health units of the
PHS, to state or municipal government, has remained unaltered to

the present. Epidemic Intelligence Service assignees are on perma-
nent call and are dispatched quickly by the GDC to disease outbreak
sites. “State health officers were astounded to find bright, young,

responsive epidemiologistsin their offices the next morning, or even

sometimes the same day that they called,” reported Langmuir of his

program. “Each epidemic aid call was an adventure and a training
experience, even the false alarms.”11 Over the years, the alumni of the
EIS have staffed not only the CDC but also health departmentsand

academic infectious disease departments throughout the country.
The growth of the EIS was but one aspect of CDC’s overall ex-

pansion during the 1950s. Amidst protests from longtimeworkers, the

PHS’ Venereal Disease Division moved to Atlanta from Washington
in 1957 followed by the Tuberculosis Division in 1960. The former

broughtwith it a new and important category ofPHS worker, the pub-
lic health advisor. Hired first in 1948 on an experimental basis that

proved extremely successful, these workers were college graduates
without professional credentials, trained to do venereal disease inter-

views and contact tracing. As a group, they became versatile CDC
workers, staffing not only the venereal disease program but also the

immunization program and, eventually, the administration of the
CDC itself. In the summer of 1960, the CDC moved into newly built

and much-expanded quarters in Atlanta on Clifton Road adjacent to

Emory University. Langmuir’s continued consolidation of an epidemi-
ological power center was aided by the CDC’s acquisition in 1961 of

the historic but lifeless Morbidity and Mortality Weekly Report, to be
revitalized by the EpidemiologyBranch as a popular and much-cited
national publication.

A noxious smog killed 120 people and
made 6,000 ill in the steel town of
Donora, Pennsylvania, in 1948. The
PHS fielded a 25-man team to

investigate. PHS engineer George
Clayton (above) prepares an air quality
measuring device on a hill overlooking a

smog'shrouded valley at Donora.

Clayton and chemist Harold Paulus

(left) set up equipment to test air quality
near the zinc plant suspected of causing
the smog.

In August of 1956, Scheele retired and was replaced by Leroy
Burney, a twenty-four-year veteran of the Service who began
his career as a Marine Hospital intern—the last of the Surgeons
General to do so. Burney had done rural venereal disease work

in the South in the 1930s, worked abroad for the War ShippingAd-
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ministration, and served on detail from the PHS as the state health
commissioner of Indiana from 1945 to 1954. In addition to continued

growth occurring in majorareas of the PHS, his tenure was marked by
challenges developing in two important, traditional areas of PHS

activity—environmentalhealth and the Marine Hospitals.
Although the term “environmental health” had been used be-

fore the 1950s, it was only during this decade that the full breadth of
the damagethat man could do to the environment was understood by
scientists, politicians and, ultimately, the public. Studies of water

quality, dating from the PHS Act of 1912, and the subsequent work of
the Stream Pollution InvestigationsStation at Cincinnati focused on

fecal contamination of water supplies. Surgeon General Parran, fond

of remarking that “flushing a toilet does not end the problem of the

proper disposal of wastes,” lobbied hard for the first comprehensive
Water Pollution Control Act that passed in 1948. As a result of the

1948 law, the PHS’s chief engineer and former CDC director, Mark

Hollis, set to work with Joseph Mountin planninga new environmen-

tal health installation to replace the aging Cincinnati laboratory.
This facility opened in 1954 as the Robert A. Taft Sanitary Engineer-
ing Center.

By the middle of the decade, growing evidence of chemicals in

the water supply, rapidly deterioratingurban air quality, and the accu-

mulatingevidence of radiation in the atmospherefrom nuclear weap-
ons testing combined to focus attention on the environment in an ex-

panded and urgent fashion. Surgeon General Burney made a number

of moves in response to these developments. He appointed a National

Advisory Committee on Radiation and followed its recommenda-

tions by creating a Division of RadiologicalHealth to unify radiation-
related PHS activities. He recruited the interest of the powerful Con-

gressman, John Fogarty, who, as late as 1957, told Burney thathe did
not know what the term “environmental health” meant. Burney re-

calls taking him to dinner atFort McNair to explain and coming away
with the invitation “to put (some language) in the appropriations
hearings.” 12 That discussion led to Fogarty’s permanent interest in the
environmentand to the appointment—thanksto “the language”—of

a committee of experts to advise the PHS and the Congress on envi-

ronmental matters.

The PHS, nonetheless, had difficulty in satisfying the expecta-
tions of the developingenvironmental lobby. As early as 1954, cuts in

the water pollution control budget elicited criticism of the PHS from

groups concerned with the environment. By the 1960 presidential
campaign, serious proposals were pending in Congress that would re-

move water pollutioncontrol from the PHS on the grounds that it in-

volved conservation and wildlife concerns as well as sewage treat-

ment.
15 Burney, himself, noted that there was an important

difference between the PHS’ familiar ground of fighting infectious

The PHS hospitals and clinics continued

to provide care for members of the

merchant marine, the Coast Guard,
and the military. A Coast Guard

helicopter delivers victims of a collision

in New York harbor to the Staten Island

Hospital (opposite above). Physical
therapy was an important component of
the hospitals’ program. A patient
receives a “Scotch douche” (opposite
below right), a hydrotherapy treatment

for back spasms, while another (above)
learns to walk again. A pharmacist
(opposite below left) prepares an

intravenous solution at the NIH Clinical

Center, the research hospital opened on

the Bethesda campus in 1953.
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disease and the newer role of defending the environment. “When we

are dealingwith the possible harmful effects of the byproducts of in-

dustry and the wastes of nuclear technology, our goal is not conquest
but containment.” 14 Because “containment” was a less precise concept
than “conquest” and, therefore, subject to greater contention, the
domain of environmental protection was destined to become steadily
more political even as the tools of environmental science improved.

Toward the end of the decade, medical care reemerged as an im-

portant national policy issue. Older Americans, in particular, who
had not benefitted from the vast movement toward job-related, vol-

untary health insurance, were vociferous about their need for govern-
ment assistance. The Social Security Administration, however, and
not the PHS was the principalHEW agency involved in these debates.
The PHS was struggling with new challenges to its own hospital sys-
tem. Scrutiny of the Marine Hospitals began with a 1949 report to

Congress by a commission chaired by Herbert Hoover that recom-

mended folding all government health care into a “United Medical
Administration.” Although this proposal never went far, it did inau-

gurate what proved to be a thirty-year crusade by the Bureau of the

Budget to close the PHS hospitals. Why should the American sailors
receive federal medical care, their argument ran, when other workers
werenegotiatinghealth insurance as an employmentbenefit? Implicit
in this challenge, of course, was the related query: why a Commis-
sioned Corps at all? Between 1948 and 1956, five of the extant

twenty-one hospitals were closed, leading Burney to report to HEW

Secretary Marion Folsom that “We (are) creating a ring of second
class hospitals. . . .

We should either get in and do a good job or get
out.” 15 Folsom supported Burney and the hospitals stayed open but

they would remain embattled institutions.

Inrecognition of the changes that were taking place, Burney ap-
pointed a “Study Group on Mission and Organization of the Public
Health Service” which reported its findings in June of 1960. They
wrote that:

The next great nationwide health efforts may be expected in two broad areas:

the physical environment and comprehensive health care. During the present dec-
ade, 1960-1970, major national efforts, comparable with the great expansions of
medical research andhospitals in the 1950s, willbe required in each of these areas.

16

They were absolutely right in their prediction but the report did not

foresee how large and how political those new “nationwide health ef-
forts” would be. Not only would the legislative activism of the next

decade generate new environmental and community health pro-

grams, it would place many of them in agencies of government other
than the PHS. Health would move to the center of the national stage
in the 1960s and, paradoxically, threaten the very existence of the
Public Health Service.

During the postwar period, the PHS was

active in international health work. A

malaria control worker (opposite above

right), assigned to the World Health

Organization, draws blood in Ethiopia in

1954, while PHS sanitarians identify
mosquitos inan insect control course in

1950 (opposite below right). George
Moore, a PHS medical officer (opposite
far left), participates ina malaria survey
in Nepal in 1953. On the trail, he used

the rifle for protection against "leopards,
bears and guerrillas” and to augment

the party’s food supply. Dr. Hildrus A.

Poindexter (above) came to the PHS

after the Second World War already
welbknown as a tropical disease expert.
He headed the PHS Mission to Liberia

and served as well in Surinam, Iraq,
Libya, Jamaica, and Sierra Leone.
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Chapter Seven
1961-1968

Public Health
At The
Hew Frontier

With the ever-renewing society, what
matures is a system or framework within

which continuous innovation, renewal,
and rebirth can occur.

Campaigning for the presidency in 1960, John Kennedy
pledged “to get the country moving again,”to rekindle the
intellectual and legislative dynamism of former years and
to break away from what many felt to be the economic and

social stagnation of the 1950s. Touting space exploration, economic

growth, and social progress, he called his program the “New Frontier.”
Kennedy narrowly won the election but his youthful vigor, evident
idealism, and imaginative programs quickly won him broad popular-
ity. He backed technology, committing the United States to put a

man on the moon by the end of the decade, as well as social reform,
arguing that with 20 percent of Americans living below the poverty
line, the “culture of poverty” would be a target of his administration.

He pledged, in particular, to enact a program of medical care for the

aged under the Social Security system. On the domestic side, though,
he was faced with the same congressionalcoalition ofSouthern Dem-
ocrats and Republicans that had dominated policy during the previ-
ous years, and whose politics were far more conservative than his
own. Kennedy labored hard during his presidency to turn health and
social reform ideas into law. Ultimately, these programs would be his

legacy much more than his achievement, having a far greater effect
on the PHS after his death than during his presidency.

For the first time in history, the completionof the four-year term

of the Surgeon General coincided with the arrival of a new political
administration. Kennedy’s HEW secretary, Abraham Ribicoff, did
not reappoint Leroy Burney but reached down into the ranks of the
PHS to choose a relatively juniorofficer, Dr. Luther Terry, to replace
him. Terry came from Alabama where his father had been a physician
and close friend of a noted local surgeon, Dr. Luther Leonidas Hill,
after whom the younger Terry was named. Dr. Hill’s son went into

politics, and by 1960 was the principal health power in Congress,
Senator Lister Hill. The younger Terry studied medicine, joined the
PHS in 1942 serving at the Baltimore Marine Hospital and, in 1948,
started a cardiovascular research service there. With the opening of
theNIH Clinical Center in 1953, Terry’s unit was moved to the Heart
Institute of which he became deputy director in 1958—the position
he held when he was appointed Surgeon General.

Terry took charge of a PHS comprised of 24,000 civil service em-

ployees and 4,000 commissioned officers arrayed in three agencies—-
the Bureau of State Services, the Bureau of Medical Services, and the

John W. Gardner, Self-Renewal

The PHS launched the national

campaign against smoking (opposite) in

1964.
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100,000
doctors

nave quit
smoking

cigarettes.
(Maybe they know somethingyou don’t.)

Although smoking had been a concern of
the PHS for many years and Surgeon
General Leroy Burney had published a

major summary of its deleterious effects
in 1959, the 1964 report Smoking and

Health (opposite) captured the

permanent attentionof physicians

(poster left) and the nation. The force
behind the report was Dr. Luther Terry
(above examining patient) who was

deputy director of the National Heart

Institute before serving as Surgeon
General from 1961 to 1965.
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rapidly expandingNIH. Indeed, Terry was the first of three successive

Surgeons General who acceded to the post from positions at theNIH,
suggesting the enormous force that the NIH had become within the

PHS. Since 1955, NIH Director Dr. James Shannon had skillfully or-

chestrated the aspirationsfor growth within theNIH, the friendlyex-

ternal pressures applied by the Laskers and their allies, and the enor-

mous funding power of Hill and Fogarty in the Congress. The result
was NIH growth from $100 million in 1955 to $1 billion a decade later,
a figure representing almost one-half of the PHS budget. “Then, the

Congress and NIH were writing the budget,” recollects Dr. William
Stewart.

This extended into Kennedy’s term. Kennedy, I think, stopped it by one of
the years giving them everything they asked for and they had more than theycould
handle, and he got control of the budget. There was a three or four year period in

there when the Department had no say in the NIH budget. 1

Although Terry’s roots were at the NIH, his most celebrated
achievement was in the translation of research findings into public
health policy. As early as 1956, the PHS in conjunction with the
American Cancer Society (ACS) and the American Heart Associa-
tion (AHA), had established a study group on smokingand health. In
1959, Surgeon General Burney published an article in the Journal of
the American Medical Association entitled “SmokingandLung Can-
cer: A Statement of the Public Health Service” which concluded that
“The weight of evidence at present implicates smoking as the princi-
pal etiologicalfactor in the increased incidence of lung cancer.” 2

Pressured by the tobacco industry on one side and the ACS and

theAHA on the other, the PHS took the issue up again in 1962, when

Terry appointed a ten-person Advisory Committee on Smoking and
Health. Based at the National Library of Medicine, the committee

met regularly between November of 1962 and December of 1963, dur-

ing which time they reviewed all available animal, clinical, and epide-
miological studies on the effects of smoking. Unlike Burney’s earlier

report, Terry’s announcementof the committee’s findings in January
of 1964 played to a standing-room-onlypress conference held on a Sat-

urday to minimize the impact on tobacco stocks. “Cigarettesmoking
is causally related to lung cancer in men,” Terry stated bluntly. “The

magnitude of the effect of cigarette smoking far outweighs all other
factors. The data for women, though less extensive, point in the same

direction.” 3

The Federal Trade Commission as well as the Congress re-

sponded quickly to the report, the former callingfor warning labels on

cigarette packages and the latter passing legislation to require it.

Warning requirements were subsequently added to cigarette advertis-

ing and the warnings themselves strengthened. Terry’s leadership of
the antismoking forces propelled him onto the national stage and
added a new and, and as it turned out, permanent role to the office of

SMOKING HEM,TH
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the Surgeon General. “After (the report), everythingwas speecheson

that, every press release, every press conference,”recalls Terry’s asso-

ciate and successor, William Stewart, whose tenure began before the
initial legislationwas passed. “EverywhereI went, every press confer-
ence was on smoking....When I testified inCongress there were major
attacks on me. The man from North Carolina came into the hearing
with a tobacco plant in a pot and he said, ‘This man is trying to kill
this beautiful plant’....I wasn’t welcomed in North Carolina at all.” 4

From Terry’s report on, the role of the Surgeon General has been in-

extricably tied to the campaign against smoking?
The years of the Kennedy administration were ones of cautious

legislativestirrings in a number of health areas. A decade earlier, a re-

port to President Truman entitled Building America’s Health had

pointed to the need to expand the nation’s medical training capabili-
ties and was echoed by a 1958 study done for the PHS that called for
the expansion of existing schools and the construction of new ones.

Political pressure mounted as hundreds of American communities
and scores of legislatorsregisteredcomplaintsat the lack offamily doc-
tors. The Health Professions Educational Assistance Act of 1963 pro-
vided funds for new schools and incentives for increased enrollment
inextant ones and began a quiet revolution in health manpower spon-
sored by the PHS. It was followed by the Nurse Training Act of 1964
and the Allied Health Professions TrainingAct of 1966. Between the
mid-1960s and 1980, the United States doubled the number of physi-
cians and substantially increased the numbers of nurses and dentists

graduated annually, alleviatingshortages in more affluent communi-

ties and making possible programs to address medical underservice in

poor areas.
6

The assassination of John Kennedy in November of 1963 trig-
gereda chain of events thathad profound effects on the PHS. Capitol
Hill veteran Lyndon Johnson assumed the presidency and, bolstered

by sympathy for the dead president and a landslide victory ofhis own

in 1964, he embarked on a journey of legislative activism not seen

since the early days of the New Deal. Johnson’s extension of the New
Frontier came to be called “The Great Society.” Congress quickly
passed landmark laws including the 1964 Economic Opportunity Act

initiating the “War on Poverty” and, in 1965, Medicare and Medic-
aid, Model Cities, and the Voting Rights Act, as well as an avalanche
of health-related legislation thatcovered issues from rat control to re-

search facilities, from medical libraries to the training ofnurse practi-
tioners. Dr. Philip Lee was the assistant secretary for health and scien-

tific affairs during this period.
1 can remember...the President telling us directly that we should work to get

as much legislation passed as we could....It was really 1965 to 1967, that two year pe-
riod when the 89th Congress enacted more health legislation than all the previous
Congresses put together....Things moved very, very quickly after January, 1965?
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Funding for biomedical research and for
the NIH grew dramatically during the
1960s. President Lyndon Johnson paid

his respects to both ina 1965 visit to the
NIH campus. He is greeted (left to

right) by Surgeon General William

Stewart, NIH Director James Shannon,

and Clinical CenterDirector Jack
Masur. Dr. Stewart served as Surgeon
General from 1965 to 1969.
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Between August and October of 1965 alone, Congress passed
five major pieces of PHS legislation. These acts expanded the care

given to migrant workers, extended the scope of federal vaccine assist'

ance, funded a major campaign against measles, and introduced the

concept of federally assisted health planning. The Health Research
Facilities Amendments continued to build the NIH'based national
research enterprise by providing $280 million for construction pur-

poses. The Heart Disease, Cancer, and Stroke Amendments of 1965
were the result of the Debakey Commission, a presidential committee

that had drafted a blueprint for a national attack on the great killers
of the affluent society. This legislationestablished the Regional Med-
ical Program (RMP), a network of medical centers funded to build

bridges between medical research, medical education, and medical
care. The RMP continued the federal emphasis on chronic disease re-

search but it also sent a pragmatic message to the biomedical commu-

nity, emphasizing the need to apply new knowledge to medical prac-
tice.

The PHS, however, was peripheral to several of the most impor-
tantnew health programs of this period. The Office of Economic Op-
portunity (OEO) quickly became involved in health through Head
Start and the Job Corps. Most important in the long run, were the
demonstration “NeighborhoodHealth Centers” first funded by the
OEO in 1965. Different from the PHS grants-in-aid to health depart-
ments, the OEO model granted federal dollars directly to community
organizations and combined health care with community develop-
ment. Many political and community activists had come to see health

departments as fragmented providers of service unresponsive to the
needs of poor and minority communities. The OEO leapfrogged the

PHS and their traditional health department partners, and funded

groups new to the public health arena. The Neighborhood Health
Center Program quickly won popular and congressional support,
earning a $50 million appropriationin 1966 and opening fifty centers

by 1968. 8

For different reasons, Medicare and Medicaid also bypassed the
PHS. To be sure, the debate about government assisted health care for
the elderlyhad focused on proposed amendments to the Social Secu-

rity Act rather than any modifications to the public health system.
But since Parran’s retirement in 1948 and Mountin’s death in 1952,
the PHS had been little involved in medical care policy, despite the

growing importance of this issue in national policy debates. Many in

the PHS saw Medicare itself as “an insurance company” and they felt

that the PHS “was not in the check-writing business.” 9 Congress and
HEW agreed; when Medicare and its companion program for the care

of the poor, Medicaid, became law in 1965, they were placed else-
where in the department.

Water pollution control became an increasingly embattled area,

Newly legislatedprograms of the New

Frontier and the Great Society aimed to

provide services to the poor and the

aged. Certain of them had particular
importance for the PHS including the

migrant health program (opposite below)
Medicare (opposite above left), and

neighborhood health centers set up in

conjunction with community
organizations (opposite above right).
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with the environmental lobby continuing to criticize the PHS and

pushing for a new agency of its own. Engineers within the Service felt

caught between an ever more demandingpublic and a PHS leadership
that was predominantly medical and, in their judgment, insuffi-

ciently interested in environmental issues. In 1961, all authority for
water pollutioncontrol was transferred from the Surgeon General to

the HEW secretary, and a 1965 law set up a Federal Water Pollution
Control Administration that was promptly moved from HEW to the

Departmentof the Interior. These events foreshadowed the creation
of the Environmental Protection Agency in 1970 and the virtual

eclipse of the PHS as the leader of the federal environmental move-

ment.

In August of 1965, in the midst of this legislativehigh season, a

bureaucracy shaker named John Gardner, the author of two

books entitled Excellence and Self'Renewal, took over as HEW

secretary. Six weeks later, Luther Terry retired as Surgeon Gen-
eral. Gardner named Heart Institute director, Dr. William Stewart,
to replace him. A pediatrician, whose PHS career began in 1951 as an

Epidemic Intelligence Service officer, Stewart had extensive health

policy experience, having served on the staffs of both Surgeons Gen-
eral Burney and Terry as well as on that of previous HEW secretary,
Anthony Celebrezze. Stewart came to office at an exciting and trou-

bling moment in the history of the PHS. Federal health programs
were growing at a staggering rate in and around the PHS. Notwith-

standing the health programs that went elsewhere, the PHS budget
virtually doubled between 1963 and 1968. The public stake in health
was going up and, inevitably, this led to increased scrutiny of the
PHS.

Secretary Gardner put it clearly in announcing Stewart’s ap-
pointment:

The President is deeply interested in the health activities of the Federal
Government....Quite aside from the exacting standardsset by the President there is

reason for the Public Health Service to set its sights high. It stands at a critical point
in its history. It will either take a leap forward, or it will become mired in its own in-

ternal conflicts and history will pass it by. 10

The financial and political investment that the Johnson administra-
tion was making in health brought the structure and the ethos of the
PHS, in general, and the Commissioned Corps, in particular, into

question. “When times changedrapidly and the demands upon the
Public Health Service ballooned far beyond anything thatwas earlier

imaginable,”wrote one critic, “the officer corps was caught without

many of the talents it needed, but it was reluctant to assign high po-
sitions to persons outside the corps.” 11 From 1870 until the mid-1960s,
the leadership of the PHS consisted entirely of career commissioned
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John Gardner (above), HEW secretary

from 1965 to 1968, reorganizes his
department. An advocate of
institutional renewal, Gardner changed

the leadership, content, and style of
the PHS.
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St. Elizabeths
and the Legacy
of DorotheaDix

the surrounding forest. Opened in

1855, it contained wards, kitchens, a

chapel, and an apartmentfor the super-
intendent. The first residents were

fifty-three patients transferred from a

Maryland asylum including “Patient

Number 7” who, the records show, was

a man who had attempted to assassi-

nate President Andrew Jackson by fir-

ing two pistol shots at him at point-
blank range. Both misfired.

In its early days, the hospital cared

mainly for members of the Army and

Navy and residents of the District of

Columbia. During the Civil War the

institutionwas used to house recuperat-

ing soldiers and a smallfactory for mak-

ing artificial limbs was set up on the

grounds. The soldiers did not wishto be

stigmatized by writing to relatives that

they were in an insane asylum so, in-

stead, they just wrote that they were at

St. Elizabeths Hospital. The name

stuck and was offically changed in later

years. It lost the apostrophe along the

way and has remained without it ever

since.

Dorothea Dix’s legacy was humane

treatment of the insane. Asylum—-

protection —wasthe idea she had

championed. From the outset, there-

fore, St. Elizabeths was dedicated to of-

fering the most benevolent and ad-

vanced treatments for its patients.

“Moral treatment”—the provision of

congenial surroundings and the exam-

ple of normal attendants—was the

therapeutic philosophy of the early
years of the hospital. This approach
stood in marked contrast to the typi-
cally punitive treatments of the day and

the frequent use of jails for the insane.

Moral therapy emphasized education,
healthful pursuits, kindliness, and a

comfortable environment. A thousand
trees of many different species from

around the world were planted on the

grounds by the employees to provide a

beautiful environment for the patients.
This approach also emphasized work
and, as a result, patients were employed
in a number of in-house industries.

During the 1880s and 1890s, more

professionals and more advanced treat-

ment methods were introduced at the

hospital. A neuropathologist was

hired, a nursing school was opened,
and hypnotism and hydrotherapywere

introduced. Indeed, St. Elizabeths was

the first hospital in the United States to

For manyyears, the name “St. Eliza-

beths” was synonymous with fed-

eral mentalhealthactivities. Although
St. Elizabeths is not a PHS institution

today nor was it at its inception, the

hospital has been an important ele-

ment of the mental health programs of

the PHS and the nation as a whole for

almost 150 years.

During the 1840s and 1850s, well-

known humanitarian Dorothea Dix

successfully lobbied more than twenty
State legislatures to construct mental

hospitals. In the same reformist spirit,
she convinced Congress to pass a bill

she had drafted appropriating funds for

a “Government Hospital for the In-

sane.” Ground was broken for the Gov-

ernment Hospital in 1852on a magnif-
icent, 300-acre site overlooking
Washington, D.C. known as “theSaint

Elizabeth’s tract.” The first building at

the site was a “collegiate gothic” struc-

ture complete with battlements and

buttresses called the Center Building.
It was contructed of bricks made of soil

from the tract and wood from trees in



use the latter therapy. On summer days
during this period, John Philip Sousa

could be found at the hospital provid-
ing entertainment for the inmates.

During these years, many of the 124

buildings that eventually dotted the

site were built including residential

halls, shops, and a bakery.
Over the years, various forms of psy-

chotherapy, including milieu therapy,
psychoanalysis, occupational therapy,
group therapy, anddance therapywere

introduced at the hospital. St. Eliza-

beths was also the first public hospital
to use psychodrama as a method of

treatment. In the 1950s, the hospital
was the site of important psychophar-
macological research with the sequen-
tial introduction of tranquilizers, anti-

depressants and antipsychotic agents.
Innovation continued when, in 1957,
Saint Elizabeths entered into a collabo-

rative research program with the Na-

tional Institute of Mental Health and

created the Neuropharmacology Re-

search Center. This was followed by
the opening, in 1961, of the Behavioral

and Clinical Studies Center at Saint

Elizabeths.
From 1946 to 1958, the hospital was

home to Ezra Pound, the noted Ameri-

can poet who had worked for the Ital-

ians, broadcasting Fascist propaganda
during the Second World War. At his

subsequent trial for treason, he was

found mentally unfit and was sent to

St. Elizabeths where he lived in con-

finement. During the postwar period,
the hospital census grew steadily reach-

ing a high point of 5,500 patients in the

1950s. In the following decade, Saint

Elizabeths was in the vanguard of the

move to deinstitutionalize patients,
and its inpatient numbers began to de-

crease quickly. The year 1967 was the
last in which the hospital operated a

coal-fed steam engine which ran on a

one-mile track to bring tons of coal
from the mainrailroad to heat the facil-

ities.

The year 1967 also saw a major
change in the administration of St.
Elizabeths and its relationship to the

PHS. Originally run by the Interior De-

partment, the hospital, like the PHS,
had moved to the Federal Security Ad-

ministration and, in 1953, to HEW. In

1967, HEW Secretary John Gardner

transferred St. Elizabeths to the Na-

tional Instituteof Mental Health of the

Public Health Service. This move con-

solidated the management of federal

mental health services and increased

the opportunities for collaborative re-

search at the facility. Underthe author-

ity of the NIMH, deinstitutionalization

continued, with the hospital opening
its first community mental health cen-

ter in 1969. By 1978, the inpatient cen-

sus had decreased to 2,200 while the

hospital’s community mental health
centers had a census of 3,300.

In keeping with recent federal policy
favoring the placement of service pro-

grams at the local level, and because

most of St. Elizabeths current patients
are residents of the District of Colum-

bia, Congress passed an Act in 1984

transferring authority and responsibil-
ity for mental health services to the

District. In October of 1987, much of

the physical plant and most of the pro-

grams of St. Elizabeths were turned

over to the government of the District

ofColumbia. The NIMH maintainsan

active research program on the campus

and residual responsiblity for some of

the land and buildings.
Today, St. Elizabeths is a hospital

and a community mental health center

dedicated to the treatment of the men-

tally ill residing in the nation’s capital.
It also remains a basic and clinical re-

search center with ongoing studies fo-

cusing on schizophrenia and psycho-
pharmacology conducted by NIMH

personnel. Late in the 20thcentury, St.

Elizabeths continues to uphold
Dorothea Dix’s tradition of humane

and advanced treatment for the men-

tally ill. flV

An 1860s rendering of the Center Building at St. Elizabeths.
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officers. Despite the fact that more than 80 percent of PHS employees
were civilians, no member of the civil service had ever run a bureau in

the PHS and the Service’s only political appointee, the Surgeon Gen-
eral, was chosen from the ranks of career officers. While this safe-

guarded the professionalism of PHS, it created a system that in the
minds of some, was not adequatelyresponsive to the needs of the rap-

idly changing health sector nor to the policies of elected politicaloffi-
cials. Other critics, including the Bureau of the Budget, simply felt
that the old PHS had outlived its time and should be replaced by a

modern, politicalbureaucracy staffed entirely by the civil service.
These criticisms of the PHS dovetailed with Gardner’s appraisal

of the department. Since its inception, HEW had been a holding
company and the secretary plannedto reorganize it and, in the proc-

ess, gain control of its fiefdoms. On April 25, 1966, he issued a secre-

tarial directive which transferred all the statutory authorities of the

Surgeon General to the secretary, thereby giving the secretary the
legal basis to restructure the PHS. The resulting reorganization, de-

signed by Stewart in conjunction with Gardner, left the PHS intact
with the Surgeon General in chargeof an expandedfive-bureau struc-

ture. It lasted for only fifteen months. “John Gardner was very impa-
tient to get things done,” recalls Lee. “He was a great believer in self-
renewal at the individual level and at the institutional level....I think
he didn’t see that coming out of the reorganizationthat Bill (Stewart)
had created.” 12

Although Gardner was its architect, the nextreorganizationwas

carried out in the spring of 1968 by his successor, Wilbur Cohen, and
it did redefine the PHS. Balancing politics and professional continu-

ity, Cohen put Lee in charge of the PHS and made the Surgeon Gen-
eral his deputy. A practicing internist from the Palo Alto Clinic, Lee
originally came to Washington in 1963 to work for the Agency for In-
ternational Developmentbut switched to HEW in 1965 at the invita-

tion of Cohen who drew on Lee’s clinical background to help with the

implementation of Medicare. Three agencies reported to Lee in the
new structure—the NIH; the omnibus Health Services and Mental
Health Administration (HSMHA), comprised of the old bureaus of
State and Medical Services as well as the NIMH and a welter of new

programs; and the Food and Drug Administration, which had previ-
ously reported separatelyto the secretary. For the first time in the his-

tory of the PHS, a noncareer official had become the nation’s top
health officer. The name “Public Health Service” was retained largely
out of respect for its utility rather than from a belief that the future or-

ganization would bear much resemblance to that of the past.
Apologists and opponents alike assumed they were viewing the

end of the PHS. Old-line commissioned officers, in particular, were

bitter. A mere eight PHS hospitals remained and they were under
continuous siege from the Bureau of the Budget. The 600-member

The CDC played a leadingrole in the

global eradication of smallpox in the
1960s and 1970s. A West African
tribesman (opposite) is vaccinated with a

jet injector.







Four NIH intramural scientists have

won Nobel prizes: Dr. Marshall

Nirenberg (left below) in 1968for
translation of the genetic code and its

function inprotein synthesis; Dr. Julius
Axelrod (below) in 1970 for his

discoveries concerning transmitting
substances in nerve terminals; Dr.

Christian Anfinsen (left on left) in 1972

for contributions to the understanding of
protein structure; and Dr. D. Carleton

Gajdusek (right) in 1976for
demonstrating that kuru is a

transmissible, “slow" virus infection.
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Foreign Quarantine Division that maintained the tradition of

guarding the nation’s ports, was transferred to the CDC in 1967 and
was reduced to a staff of sixty within several years. Many blamed
Stewart for giving the PHS away and Lee for taking it. “(They) gave

away the family jewels—the budget, program, everything. They
wanted to run a tight little office and it did end up that way: neat,

tight and little.” 1 ’ Lee and Stewart dealt with criticism on all sides.
Their assessment of the needs of the country, the political realities
that surrounded them, and the forceful presence of Secretaries Gard-
ner and Cohen all argued absolutely for change. Stewart’s view was

that “the Commissioned Corps grew out of a strong cadre of

people...(but it) was more identified with the way things were, and not

the way things were going to be.” 14 “Whenever you reorganize, you

don’t make any friends,” observed Lee, noting that many people felt
that he had “destroyed” the PHS because he was interested in medical

care rather than public health. 15

The relationship of the Commissioned Corps to the military
came up regularly in deliberations about reorganization—especially
as the war in Vietnam escalated. Stewartand Division of Nursing Di-
rector Margaret Arnstein visited Vietnam in 1966 and identified
areas of civilian health and sanitation where the PHS could assist the

government of South Vietnam. In subsequent years, a number of
commissioned officers served temporary tours in Vietnam and six

were assigned for extended duty. More difficult from a policy perspec-
tive, though, was the question of the military draft. Since the time of
the Second World War, service in the Commissioned Corps had ful-
filled an individual’s draft obligation, a circumstance which had gen-

erally benefitted PHS recruitment. In the Vietnam era, many health
professionals sought service in the Commissioned Corps, bringing
many exceptionalyoung scientists and practitioners, who might well
not have been recruited in peacetime, to the NIH, the IHS, and else-
where in the PHS. Although the Commissioned Corps could have
been militarized by executive authority, neither Johnson nor Nixon
chose to do so. In consequence, the Corps, like the National Guard,
was never dispatched to Vietnam. The national service rendered by
the Corps, as well as its availabilityfor military or civilian emergen-

cies, was sufficient to maintain its historic status as a uniformed ser-

vice.

Over the years, the FDA has labored to

protect the public against adulterated,
dangerous, and ineffective products
(opposite above and below). Today, FDA

responsibilities include food, drugs,
cosmetics, radiation health, and medical
devices.

As it turned out, neither the PHS nor its Commissioned

Corps was destined for extinction. Although the reorgan-
ization of the PHS and the “demotion” of the Surgeon
General seemed draconian to some and long overdue to

others, the PHS as a whole continued to thrive as measured by the

steady growth of its budget, programs, and personnel. The PHS did
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surrender some activities (water pollution) and missed out on others

(Medicareand Medicaid) but it also gaineda great deal that was new.

The majority of PHS programs bustled along, working hard to per-
form the dozens of new jobs the Congress had given them. The topics
appearing in the monthlypublication, PHS World, give an idea of the
nature and pace of the PHS enterprise of the time. The April, 1968

issue, for instance, covered Model Cities health programs in Balti-

more, NIH support for infant mortality research, the workings of the
National Center for Health Statistics, and a biographical sketch of

Philip Lee. In the back there was an obituary of Thomas Parran.
There was turnover in the PHS, to be sure, but there was also conti-

nuity and vigor.
Some agenciesproduced spectacular successes. With a Smallpox

Surveillance Unit in place since 1962, the CDC took the lead for the
PHS and the United States when, in 1967, the World Health Organi-
zation decided to attempt the eradication of smallpox. The CDC sent

Dr. D. A. Henderson from Atlanta to Geneva to direct the Global

SmallpoxEradication Program, and set to work on a regional and bi-
lateral basis with twenty countries in Africa. A surveillance and con-

tainment strategy pioneeredby Dr. William Foege proved extraordi-

narily effective and the African project was completed in 1970, ahead
ofschedule. The CDC also providedconsultation for the smallpoxer-

adication campaign in Brazil and helped to staff the massive programs
in India and Bangladesh in the mid-1970s. In 1977, Dr. Jason Weisfeld
of the CDC participated in the investigationof what proved to be the
world’s final case of smallpox in Merka, Somalia, which resulted in

the ultimate declaration of “Smallpox Zero.” More than 300 CDC
staff took part in the smallpoxfight, many of whom went on to lead-

ership positions in national and international disease prevention
work. 16

These years saw the postwar investment in biomedical research

pay rich dividends in scientific achievement, withNobel honors being
bestowed on several dozen investigators from around the world who
had been supported by the NIH grantprogram. The first of four NIH

scientists to win Nobel prizes for work done in this period was Mar-
shall Nirenberg, who was recognized in 1968, for breaking the genetic
code. Nirenberg was the first federal employee to win a Nobel prize
since Theodore Roosevelt was awarded the Peace Prize in 1906. Julius
Axelrod was honored in 1970 for work on the central nervous system
neurotransmitter, norepinephrine. He demonstrated that norepine-
phrine was deactivated by “reuptake” as well as metabolic transfor-

mation, and thatcertain antidepressant drugs worked by blocking the

reuptakemechanism. Christian Anfinsen received the prize in chem-

istry in 1972 for work elucidating the relationship of the amino acid

sequence of proteins to their three dimensional structure. The 1976

prize in physiology or medicine went to Carleton Gajdusek for his

The Food and Drug Administration

began as a food inspection program in

the Department ofAgriculture
authorized by the Pure Food Act of
1906. Inspector John Earnshaw

examines eggs (opposite above) in 1914

and, more recently, FDA scientists check

fish for radioactivity (opposite below).
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work showing that a “slow virus” that caused kuru, a fatal neurologi-
cal disease found among the Fore people of New Guinea.

Achievements occurred in many spheres during this period.
NIMH grew rapidly, opening 260 Community Mental Health Cen-
ters by 1968, and addingprograms for the study of narcotics and alco-
hol to the agency’s mental health thrust. Virological investigators
Paul Parkman and Harry Meyer developeda rubella vaccine, Native
American infant mortality continued a rapid decline, and PHS offi-
cers trained Peace Corps volunteers and served abroad with them.
The CDC played its role in space exploration,designing and manag-

ing the National Aeronautics and Space Administration’s quarantine
program for the returning lunar astronauts.

Strength also came from programs added to the PHS. The new

plan split up the Children’s Bureau, finallyputting the maternal and
child health programs in the PHS—the idea that Surgeon General

Wyman had spurned more than fifty years earlier. Additionally, the
1968 reorganization moved the Food and Drug Administration into

the PHS. The FDA, like the Children’s Bureau, had a proud and in-

dependent heritage dating from the Pure Food Act of 1906. Sup-
ported by a coalition of state and local food and drug officials, wom-

en’s organizations, and muckraking journalists, that law gave
consumers some protection against adulterated and mislabelled foods
and drugs, and was seen at the time as a triumph for Progressive re-

form over the immoral forces of the unregulatedmarketplace. The in-

trepid director of the Departmentof Agriculture’s Bureau of Chemis-

try, Harvey W. Wiley, was the Pure Food Act’s principal booster,
dramatizing the risks of the marketplace with his famous “poison
squad”—a group of volunteer food testers. These men lived and dined

together, eating foods that had been laced with measured amounts of
additives such as benzoate of soda and formaldehyde, to determine the
effects of chemicals on health. The hazards of life as a regulator were

early demonstrated when, in 1912, Wiley resigned over the failure of
the secretary of agriculture to back him in his struggle with the com-

mercial interests he was attempting to police.
By 1933, a number ofweaknesses in the 1906 law had become ap-

parent and the FDA proposed major modifications to it. For five years
the debate simmered with little public support for the FDA until 1937,
when 107 people died from a preparation of the new “wonder drug,”
sulfanilamide, which had been adultered with a solvent that proved
to be toxic. The result was the much-toughenedFood, Drug, and Cos-
metic Act of 1938. Additional provisions were added to the law in sub-

sequent years without, however, much in the way of additional re-

sources. As late as 1960, the FDA remained a small operation. In
televised hearings chaired by Senator Estes Kefauver, accumulated

problems in new drug regulation called the agency’s overall mission

into question. This was further dramatized in 1962 by the work of Dr.

Starting in 1959, a marked increase in

the number of infants born with severe

deformities of the limbs called

phocomelia (opposite) was noted in

Europe and eventually linked to the use

of thalidomide during pregnancy.
Thalidomide was never marketed in the

United States largely due to the stubborn

skepticism of the FDA’s Dr. Frances

Kelsey, whose doubts delayed
thalidomide’s approval until its tragic
effect had been realized. President

Kennedy recognizedDr. Kelsey for her

contribution in 1962 (above).
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Frances Kelsey, an FDA scientist whose persistent skepticism kept the

drug thalidomide from being marketed in the United States until its

teratogenic effects were tragically discovered elsewhere. It was soon

revealed that intense pressures to approve the drug had been brought
to bear on both Kelsey and the agency. In the wake of the Kefauver

hearings and the thalidomide episode, Congress increased its invest-

ment in the agency, tripling its staff and quintupling its budget be-
tween 1960 and 1970.

The FDA had always reported independently to the secretary.
The importance of the FDA and its mission did not escape Gardner
who envisioned a natural link between the FDA as a health agency
and the broadened PHS he hoped to create. In 1966, he had ap-

pointed a commissioned officer, Dr. James Goddard, as the FDA com-

missioner and many felt that the PHS could help to improve profes-
sional recruitment and quality at the FDA. Putting the FDA in the

PHS did not please traditionalists in either organizationbut made bu-
reaucratic and strategic sense to the Gardner team. The wisdom of

their decision would become apparent over the next decade as the
FDA became an integralpart of the PHS, adding traditional PHS re-

sponsibilities in radiation health andbiologiescontrol to its activities,
and collaboratingwith the other agencies of the PHS in the areas of
regulation, research, and surveillance.

The New Frontier, the Great Society, the Eighty-ninth Con-

gress, Secretaries Gardner and Cohen, and the appetite of the Amer-
ican people for expanded health programs had, indeed, rocked the
PHS. Although still not a national health department, the 1960s
moved the PHS closer to that role by bringing it political leadership,
expandingits scale and scope and, painfully, beginning to move it be-
yond its marine hospital heritage. True, the PHS failed to capture the
enormous new federal medical care funding enterpriseand it forfeited
its environmental activities. Nevertheless, the “new” PHS carried for-
ward the powerful NIH, maturing agencies such as the CDC (whose
name was changed in 1970 from the Communicable Disease Center
to the Center for Disease Control) and the NIMH, the newly acquired
FDA, and a burgeoning set of health services and manpower pro-

grams. Despite criticism and controversy, the Commissioned Corps
was very much alive, even as civil servants assumed leadership posi-
tions within the PHS.

The most profound problem with Gardner’s reshaping of the
PHS, as it turned out, was that neither he, nor his colleagues
—Cohen, Stewart, or Lee—would be in office to see it through. Fitful
and ill-disciplined as it appeared, Gardner’s notion of institutional
self-renewal had gone forward but it was far from complete when, in
November of 1968, the nation elected Richard Nixon president. The
impact of political turnover on the new leadership structure of the
PHS would be tested immediately.

The maternal and child health programs
of the Childrens Bureau were expanded
during the 1960s and, in 1969, became a

part of the PHS. Immunization

programs (opposite above) were a

priority of the CDC, and Drs. Harry
M. Meyer, Jr. and Paul D. Parkman

(opposite below left and right) of the
NIH Division of Biologies Standards

helped to develop a rubella vaccine.
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Chapter Eight
1969-1980

Care,
Cost,
And Prevention

“We spent a generation teaching (people)
to go to the doctor early, and now we’re

telling them not to go at all.”

Theodore Cooper, M.D.

Although Richard Nixon came to the presidency preoccu-

pied with international issues, he did have fixed domestic

policy ambitions as well. He campaigned on a “law and
order” platform, mistrusted federal solutions to social

problems, and drew his greatest support from middle-class, middle-

aged, white voters—his “silent majority”—most of whom were not

partisans of the New Frontier and the Great Society. The rapid scut-

tling of these programs that was predicted by many, however, did not

occur. A number of the new programs such as Head Start and the

Neighborhood Health Centers were popular successes, while others,
such as Medicare and health manpower grants, did benefit broad, and
often conservative constituencies. Medicaid expanded access of the

poor to the medical system, a goal still held in esteem by the majority
in Congress.

The demand for health programs remained brisk—more medical
schools, more neighborhood health centers, more Medicare—and

contributed to a rapid increase in the public investment in health as

well as a significant inflation in health care costs. Itwas not ideology
or popularity so much as economics that came to challenge the pro-

grams of the PHS. The results of the guns and butter policies of the
1960s were inflation and unemploymentin the 1970s, complicatedby
oil embargoes, trade deficits, and the devaluation of the dollar. It was

inflation, in particular, that plagued the health sector. The period
from 1969 to 1980 would be one of contradictory stresses for the PHS
as it worked to sort out its new organization, pinioned between the

public demand for more services and the increasingly urgent need to

contain escalating health costs.

Selecting leadership for the PHS proved to be a problem for the
new administration. Secretary ofHEW, Robert Finch, chose Dr. John
Knowles of the Massachusetts General Hospital for the position ofas-

sistant secretary for health but was blocked by strong conservative op-

position, leaving the reorganization in limbo. In July of 1969, Finch

appointedDr. RogerEgeberg, dean of the University of Southern Cal-
ifornia School of Medicine, former director of the Los Angeles
County General Hospital and physician to Douglas MacArthur dur-

ing the Second World War, as assistant secretary for health. Egeberg
recruited a colleague and a former member of his faculty, Dr. Jesse
Steinfeld, to assist him with his new job. Steinfeld had served on the
oncologystaff at the NIH Clinical Center from its inception in 1953

The provision of medical care has been

an important part of the work of the
PHS inevery epoch. Senior Assistant

Surgeon Nancy Campbell from the

Seattle PHS Hospital (opposite) on

temporary assignment to Fort Chaffee,
Arkansas examines a refugeefrom
Cuba who arrived in the United States

in the Mariel Boatlift of 1980.
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until 1958, when he moved to academic oncology in Los Angeles. In
1968, hereturned to the NCI as deputy director. In December of 1969,
over the protests of some advisors who thought the job should be left

vacant, Finch appointed Steinfeld Surgeon General.
The signals were elaboratelymixed. Egeberg was technically in

charge, but the reorganizationof 1968 had left his office with almost
no staff to manage the PHS and, in consequence, PHS agency heads
tended to work directly with the secretary or his staff. Steinfeld re-

tained the tradition ofauthoritybut had little real power. His plight was

compoundedby the increasinglyexplicit campaign within the depart-
ment and theNixon White House to do awaywith the Commissioned

Corps. Finch was replaced by Elliot Richardson, who appointeda for-
mer undersecretary of the department, John A. Perkins, to chair a

committee on the future of the Commissioned Corps. Perkins’ 1971

report concluded that the Corps was obsolete, relied too heavily on

the military draft to attract personnel, and should be replaced by “a
unified career system...within the civil service framework.” The posi-
tion of Surgeon General “tends to be confusing and leads to misunder-

standing,” it stated, adding that “sooner or later, symbolic values have
to correspond to program and organizationalrealities....Our legisla-
tive recommendations would, if approved, in time abolish both the
rank and the title.” 1 The followingweek, the authoritative newsletter
Health and Medicine wrote an early obituary of the Corps, reporting
that “Very little doubt remains about the forthcomingfate of the PHS
Commissioned Corps, its Surgeon General and the PHS hospital
system....The report is expectedto be implemented.”2

The report was not implemented. Steinfeld spoke on behalf of
internal opposition, asking in a memo that all commissioned officers

respond through him to the secretary because “thereport is so destruc-
tive to the Corps thatwe will continue to suffer damage to morale, to

recruitment, and to retention....” 3 Richardson received complaints
from many quarters includingkey members of Congress. Paul Rogers,
the chairman of the House Subcommittee on Health, weighed in

heavily for the Corps. “Paul Rogers wanted none of this nonsense in

terms of doingaway with the Surgeon General . .
.” according to Dr.

Merlin DuVal who replaced Egeberg as assistant secretary in July of
1971 at the same time as the Perkins Report was issued. “(He) did tell
me at that time, ‘Monte, don’t get too fancy with this. We’ll give you a

lot of trouble on the Hill.’” 4

Richardson backed away from any implementation of the Per-
kins report, frustrating but by no means declawing, the Corps’ critics.

At the beginning of the second Nixon administration, Steinfeld re-

signed, and Caspar Weinberger, who replaced Richardson as secre-

tary, chose not to fill the position. Dr. Paul Ehrlich, the Deputy Sur-

geon General, carried out ceremonial functions, but the future of the

Corps was in administrative escrow.

PHS leadership changed frequently
during the Nixon administrations. The

President (opposite below right) visited

with (left to right) outgoing HEW

Assistant Secretary Philip Lee, Surgeon
General William Stewart, and new

HEW Secretary Robert Finch in 1969.

Dr. Jesse Steinfeld (above) served as

Surgeon General from 1969 to 1973 and
Dr. S. Paul Ehrlich, Jr. (opposite below

left) as Acting Surgeon General from
1973 to 1977 National Heart Institute

Director (and future Assistant Secretary
for Health) Theodore Cooper (standing
opposite above) and Assistant Secretary
for Health MerlinDuVal (center)
instruct HEW Secretary Elliot

Richardson in blood pressure
measurement.
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The earthquake of PHS reorganization in the 1960s pro-
duced a series of aftershocks in the 1970s that consolidated
a new structurefor the PHS which with minor alterations,
remains in place today. In 1970, President Nixon capped

more than two decades of continued public concern about the deteri-

orating quality of the environment by creating the Environmental
Protection Agency (EPA). The EPA merged most federal environ-

mental activities, taking from the PHS programs in air pollution,
solid waste, pesticides, drinking water, and some aspects of radiologi-
cal health. Many of the environmental scientists and engineerswho
were commissioned officers in these programs moved to the new

agency but remained on loan from the PHS — an arrangement that
has continued to the present. The transfer of the core offederal envi-

ronmental activities out of the government’sprincipal health agency
led to similar moves on the part of many state governments, weaken-

ing the linkages between human disease and the environment while

accentuating the potential regulatory role of government in regard to

the environment.

The passage of legislation in 1970 creatingboth the National In-
stitute of Occupational Safety and Health (NIOSH) in the PHS and
the Occupational Safety and Health Administration (OSHA) in the

Departmentof Labor represented the culmination of decades of fed-

eral involvement in industrial hygiene. The PHS had been active in

the area since 1910, when Surgeon General Wyman assigned a medi-

cal officer to the new federal Bureau of Mines to study diseases and in-

juries of miners. In 1914, the PHS established an Office of Industrial

Hygieneand Sanitation which, under an evolvingseries of names, af-

filiated at first with the HygienicLaboratory and the NIH and, later,
with the Bureau of State Services, grew steadily in size and scope. The

unit investigated work hazards of every sort includingoral cancer in

radium dial painters (who licked their brushes); mercury poisoning
among fur cutters in the hat industry; silicoses from granite, cement,
textile, and mining work; and the toxicologyof industrial chemicals.
Studies were done on workers in the granite cutting industry in Ver-
mont whose high rates of pulmonary tuberculosis were dramatically
reduced by stringent dust control measures. Scientists in the program
pioneered the use of epidemiologicalassessment at work sites and de-

veloped the important concept of tolerance limits to hazardous expo-
sures.

Starting in the 1930s, the PHS assisted state health departments
in developing occupational health programs which, by the 1950s,
were widespread. These programs were far from standardized, and or-

ganized labor, concerned about the unevenness of state laws, began a

long campaign to “federalize” occupational health in the belief that
uniform national standards would upgrade worker protection. The re-

sult was the 1970 law creating NIOSH and OSHA. Although the

Since 1914, the PHS has had a

designated office involved with the health

and safety of the industrialworker

(opposite and above). The office, under
various names, investigated work
hazards of every sort including mercury

poisoning amongfur cutters in the hat

industry; silicoses from granite, cement,

textile, and mining work; and the

toxicology of industrial chemicals.

Legislation in 1970 established the
National Institute of Occupational
Safety and Health in the PHS with a

primary mission ofresearch and training
in the field of occupational health.
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Oral cancers were common among
radium watch dial painters (above) who

licked their brushes to improve the

points. In 1929, Dr. L. R. Thompson of
the PHS led a team of scientists who

investigated the health effects of radium

which included an examination of every

watch dial painter in the United States

and led to major changes in industry
practice.



177

principal missions of NIOSH are research and training (as opposedto

OSHA whose job is enforcement), the right of entry intowork places
and the mandate to recommend safety standards for workers came

with the new law and has made NIOSH both active and controver-

sial. Housed at the CDC, the agency grew rapidly during the 1970s,
only to suffer cutbacks in its budget and programs during the Reagan
administration. 5

The largest aftershock of the earlier PHS reorganization, how-

ever, came not as an addition or deletion of activities but as a major
settling out. In 1972, the PHS consisted of three agencies—thenewly
arrived FDA, the evergrowing and quasi-independentNIH, and the

huge administrative vessel into which the rest of the PHS had been

poured, the Health Services and Mental Health Administration.
Called “Hart, Schaffner and Marx” by some, HSMHA included the
Indian Health Service and the National Center for Health Statistics,
the CDC and the RegionalMedical Program, the PHS hospitals and
health planning program, and more. When Secretary Richardson

brought in DuVal as assistant secretary for health, he charged him
with getting hold of the PHS and managing it as a “line” officer.

DuVal and his successor, Dr. Charles Edwards, did precisely that dur-

ing 1972 and 1973, building the staff and competence of their office,
dismantling HSMHA, and realigning the PHS in a six-agency struc-

ture. To the FDA and the NIH were added four new agencies spawned
by HSMHA—the CDC on its own; the Health Services Administra-
tion (HSA), comprised of PHS health delivery activities; the Health

Resources Administration (HRA), made up of training, facilities and
construction programs; and the Alcohol, Drug Abuse and Mental

Health Administration (ADAMHA). 6

The continued growth offederal attention to the arena ofbehav-

ioral health was signaledby the creation ofADAMHA. Iowa Senator

Harold Hughes, a recovering alcoholic and former truck driver, led a

campaign to stimulate public awareness of alcohol as a major health

problem. The result was a law passed in 1970 thatestablished the Na-
tional Institute on Alcohol Abuse and Alcoholism (NIAAA) within

NIMH. Continued concern about drug addiction led to legislation
dedicating more money to community-based prevention and treat-

ment programs and to theformation in 1972 of the National Institute
on Drug Abuse (NIDA) also within NIMH. As a result of the formal

emphasis thus given to alcohol and drug abuse, ADAMHA emerged
from the 1973 reorganization as a behavioral health superagency,
with NIAAA and NIDA taking their places beside NIMH in the new

organization. The new laws as well as previous NIMH legislationgave

strong emphasis to community programs, making the three institutes

hybrids of service and research and resulting in their placement out-

side of NIH—a controversial decision that would be revisited regu-

larly in the ensuing years.
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The reorganization of 1973 represented the effective diges-
tion of the legislation of the previous decade by the PHS
and resulted in a period of relative calm in administrative
matters. Fiscal, political, and clinical problems, though, ar-

rived at the doorof the PHS with exceptional regularity through the
mid-1970s. Governmenthealth costs grew at roughly 20 percent a year

during this period, with inflation in medical services moving well
ahead of general inflation. Although a major stimulant to both these
phenomenawas the Medicare program, it fell to the PHS to under-
take what became known genericallyas “cost containment.”

Struggles between free marketeers and regulators, doctors and
economists, and politicians and bureaucrats led to a variety of cost

containment strategies that the PHS managed. Nixon introduced the
health maintenance organization (HMO) as “a new national health

strategy” in a speech in 1971. Legislation passed in 1973 set up an

HMO program and the PHS began making grants and loans to stim-
ulate the formation of HMOs. After much debate, legislation estab-

lishing Professional Standards Review Organizations (PSRO) to re-

view the use of Medicare by physicians was enacted in 1973. The
health planning law was amended in 1974 to provide funding for an

elaborate network of state agencies intended to slow the construction
of unnecessary health facilities.

Cost containment was hard work, had little impact on the con-

tinued escalation of medical costs, and tended to create political con-

troversy everywhere. Dr. Theodore Cooper, a cardiac surgeon and
National Heart Institute director, who succeeded Charles Edwards as

the assistant secretary for health in 1975, captured the human side of
the cost containment conundrum.

It’s a combination of human nature and a miscalculationof how people react

to benefits. On the one hand, you’re telling them to go early, get all these things.
Then you tell them, on the other hand, “But don’t use the system.” We have not

been terribly effective in conveyingto the public what it is we’re talking about. We

spent a generation teaching them to go to the doctor early, and now we’re telling
them not to go at all. 7

Unlike the amorphouschallengeof cost containment, the pub-
lic’s discovery of the Tuskegee syphilis project in 1972 created a spe-
cific clinical and ethical crisis for the PHS. Begunforty years earlier by
the Venereal Disease Division in conjunction with the Tuskegee Insti-
tute and the Macon County (Alabama) Health Department, theproj-
ect followed the long-term, clinical course of a group of black men

with advanced, untreated syphilis. The discovery of the effectiveness
ofpenicillinagainst syphilis in the 1940s did not alter the course of the

project that kept careful track of its untreated subjects, providing
them with free medical care for other ailments while attempting to

obtain autopsies at the time of their deaths. Although findings from
the study had been published in the medical literature from time to

The Alcohol, Drug Abuse and Mental

Health Administration was created in

1973, consolidating PHS research and

treatment programs for mental and

addictive disorders. Research in the

neurosciences (above) aims to produce
new knowledgefor the prevention and

treatment of problems such as chronic

mental illness, depression, and

alcoholism (opposite).



180

PHS physician Stuart Maehler

examines a Vietnamese boy in 1967.

Mackler was serving on the Coast

Guard cutter Yakutat and regularly held

sick call in Vietnamese coastal villages.
A number ofPHS officers served

temporary tours in Vietnam and six did

extended duty working withcivilian

populations.
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time, it was Peter Buxton, a CDC venereal disease program worker in

the mid-1960s, who began to raise questions about its rationale and
ethics —questions that were dismissed by the CDC leadershipas un-

founded. At length, Buxton went to the press where the story ex-

ploded, calling into question the medical ethics, racial attitudes, and
scientific judgment of the PHS.

The CDC defended its previous decision to continue the project
on the grounds that penicillin treatment ofadvanced syphilis had led

to adverse reactions in some patients, a judgment that was not ac-

cepted by an outside panel quickly convened to review the forty-year
experiment. The panel called for an immediate termination of the

study, asked for free medical care for the living participants, and
found the government guidelinesfor protectinghuman experimental
subjects to be woefully inadequate.A $10 million, out-of-court settle-

ment provided some recompense for the survivors and the families of
deceased participants, and public reaction to the episode, as well as

Senate hearings on it, contributed to greatly tightened controls on

human experimentation. For the PHS, the Tuskegee Project ended as

a painful reminder that the practices of the past are not always appli-
cable—let alone ethical—in the present.

8

Tactics, not ethics, were key to the swine flu campaign. A virus,
isolated inJanuary 1976 from four sick Army recruits, preoccupied the
PHS and the nation for most of that year. Dubbed “swine flu” and

thought to be similar to the organism responsible for the 1918 pan-
demic, it raised the questionof the feasibilityand advisabilityof a uni-

versal immunization campaign on a crash basis. By March, theCDC
and the PHS, backed by a panel of experts, had made that recommen-

dation to President Ford who, flanked by Drs. Sabin and Salk, an-

nounced his request to Congress for a $135 million emergency appro-

priation for the preparationof a swine flu vaccine to be ready for mass

use by the fall. Congress approved the funds and the CDC directed
the developmentand production of the vaccine.

Many concluded that the swine flu had arrived in August when
221 people in Pennsylvania came down with severe respiratory ill-

ness, 34 of them eventuallydying. The EIS team that investigatedthe
outbreak rapidlynarrowed the source of the epidemic to the Bellevue-
Stratford Hotel in Philadelphiawhere the preponderanceof those in-

fected had attendedan American Legion convention in thepreceding
week. Further work proved that the agent in “Legionnaires’ disease”
was not the swine flu. Six months later, in January of 1977, CDC sci-

entists Charles Shepard and Joseph McDade identified a previously
unrecognized bacterium, Legionella pneumophilia, as the cause of

Legionnaires’ disease.
In the meantime, on October first, the swine flu inoculation

campaignbegan in earnest. In the ensuing ten weeks, almost fifty mil-
lion Americans were vaccinated—an unprecedented accomplish-

During the 1970s, the PHS became

heavily involved in the delivery of health

services to poor and isolated

populations. the end of the decade,
the Community Health Center program
was supporting more than 800 health
centers (opposite above) in underserved

urban and rural areas throughout the

country. The National Health Service

Corps sent physicians, dentists, nurse

practitioners, and physician’s assistants

to such communities to provide services

wherenone existed (opposite below left).
Health professionals were actively
recruited by the PHS for these programs
withan ad campaign (opposite below

right) that stressed the continuity of the

mission of the PHS.
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Dr. Stallings learned to
serve theunderserved

IN THE NATIONAL HEALTH SERVICE CORPS.

I devote my medical knowledge to those who need it
most, says Fred Stallings M.D Working in an Atlanta health

center he is deeply involved with the medical problemsof a

predominantly poor urban population I welcome this
opportunity to serve in the NHSC

For your opportunities in the NHSC.
call toll free (800) 638-6730 or write:

NATIONAL HEALTH SERVICE CORPS
U.S. Public Health Service THE

Room 6A-05
,d 'n9' U.S. PUBLIC GROW

5600 Fishers Lane. HEALTH <>71TTW 1 ■ If
Rockville. MD 20852

SERV |CE 1 H US.

The Service delivery activities as well as

the recruitment strategies of the PHS in
the mid'l970s emphasized community
health programs. Dr. Fred Stallings
(left) workedfor the National Health
Service Corps in Atlanta and doubled as

a recruiterfor the program. Starting in

1977 and working through local health

departments and community health

centers, the CDC sponsored a

nationwide campaign to improve the

declining immunization levels in children

(above).
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ment, testifying to cooperation between government, industry, and
the populace as a whole. In late November, however, cases of a rare,

paralytic condition known as Guillain-Barre Syndrome were re-

ported, first from Minnesota and Alabama, and then from elsewhere.

By mid-December it was clear that, though the numbers were small,
a causal relationship existed between the vaccine and the paralysis.
Moreover, there had not been a single report of swine flu in the
United States since the four cases of the previous winter. On Decem-
ber 16, 1976, with the concurrence of President Ford, Assistant Secre-

tary Cooper announced the suspensionof the vaccination campaign.
At some cost but with considerable skill, the PHS had led the United
States through an exercise in self-defense against an epidemic that
never arrived. 9

When Jimmy Carter was elected president, he chose the
activist political administrator, Joseph Califano, as

HEW secretary who, in turn, reached back to his John-
son administration roots to appoint Dr. Julius Rich-

mond as assistant secretary for health. Pediatrician, academician,
and child mental health advocate, Richmond had served with dis-
tinction as the founding director of Project Head Start and played an

important role in the OEO health programs of the mid-1960s. Rich-
mond agreed to return to Washington from his position at Harvard,
provided he could serve as Surgeon General as well as assistant secre-

tary. This formula avoided the ambiguities of twin PHS leaders and

provided tacit support for the Commissioned Corps concept by the
new administration. Califano accepted andRichmond went to work.

High on Richmond’s agenda was what he called “health eq-

uity”—access to health care for traditionally disadvantagedAmeri-
cans. He, in fact, took over a PHS that had become heavily involved
in carrying out exactly that mission. Despite the intentions of the
Nixon-Ford administration to limit domestic programs and restrain

health care expenditures, the primary health care programs of the
PHS had grown rapidly through the first half of the decade bolstered

by evident need and congressional support. Medicaid had provided a

form of health insurance to the most destitute, but many rural and

poorer urban communities remained unable to recruit or retain physi-
cians. Between 1970 and 1973, the OEO NeighborhoodHealth Cen-
ters were transferred to the PHS Health Services Administration as

Community Health Centers (CHC) where many thought they were

slated for extinction. Although the transfer did result in a shift from
the all-purpose health center toward a more limited medical model of

practice, their numbers grew from 157 in 1974 to 872 in 1980, and in-

cluded special programs for the Appalachia region and for migrants.
CHC funding maintained its OEO, community-action roots, with

Four cases of swineflu in military
recruits at Fort Dix, New Jersey in the

winterof 1976precipitated a rapid
national effort to develop, produce, and

distribute a vaccine by the following fall.
Borough President Robert Conner

(above, seated) receives the first swine

flu injection on Staten Island in

October, 1976from PHS nurse Jerrilynn
Regan flanked by Andrew Passeri and

Dr. Florence Kaveler. Debate about the

strategy persisted and the failure of the

epidemic of swine flu to materialize
combined with the occurrence of
Guillain-Barre syndrome invaccine

recipients brought about the cancellation

of the campaign in December of 1976.
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the grants being made directly to community corporations that only
rarely involved local health departments.10

More unorthodox than this was a program called the National
Health Service Corps (NHSC), proposed originally in 1969 by a

young physician named Laurence Platt who joined the PHS to serve

his draft obligation. The NHSC quickly found its way into law, fulfil-
ling Platt’s vision. “The Corps would be a mechanism,” he wrote in
the clear voice of his times,

by which the “Establishment”could provide individualswiththe opportunity
to serve a social need pertinent to today’s complex problems and demands. And it
would demonstrate an interest on the part of government in those problems and
demands—a demonstration sorely needed. 11

The NHSC sent physicians, dentists, nurse practitioners, and physi-
cian’s assistants to clinical placements in health manpower shortage
areas. In the process, the PHS assumed responsibility for the care of
the general public (as opposedto sailors orprisoners or Indians) for the
first time in its history. In remodeled trailers in small towns and in

urban store fronts, as well as in more conventional offices, the NHSC
went to work providing services to poor and isolated Americans. The

program was given a boost in 1972 when a scholarship provision was

added to the law that enabled the PHS to pay for health professional
schooling in return for a year-for-year commitment to serve in the
NHSC. By 1980, the NHSC had 2,080 providers in the field and was

supporting the education of6,000 more health science students still in

school. Richmond, with Califano’s backing, was a strong advocate of
the coordinated use of PHS resources in disadvantagedcommunities.

In this spirit, NHSC professionals were placed in conjunction with

grants from the Community Health Center, Migrant Health, and
Maternal and Child Health Programs to build complete health

systems—astrategy that governed PHS program developmentduring
these years.

Dr. Julius Richmond served both as

Surgeon General and as assistant

secretary for health from 1976 to 1981.

A strong advocate ofpreventive
medicine, he poses (opposite above left,
at right) with consumer representative
Virginia Knauer and Deputy Surgeon
General John Greene. He sponsored the

publication of Healthy People (below),
the “bible” of the health promotion and
disease prevention movement. All

agencies of the PHS including the

National Heart, Lung and Blood
Institute (opposite above right) increased

their health promotion activities.

The push for equity in access to health services during the
Carter administration was matched by a rejuvenated inter-

est in an old PHS theme—disease prevention. Governedby
this principle, the sanitary reform movement of the late

19th and early 20th centuries had helped to control the worst depre-
dations ofcontagious disease in the United States, contributing to en-

ormous improvements in the longevityof the population. Frequently
called the “Public Health Revolution,” it targeted acute infectious ill-

ness, leavingcardiovascular disease and cancer as the prevailingkill-
ers of the late 20th century. Richmond conceived a “Second Public
Health Revolution” that would tackle the agents of contemporary
mortality—smoking, drinking, diet, sedentary living, and poor safety





Viral Hemorrhagic
Fevers
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CDC investigator Dr. Vern Newhouse in Panguma, Sierra Leone in 1972 where Lassa fever was first isolated from rodents

Patients withMarburgfever were treated in this isolation unit in the mid-1970s.

In 1967 in Marburg, West Germany,
a new and frightening “hemorrhagic

fever” appeared in epidemic form

among laboratory workers exposed to

tissues of imported African green mon-

keys. Within a decade, two other new

viral hemorrhagic fevers would emerge

from the African forest. Yellow fever,
long the object of PHS prevention and

control campaigns, is the world’s best
known hemorrhagic fever. The newly
recognized diseases, Marburg, Ebola,
and Lassa fevers, became the subject of

intensive epidemiological and virologi-
cal research at the Centers for Disease

Control. The threeshared a number of

characteristics: the capacity for person-

to-person transmission; severe and of-

ten lethal infection characterized by
terminal shock and hemorrhage; a high
degree of hazard in laboratory and hos-

pital settings; the risk of introduction

into the United States by infected trav-

ellers; and unknown virus reservoirs in

nature, and vectors to man.

Centers for Disease Control epidemi-
ologists have investigated epidemics of

Marburg, Lassa, and Ebola fevers in

Africa, often facing great hardships
and personal risk of contagion. Until

1972, Lassa fever was known only as a

disease transmitted from person to per-
son in hospital outbreaks. In that year,
CDC scientists described a community-
based epidemic in Sierra Leone and Dr.

Thomas Monath identified the rodent

species harboring the virus. In 1976, a

CDC field station in Sierra Leone un-

der the direction of Dr. Joseph McCor-

mick began a remarkable series of inves-

tigations that would prove Lassa fever
to be a leading cause of morbidity and

mortality in West Africa. This work

would also define the risk factors and

the clinical spectrum of the disease and

demonstrate the efficacy of early treat-

ment with the antiviral agent, riba-

varin. Just as the field station in Sierra

Leone began operations, a particularly
terrifying outbreak struck southern

Sudan and northern Zaire. An interna-

tional team led by Dr. Karl Johnson of

the CDC investigated the outbreak in

Zaire, which caused death in 280 of its

318 victims—an88 percent mortality
rate, second only to that of rabies. Ap-
plication of the principles of isolation

and disinfection halted the outbreak,
and the use of protective gear prevented
contamination of the investigators.
Ebola, the virus that caused this epi-
demic, was isolated at the CDC and

shown to be a relative of the Marburg

agent.
Safe conditions for study of these

highly hazardous viruses require sophis-
ticated methods for complete separa-

tion of infectious material from the lab-

oratory worker, using sealed cabinets

with glove-ports or space suits. The ini-

tial isolation of Marburg virus from

clinical specimens was conducted un-

der less than ideal conditions in a labo-

ratory trailer loaned by the National

Cancer Institute to the CDC. The first

permanent laboratory was opened in

1969—the year Lassa fever was discov-

ered. In 1988, after several intermedi-

ate stops, the maximum containment

laboratory was moved to a state-of-the-

art, third-generation, biocontainment

facility in the new virology building on

the CDC’s Atlanta campus. The focus

of current research is on the develop-
ment of improved diagnostic methods

and genetically engineered vaccines.

Though a fuller understanding of

Lassa, Ebola, and Marburg fevers is

emerging, they remain as ominous re-

minders of the potential for new

plagues in any epoch.
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Under the auspices of the Agency for
International Development, PHS

pharmacist James Moore (above far left,
in uniform) went to Guatemala to

provide assistance after the 1976

earthquake. The PHS sent teams

abroad following natural disasters in

Africa, Asia, and Central America and

provided medical triage and care for

hundreds of thousands of Southeast

Asian, Cuban, and Haitian refugees
arriving in the United States during the

period from 1975 to 1980.
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practices. Toward this end, he appointed Dr. J. Michael McGinnis to

head an Office of Disease Prevention and Health Promotion and pro-
duce a document that would inaugurate this new movement.

McGinnis produced two volumes. IfHealthy People, the first, was

the bible of the movement, the second, Objectives for the Hation, was

to be its manual. Published in 1979 as “The SurgeonGeneral’s Report
on Health Promotion and Disease Prevention,” Healthy People set

forth ambitious goals for the year 1990 that included a 35 percent de-
crease in infant mortality, a 20 to 25 percent decrease in mortality in

other age groups and a 20 percent reduction in the number of days of

illness among the elderly. Califano put it simply in his forward to the

report: “You, the individual, can do more for your own health and

well-being than any doctor, any hospital, any drug, any exotic medi-
cal device.” 12 The campaign appealed to prudence and logic. It also

appealed to the growing forces advocating cost containment who saw

the role ofgovernment in health promotion and disease prevention as

a low-cost catalytic activity.
The process itself was not easy. “People were jumpy,” recalled

Richmond. “While we had eradicated smallpox around the world, we

hadn’t yet eradicated measles from this country, and they were very
sensitive to the complexitiesof doing it well.” 13 Nonetheless, using an

extensive network of medical, behavioral, and public health consul-

tants, the PHS developeda series ofspecific targets within set catego-
ries for each age-group that were compiled and published in 1980 as

Objectives for the Nation. The GDC, long the keeper of the disease

prevention tradition within the PHS, increased its efforts in health

promotion and education. The NIH, often protective of its preroga-
tives in basic research, appointedan associate director for prevention.
Many states adapted the national goals to their own needs and set

about campaigns to increase public awareness and participation.
Healthy People, the book, and healthy people, the concept, provided
the backdrop for a stirring of national consciousness about lifestyle
that has resulted in changes in personal habits, medical practice, and
commercial activities, as well as in public programs. The Second Pub-
lic Health Revolution is ongoing.

The robustness of the U.S. populationthat was the object of this

campaign, however, stood in contrast to the condition of the many

refugee populationswith whom the PHS worked during this period.
The GDC, in particular, provided epidemiological assistance and
health needs assessments in Nigeria during the 1967-70 civil war; in

natural disasters in Peru, East Pakistan, Nicaragua, and Guatemala
between 1970 and 1976; and in the Sahelian countries of Africa dur-

ing the 1973-75 famine years. The largest refugee programs of the
PHS, though, were the result of politicalrather than natural calami-
ties and took place within the United States. In the aftermath of the
fall of Saigon in 1975, hundreds of thousands of refugees from Viet-
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nam, Cambodia, and Laos were accepted for resettlement. Contin-
ued turmoil in the region led to a steadyexodus and, at the highpoint
in 1979, almost 15,000 SoutheastAsians were arriving every month in

the United States, overwhelmingstate and local health departments.
Under its old immigration authority, the PHS went to work es-

tablishing an Office of Refugee Health and providing special supple-
mental grants to Community Health Centers in high impact areas.

Commissioned officers from the PHS hospitals and elsewhere were

mobilized on temporary assignments to screen and treat the new arriv-
als. Tuberculosis, hepatitis B, and mental illness were prevalent con-

ditions for which special programs were developed under the direc-
tion of the CDC. The problem became more complicated in 1980,
when Cuba suddenly reversed its ban on emigration and simultane-

ously discharged thousands of prisoners and mental patients resulting
in the Mariel Boat Lift. At the same time, Haitians fleeing political
oppression and poverty began arriving in large numbers, creating a

public health crisis in South Florida. The Office of Refugee Health set

up a triage center in Miami which, working with the Immigrationand
Naturalization Service, discharged the arrivals or sent them to one of
four militarycamps in Florida, Arkansas, Pennsylvania, and Wiscon-
sin which were staffed by commissioned personnel from the PHS hos-

pitals. Although a few immigrants remained in long-term federal cus-

tody for criminal or psychiatric reasons, most were released to new

lives in the United States. In all, some 900,000 Southeast Asians,
125,000 Cubans, and 15,000 Haitians were resettled without the out-

break of any major disease.

The advance ofmedical technologies
such as the heart-lung machine

(opposite) in the operating theater at the

NIH Clinical Center in the early 1970s

presaged not only better medical care

but a sharp rise in the cost of that care.

The escalation of health care costs,

compounded by general inflation, put
medical cost containment at the center

of the PHS health policy agenda by the

end of the 1970s.

By the end of the 1970s, inflation and the federal budget
deficit had become principal and inescapable political
players not only on the national scene but in the arena of

public health. Little by little, cost containment overshad-
owed concerns for equity in care in the policy debates that governed
budgets, programs, and legislation. PHS appropriations—including
that ofNIH—barelykept pace with inflation. In discussions emblem-
atic of the time, policymakersbegan to exploreways to close down the
NHSC scholarshipprogram and diffuse the large “inventory”of PHS-

obligatedhealth professionalsthat had been built up. Proprietary hos-

pitals, prospective reimbursement, and “competition” in health care

emerged as ideas on the ascent, and health planning, health man-

power programs, and regulationcame under increasing attack. In the

meantime, events tangential to public health, including continued

inflation, high interest rates, and the Iranian hostage crisis, were

leading to the defeat of the sitting president and would, in time, move

the new ideas from the realm ofpolitical theory to the reality of public
health policy.
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Chapter Nine
1981-1989

Hew

Politics,
Hew Plagues

We are fighting a disease—notpeople.

Surgeon General C. Everett Koop In his inaugural address on January 20, 1981, President Ronald

Reagan stated simply, “Government is not the solution to our

problem. Government is the problem.” With this proposition as

philosophicalcompass, his new administration set about consol-

idating the domestic programs of the federal government and modi-

fying them in keeping with the president’s conservative principles.
Deregulation, devolution (passing programs back to states), the dis-

posal of “unnecessary” government assets, and pure budget cuts were

the tools used by the Office of Managementand Budget (OMB) in its

stewardship of the Reagan policies. Strategists working at Washing-
ton-based institutions, such as the American Enterprise Institute and
the Heritage Foundation, had done careful homework in the months

prior to the Reagan election and were ready with specific administra-
tive and legislativeplans. In the health arena, those plans called for

capping Medicaid, abolishing health planning, curtailing the Na-
tional Health Service Corps and health manpower programs, con-

verting many specific health programs into “block grants” to the

states, and, once again, closing down the PHS hospitals. 1 The

“ReaganRevolution” envisioned major changes in the PHS.

Reagan appointed Senate veteran, Richard Schweiker, as secre-

tary of Health and Human Services. Schweiker made the decision to

maintain the Surgeon Generalshipbut to separate it from the position
of assistant secretary for health. For the latter post he chose Dr. Ed-
ward Brandt, the vice chancellor for health affairs of the University of
Texas, a medical educator and a biostatistician with a record as a

strong manager. For Surgeon General, Schweiker nominated fellow

Pennsylvanian, Dr. C. Everett Koop, the surgeon-in-chief at Chil-
dren’s Hospitalof Philadelphiaand a distinguishedpediatric surgeon
whose work was internationallyacclaimed.

Koop’s appointment became the subject of immediate contro-

versy inasmuch as he had no formal experience in public health and
was an outspoken, pro-life activist. He came to Washington in March
of 1981 in a temporary position as deputy to Brandt, awaiting Senate
confirmation as the argument about his nomination grew. Liberal

groups and public health organizationslined up to testify against him,
criticizing his appointment as a “political gesture” to the right wing.
For Koop, it was a terrible time, “the roughest time I have ever had in

my life....There’s no doubt about the fact that I became the lightning
rod for an awful lot of things that the president himself was interested

Far from its genesis as the Marine

Hospital Service, the PHS of the late

20th century is ubiquitous in American

life. Issues such as AIDS, smoking,
animal rights, product tampering, and

genetic engineering, among others, are

the domain of today’s PHS. The

regulation of radiation'emitting
products, for example, such as

suntanning devices (opposite) falls to the

Food and DrugAdministration.
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Usted es capaz
de dominar el espanol y ingles.

And you’re still smoking?
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Dr. C. Everett Koop (above) was

appointed Surgeon General in 1981. He

has devoted special attention to the

continued antismoking campaign of the
PHS (opposite), calling for a smoke-free
society by the year 2000. His candor

and common sense in dealing with

AIDS, his outspokenness on behalf of
the rights of the vulnerable, his program
ofrevitalization for the Commissioned

Corps, and his use of the uniform have

given him and the office of Surgeon

General great visibility. He has

repeatedly stimulated the imaginations
of America’s political cartoonists

(following pages).
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AIDS has been at the center of policy,
program, and budget debates throughout
the PHS since the syndrome was first
observed early in the decade. Drs.

Robert Gallo (opposite above) of the
NIH and Luc Montagnier of the Institut

Pasteur identified the viral agent of
AIDS (opposite below) in 1984. Vice

President George Bush (right) meets

with the NIH AIDS executive committee

in 1987flanked by (left to right) Drs.

James Wyngaarden, Anthony Fauci,
and Vincent DeVita. The Surgeon
General’s AIDS report and the

household mailing pamphlet (above)
have been the centerpieces of the PHS

public education campaign.
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in, such as abortion.” 2 Koop’s ordeal ended on November 16, 1981
when, by a vote of sixty-eight to twenty-four, the Senate confirmed
him as the thirteenth Surgeon General. His first appointment as Sur-

geon General was Dr. Faye Abdellah as Deputy Surgeon General—
the first woman and the first nurse to hold the position.

The administration’s strategy was to accomplish change through
a single, massive bill rather than numerous smaller ones. That legisla-
tion was the Omnibus Budget Reconciliation Act (OBRA) of 1981

signed on August 13, a bare nine months after the Reagan election.

Among the many elements of government it recast, OBRA collapsed
a multiplicity of PHS programs into three block grants—alcohol,
drug abuse, and mental health;preventive health services; and mater-

nal and child health. Awarded on a formula basis, the block grants
left wide discretion to the states in use of the money. The overall

funding of the block grants constituted a budget cut of approximately
25 percent enacted on the premise—contested in many quarters—

that the efficiency and flexibilityof this system would offset the de-
creased support. OBRA included a primary care block grant that
would have transferred the Community Health Center program to

the states but its terms were so disadvantageousthat, with two excep-
tions, the states chose to forgo it. While the block grants did not put
the PHS out of business in these areas of public health, it did reverse

a long-standing historical trend toward greater federal influence on

state health programs.
OBRA also closed the PHS hospitals. Despite lobbyingby mari-

time interests, Departmentof Defense beneficiaries, and representa-
tives of the affected communities, OBRA terminated the health care

entitlement for merchant seaman and required the immediate trans-

fer or closure of the eight remaining hospitals and twenty-seven clin-
ics. Five of the hospitals passed to community corporations, two to

the DepartmentofDefense, and one to the state of Louisiana. In New
Orleans, a bitter-sweet jazz funeral featured pallbearers carrying a

flag-draped casket and taps played by the city’s Navy Band. The
Times Picayune of October 4, 1981 reported that the hospital “...died

Wednesday after a long fiscal illness....(It) was born in 1802 and had
been a life longresident ofNew Orleans....” 3 Some hospital stafffound

employment with the successor institutions while others looked for

PHS positions elsewhere resulting, ultimately, in major lay-offs
throughout the system. The hospitalclosures also marked a milestone

extraordinary in the life of any institution in that they made the PHS
a historical orphan—anagency comprised entirelyof programs added
to its deceased, original mission. The continuity of the PHS, despite
this loss, stands as evidence of its adaptabilityover time.

OBRA did not eliminate the family planningprogram or the mi-

grant health program as the OMB had intended nor did it terminate

health planning. It did curtail funding for the latter activity leading to
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an eventual repeal of the law in 1986. The result of OBRA, however,
was an effective budget cut for the PHS between 1980 and 1982 of
more than 20 percent and a drop in the size of the Commissioned

Corps from 7,300 in 1980 to 5,800 in 1983 and in the overall strength
of the PHS from 56,000 to 48,000. Particularlyhard- hit were the PHS

agencies providing health care and health professional training,
which led to the merger of the Health Services Administration with
the Health Resources Administration to form the Health Resources
and Services Administration (HRSA). In all, OBRA left the PHS a

leaner organization.
As the connection between drug
addiction and AIDS has become more

clear, the Alcohol, Drug Abuse and
Mental Health Administration has

worked collaborativelywith public and

private groups to prevent drug abuse and

slow the spread of AIDS (opposite).TheCDC’s Morbidity and Mortality Weekly Report (MMWR)
of June 5, 1981 ran a short article entitled “Pneumocystis
Pneumonia—Los Angeles” which unwittingly announced
the advent of a new epoch in human disease. “The occur-

rence of pneumocystosis in these five previously healthy individuals,”
editorialized MMWR, “without clinically apparent underlying im-

munodeficiency is unusual.” 4 All of the early cases reported were ho-
mosexual men, leading to the assumption by many that this new syn-
drome was, in some way, caused by and limited to homosexuals. The
men were, in fact, immunosuppressed and suffering from a new dis-
ease of global proportions—Acquired Immunodeficiency Syndrome
(AIDS). The press and the public watched the CDC’s struggle to un-

derstand the syndrome with increasing alarm as the lethal nature of
the illness and its potential dimensions became apparent. In the sum-

mer of 1982, the first patient with hemophilia was diagnosed with
AIDS, followed in the fall by a child who had been transfused, sug-

gesting that the condition was passed by blood and blood products.
Heterosexual and transplacentalspread were subsequently identified,
as was needle-borne transmission, threateningwide dissemination of
AIDS among illicit drug users.

As the scope of the epidemic grew, so did fear. The PHS found it-

self at the center of controversy, with the gay community demanding
more research and quicker results on one side, and conservative reli-

gious andpoliticalgroups callingfor quarantineon the other. “I didn’t
know what it was,” recalls Brandt who was the man in the middle dur-

ing this earlyperiod, “but I honestlybelieved at the time that it would
turn out to be a tragic but simple problem. I was mistaken. It was not

simple.” 5 Brandt assembled and chaired a Public Health Service AIDS
Task Force that regularly convened the principals from PHS agencies
that were wrestling with the etiologyand epidemiologyof the disease.

Lacking a cause, let alone a treatment, it was nonetheless clear to

Brandt and his colleaguesthat AIDS was precipitated by a transmis-

sible agent and that behavior modification and risk reduction pro-

grams were the only available interventions. In March of 1983, the
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PHS published the first set of guidelineson AIDS prevention, recoin-

mending that high-risk individuals refrain from donating blood and

modify their sexual practices. The problem became less mysterious in

the spring of 1984 when Drs. Robert Gallo of the N1H and Luc Mon-

tagnier of the Institut Pasteur announced the identification of a new

retrovirus as the agent of AIDS. This remarkable breakthrough led to

the rapid developmentofan antibody test thatcould be used to screen

donated blood as well as individuals for signs of the virus.

While the antibody test provided welcome protection for the
blood supply, it resolved neither the prejudices nor the thorny ethical
and practical issues that were swirling around AIDS. The president
had been silent on the subject and manyfelt that there was an absence
of political leadership in dealing with the epidemic. Certainly that
was the perception of the Surgeon General who had been excluded
from AIDS policy and strategy discussions prior to 1985. “In the first
months of Reagan’s second term,” Koop recalled,

I began to talk publicly about AIDS and before very long...I became the
spokesman for AIDS; not because of any decision, but just by happenstance, the fill-

ing of a vacuum, the ability to articulate and, most of all, the refusal to politicize a

health issue. 6

The president then asked Koop to prepare a report on AIDS which,
working for nine months, writing much of it himself, he did. Standing
clearly on science and not on his own moral beliefs, the Surgeon Gen-
eral talked about sex education in grade schools and the use of con-

doms, denounced notions ofquarantine, and called for tolerance. Re-
leased on October 22, 1986, the report was explicit, nonjudgmental,
controversial, and popular. “Overnight I lost the constituencies I’d
had,” reflected Koop,

which included right-wing conservatives, right-wing religious bodies, pro-life
people and I gained all the liberals and moderates that weren’t already with me.

And I got the blessings of the people in public health.'

While the president never spoke publicly about the document, ele-
ments within the administration including domestic policy advisor

Gary Bauer and Education Secretary William Bennett were furious
and attacked the report and its premises.

Breaking on a society that believed contagious disease to be a

scourge of the past, AIDS has tested public health leadership in the

laboratory, in legislativebodies, and on the street. Dr. Samuel Broder
of the National Cancer Institute developedAZT, an agent originally
intended for cancer therapy, as the first drug effective in AIDS treat-

ment and the FDA approved it for distribution in 1987. A significant
decline in the rate of new infections among homosexuals suggested
that public education worked well in some populations. Little change,
however, has been recorded in the rate of transmission among drug
addicts. In an effort to address the citizenry as a whole, the PHS sent

Research involving highly virulent

organisms such as the viral hemorrhagic
fevers has required the CDC to develop
maximum containment laboratory
techniques. The biosafety cabinets

(opposite above) are entered through
gloved ports while work inside (opposite
below) is carried out in a limited space
under conditions of total isolation.
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In the forty years since the establishment

of the National Institute ofDental

Research (NIDR), the dental health of
Americans has improved markedly. The

work of NIDR researcherAnn Davis

(above) is assisted by computer imaging.
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a copy of an eight-page brochure based on CDC guidelinesbut person-
ally penned by the Surgeon General entitled “UnderstandingAIDS”
to all 107 million households in the United States in the spring of
1988—the largest public health mailingever done.

While taxing the resources ofpublic health agenciesat all levels,
AIDS has also mobilized them. The epidemic has given a visibility
and urgency to the work of the PHS thatsurely must have been famil-
iar to leaders ofearlier years who didregular battle with plague, yellow
fever, and tuberculosis. Koop and Brandt have provided extraordi-

nary leadership as have Drs. James Mason and James Curran who,
respectively, headed the CDC and directed its AIDS efforts, Dr.
Anthony Fauci who coordinated the NIH’s AIDS activities, and Dr.
Robert Windom who succeeded Brandt as assistant secretary for
health. They have stepped forward as scientists and statesmen in this
decade as Parran, Goldberger, and Stiles did in the past.

Koop, however, still had credibility problems with the
Commissioned Corps. His high-profilepositions on topics
such as tobacco, organ transplantation,medical self-help,
and the rights of the disabled, as well as AIDS, gave the

Surgeon Generalship as much prominence as it had ever had. Yet the
OMB and even HHS continued to questionthe relevance of the Com-
missioned Corps. In the winter of 1987, supported by HHS Secretary
Otis Bowen and his chief ofstaff, Thomas Burke, Koop set about a re-

vitalization of the Corps, assuming formal command authority over

its 5,500 officers in April of that year, requiring the increased use of
the uniform, invigorating the system of mobility in assignments, and

promoting recruitment activities. He particularly sought to increase

the number of women and minorities entering the Service. Koop ap-
pointed veteran PHS manager, Dr. Edward Martin, as his chief of
staff to promote revitalization within the PHS and provide coordina-
tion with the Department of Defense and other federal agencies.
“We’ll make ninety percent of them (commissioned officers) extraor-

dinarily happy—give them a new lease on life,” Koop said of revitali-
zation. “Ten percent will be furious. But that ten percent will be peo-

ple who have subverted the system for their own agenda.” 8 The results
have confirmed the prediction and disarmed some of the Corps’ most

ardent critics. For the first time in four decades, the OMB spoke up in

support of the Corps, a circumstance extolled by Koop on January4,
1989, in a speech saluting the accomplishments of revitalization on

the occasion of the Centennial of the Commissioned Corps.9

PHS vitality during the past decade has been evident in many
areas. The CDC, whose name was pluralizedin 1980 to the Centers
for Disease Control, increased its emphasis on noninfectious illness,
establishing a Center for Chronic Diseases and adding the Office of
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Smoking and Health and the National Center for Health Statistics to

its programs. In 1983, the responsibility for the health aspects of the
Superfund Act was assumed by the PHS and established in tandem
with the CDC as the Agencyfor Toxic Substances and Disease Regis-
try. In 1988, under the leadershipof its first Native American director,
Dr. Everett Rhoades, the Indian Health Service was elevated to

agency status within the PHS. This move reflected the IHS’s matura-

tion as an institution and the growth of support for Indian self-deter-
mination. The Health Resources and Services Administration sur-

vived the cutbacks early in the decade, maintaining a vigorous
Community Health Center program and replacing the NHSC schol-
arships with a state-federal loan repayment program for physicians
working in underserved areas.

In the spirit of deregulationand under the gun of AIDS, Frank

Young, commissioner of the FDA, has labored to expedite and im-

prove the approval process for new drugs. The agency has continued
to develop its role in the regulationof medical devices while respond-
ing to periodic product-tampering crises and sorting out the potential
health hazards posed by chemicals in the food chain. With block

grants transferring much of the responsibility for behavioral health
services to the states, ADAMHA has emphasizedresearch in the neu-

rosciences, believing that new knowledge is needed to produce solu-

Two out of every five FDA. employees in

1989 are scientists. FDA molecular

biologists Douglas Archer and Keith

Lampel (opposite), use computer'
generated graphics in their investigation
into the virulence ofbacteria isolated

from food. Two workers from the

Agency for Toxic Substances and
Disease Registry (ATSDR) infull
protective gear (above) prepare for an

investigation. The ATSDR was created

by Congress and placed in the PHS to

implement the healtDrelated aspects of
the “Superfund” law, which mandates

the cleanup of hazardous waste sites.
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The old and the new, the traditional and

the contemporary, the spiritual and the
scientific, meet in the Indian Health
Service. A family arrives at the Sells,
Arizona IHS hospital.
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tions to the treatment and prevention of mental and addictive disor-
ders. Today, ADAMHA supports 85 percent of the nation’s
biomedical and behavioral research on alcohol, drug abuse, and men-

tal illness. Nonetheless, many of the country’s most topical public
health issues—drug addiction, AIDS, homelessness, and the care of

the chronicallymentally ill—are in the domain ofADAMHA. In re-

sponse, the agency has created an Office ofSubstance Abuse Preven-

tion, dramatically increased the proportion of its budget devoted to

AIDS, and has continued its support of the family movement in the
mental health area.

With a 1989 budget of $6.5 billion dollars, the NIH accounts for
almost one-half of the PHS appropriation. Basic research that ex-

plores the cell on a molecular and submolecular level has flourished.

Yet the very success of this work as well as demands ofglobaleconomic

competition have tended to narrow and blur old distinctions between

basic and applied research. The therapeuticproducts of genetic engi-
neering such as hepatitis B vaccine and insulin, or new diagnostic
tools such as magnetic resonance imaging have moved rapidly from

the laboratory to the market place. Although commercialization of
the results of NIH-sponsored, basic research by private industry has
created controversyover what degree of private gain might stem from

public patronage, it has also greatlyaccelerated the pace at which new

biomedical knowledge is translated into use. The speed with which

AZT was identified, tested, and marketed is testimony to the cooper-
ation of government and industry as well as the collaboration of the

laboratory at the front line of public health practice.
And yet, many health problems remain beyond the grasp of the

PHS. Thirty-seven million Americans have no health insurance,
more than a million people are infected with the AIDS virus, almost
one-third ofadults still smoke, the nation is in the grip of an epidemic
of illicit drug use, the homicide rate in the United States is among the

highest in the world, and the infant mortality rate remains worse than
that offifteen other nations. All of these circumstances have complex
social andpoliticalroots with ill health being but a common element.
The PHS now, as in the past, can count and articulate these problems
far more easily than it can solve them. But so it was with tuberculosis

and pellagra. The PHS tracked venereal disease and engagedin vene-

real disease health education campaigns long before effective treat-

ment was possible. Technical achievements eventuallydefeated polio,
political determination revolutionized the health of Indians, and

technical and political commitment eradicated smallpox.
As in the past, the tonics for today’s public health dilemmas will

certainly come from a blend of science and government. Just as cer-

tainly, the PHS will be a part of those solutions, mediatingas it always
has, between the laboratoryand the law, the individual and the gov-

ernment, the plagues and the politics.
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When I was appointed Surgeon General of the United States Public

Health Service in 1981, I had little sense of the Service’s rich history or

the full extent of its impact on the lives ofall Americans. In the succeed-

ing eight years, I gained greatrespect for its past as well as its present role

in the life of the nation.

The PHS is an enormously exciting place to work but it is barely possible
to comprehend—let alone know—the varied programs andpeople ofthe

modem Public Health Service. That is why 1989, the Centennial yearof

the PHS Commissioned Corps, has proved timely and important for the

Service. It has given us reason to pause and reflect on the roots and

mission of the PHS. What are our triumphs and where have we come up

short? What does our history tell us about the past and—importantly—-
the future ofpublic health in America?

Plagues and Politics does just that. It is a compelling account and a

fascinating one. I commend it to the attention of my successors as

Surgeon General as well as to the people of America.

—Surgeon General C. Everett Koop
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