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Summary and Conclusions

The present analysis has neces-
sarily been conflned to State differ-
ences In insurance status at p time
when the system had been in effect
for only 4 ycars, These differences,
nevertheless, result from factors
which may be expected to continue
to operate as long as the present eli-
gibility and covernge provisions re-
main unchanged. Although the
specific proportions of workers unin-
sured in the various States may
change, the rclative standing of the
States in this respect is not likely to
he greatly altered.

The wide differences among the
Btates in the proportion of the labor
[orce who work in employments cov=-
ered by old-age and survivors insur-

ance result chiefly from the foct that
self-employment and agriculfural em-
ployment are excluded from coverage.
In the States where relatively high
proportions of the labor force are in
excluded employments a high per-
centage of workers have only short
periods of covered employment, Evi-
dently, the number of workers who
shift between covered and noncovered
employments in those States is
greater, in relation to the total num-
ber ol workers with wage credits, than
in States with a higher proportion of
the labor force in covered employ-
ment. Pirobably this situation reflects
in part the extent to which low-in-
come farmers and farm laborers take
advantage of the seasonal character
of their farming to supplement their
incomes by occasional covered em-
ployment.

This type of shori-term empiloy-
ment is one of the chief factors re-
sponsible for lack of insured status.
As a result, interstate differences in
the proportion of workers with wage
credits who are uninsurcd at any given
time follow the same pattern as do
variations in the amount of noncov-
ered employment. Extension of cov-
crage to employments now exciuded
would greatly reduce the differences
among the States in the proportion
of workers who are insured, There
would remain, however, the variations
causcd by differences in the amount
of scasonal work performed by per-
sons, particularly housewives and stu-
dents, who are not regularly attached
to the labor force, and also the dif-
ferences caused Dby variations in
amount of unemployment, intermit-
tent work, and low wage rates.

A National Health Service: Report of the
Council of the British Medical Association®

ON FEpnuany 1%, the British ‘White
Paper on a National Henlth Service
was nade public. On February 18, the
British Medical Association issued a
brief statement indtcating that, while
it was elearly too early to give a con-
sidered judgment, the White Paper
provides a framework within which we
belteve it to be possible to cvolve a
good comprehensive medical service,
though ils worth to the public and its
acceptability to the profession will de-
pend on clarification and on negotia-
tions on many Iimportant points . , .
Our immediate reaction is one of cau-
tious welcome.” !

A detnlled “draft statement of pol-
icy,” o report of the Council of the
BMA to the Association’s Representa-
tive Body, was issued in the British
‘Medical Journal of May 13. This re-
port is to provide a basis for discussion
at meetings of the whole medical pro-
[ession, nonmembers as well as mem-
bers of the Associntion, throughout

*Prepnredt in the Division of Health and
Dlsabllity Studies, Bureau of Research and
Stotistics,

1The complete statemnent was enrried
In Sccial Seourity Dulletin, Vol, 7, No. 3
{March 1244), pp. 12-18. For scine conm-
parisons between the Britlsh White Paper
and henlth seryice proposnls of the Med-
fenl Assoclntion of South Afrlen, sec A
Henlth Service Plan for South Africa”™ In
tho Mny 1044 issuc, pp. 18-21,

the country. Professional opinion is
invited in the formn of resolutions and
instruclions to represcntatives at the
annual represehtative meeting of the
Association on July 187

The Council's report reaffirms the
position taken by the BMA over o
period of years. In 1930 and again
in 1938 the Assoeciation issued pro-
posals for n comprehensive medieal
service in 4 General Medical Service
Jor the Nation. In 1042 & draft fn-
terimm Report, summing up for sub-
mission to the profession various
suggestions for improving the medical
services, was issued by the Medienl
Planning Commission, made up pre-
ponderantly of representatives of the
Association, the Royal Colleges, the
Bocicty of Medical Officers of Health,
and the Medical Women's Federation,
In Scptember 1943, before the White
Paper was issucd, the Representative
Body adopted n statement of prin-
ciples which should govern future
health servieces?

Preparation of a final report of

2 At the request of the GQovernment, the
meeting wns postponed to avold oddl-
tionnl strain on the transportation facili-
tles.

3Reprinted, with an analysle of the
White Paper in relation to the principles,
in the Bupplement to tho British Medical
Journal, March 18, 1044, pp. 47--563.

the Medical Planning Commission,
based on the recommendations re=-
celved from the profession concern-
ing the droft Interim Report, was
postponced by “the appearance of the
Beveridge report, with its serious
medical implications.”* Out of the
Cominission came p smaller repre-
sentative commiltee which entered
into discusslons with the Ministry of
Health, but without power to nego-
tiate.

A negoliating body is to bhe set up
at the next meeting of the Represent-
ative Body. It will be composed of
30 members—16 appointed by the
BMA, the remainder representing
other professlonal societies.

An editorial in the same jissuc of
the British Medical Journal as the
Council’s report, urges that “betwecen
now andg the moment when negotia-
tions begin . . . doctors both individ-
ually and in groups will give as much
time as they can spare from their
daily work to an intensive study of
the White Paper and to any other
published matter that has a bearing
on it, and more especially to the re-
port of the Couneil to the Represent-
ative Body."”

Stressing the importance of the
Council’'s document, the Journal de-
clares, ““Out of many admirable state-
ments in the Council’s report we

+ British Medical Journal, Moy 13, 1944,
p. 663.
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would pick upon the following as
summing up succinctly the attitude
of most medical men to reform: ‘To
agree upon the objects of national
reconstruction in the fleld of health
is not necessarily to approve ihe
methods or the timetable proposed.’ ”

The medical profession is opposed
to the timc choscn to introduce these
reforms. ‘“To iniroduce legislation in
wartime, with the younger gencration
of doctors away, would secm to bhe-
tray the promise made by the Prime
Minister not to legisiate during the
war on controversial mattess,

“From the point of view of the gen-
eral practitioner,” the editorial con-
tinues, “the key proposal of the White
Paper is the establishment of health
centers, to be built, owned and ad-
ministered by the major local author-
{ties—namely the county councils
and the county borough councils.
For rewarding the staff of these cen-
ters the Government favors payment
by salary. The practitioner will enter
into contract with the local authority
angd the Central Medical Board. If
in fact such a proposal is accepted
and acted upon, then it is difficult
to see any other fate for the future
general practitioner than that of a
whole-time salaried servant of the
State, to which the profession is un-
alterably opposed.

“The threat to the other key struc-
ture in our medicel services Is the
threat to the voluntary hos-
pitals . . . if the Government pays
in full for the services of the volun-
tary hospitals, thls will necessarily
involve loss of autonomy and status.”
The real threat, however, as the pro-
fession sees it, is “whether the medieal
profession is to be socialized.” Re-
sistanee of the doctors to a whole-
time salaried medical service should
not be interpreted as opposition to
the White Paper, nor should the doc-
tors refuse to negotiate. “It is neces-
sary to be elear-headed in opposition,
and wholehearted in cooperation in
reforms agreed to be necessary.”

‘The Council’s report is divided into
threc scctions—Some Gencral Con-
siderations, Some Criticisms, and
Some Positive Proposals. The first
two scctions are summearized briefly
here, since they reaffirm general prin-
eiples on which the BMA is already
on record, The “positive propospls”
are only slightly condensed.

General Considerations and

Criticisms

The Council agrces that the coun-
try’s full resources should be brought
to bear on reducing ill-health and
promoting good health fn a1 its citi-
zens. They add, however, that *It
is a medical rather than a health serv-
lce with which the Government ap-
pears to be really concerned—na
service which is ‘an cssential part of
any wider proposal for soclal insur-
ance which may be put into opera-
tion.’ "

Health is not mainly a matter of
medical services; among the principal
factors which determine a people’s
health are sanitation, provislon of
public water, housing, nutrition, con-
ditions In factory and office, facilities
for recrention and eduecation, and
here as in the fleld of health educa-
tion is ample room for improvement
by the State. “Investigation and re-
search are the life blood of medical
practice . . . ,” and here “The Statc’s
attitude may be judeed by the fact
that its official annual contribution
to this work is a mere quarter of a
million pounds!"”

Today there are overlapping of or-
genization, incoordination of effort,
and gaps in service which should be
remedled by cooperative action be-
tween the State and the profession,
and “not by the assumption of the
State of control of an expert ficld
and those who work In it. The record
of the State in health and medical
matters contains little to justify the
suggestion that clther the Ministry
of Health oy local authorities are suf-
ficiently equipped with knowledge and
expericnce to assume so vast and so
potentielly dangerous o responsi-
bility.” The medical profession “wili
resist any control by the State, either
political or administrative, whieh is
ineonsistent with their intellectual
and professional freecdom.”

It is not sufficient, the report con-
tinues, to promise that there shall
he no interfcrence or no regimenta-
tion. The plan must of itsell by iks
provisions guarantee that there shall
be no risk of such interference or reg-
imentation.

“The Government's scheme is based
on the prineiple that a eomprehensive
medieal service should bc avaiiable
os o right, and irrespective of means,
to all who want it, such service being
paid for from insurance, toxation,

and rates. The attitude of the pro-
fession is that the service should be
aveilable to all who need it, but that
it is unnccessary for the State to
make provision for those who are
both willing or able, indced prefer, to
make it for themselves, Fireedom is
involved.

“This is not mercly or mainly o
financlal issue. It Is true that under
the Government’s plan—the so-called
100% plan—private practice will be
diminished, as will income from this
source, This of itself may be a serious
mattey for some members of our pro-
fession. What is even morc important
is that a profession which derives its
cmoluments wholly or mainly from
State resources is likcly bit by bit to
be controlled by the State which pro-
vides its emoluments. Hcre lies the
Erenter danger both to the profession
and to the public.”

Positive Proposals

The Counci¥s positive proposals,
with its statement of general con-
siderations and criticisms, arc offered
s “a framework within which nego-
tiations with the Government eould
take place.”

The central body-—The profession
favors central administration by a
corporate body, with the Minister gen-
erally responsible to Parlinment for
its work. It believes, however, that
neither a corporate body nor a de-
partment can of {tsclf prove satisfac-
tory unless the arrangements are such
that “subject to the responsibility of
the Minister to Parliament, responsi-
billty for medical policy and medical
ndvice is bhorne by the medical pro-
fession. Accordingly the Association
1ays less stress upon the type of cen-
tral body than upon the machinery
set up for this purpose.”

It recommends that thc central
hody should be concerned with all
clvilian health and medieal functions
of central government, and cxclu-
sively with these; and that the cen-
tral body, whether depoartment or
corporate body, should be advised by
a statutory body, predeminantly modi-
eal in composition. The medical
members would be clected by the
profession. Mcmbers of the Council
wottld sorve 3-ycar terms and shonld
he free to appoint their own chairman
and, jointly with the Minister, their
owhn seeretariat. The main function
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of this statutory Counci?! (similar fo
the Central Health Services Couneil
of the White Paper) should be to con-
sider and advise on any general medi-
cal questions affecting the country's
health, the Minister to seek the Coun-
cil's advice on medical guestions be-
fore him and to be under an obliga-
tion to refer to the Council any draft
repgulations (other than those relat-
ing to the terms and conditions of
service of medical practitioners) or
condilions of prant., Xt should have
the right to call upon the Ministry
to supply any reasonable and proper
information, and to tender advice on
its own initiative and publish its ad-
vice, without modification, after the
lapse of sufficient time for its consid-
eration by the Minister,

The Council should not be con-
cerned with terms and conditions of
service, including remuneration,
which should be nepgotinted directly
beiween the Minister and the medical
profession through a permanent hody
or bodics established for this purpose.
If the Central Medical Board, pro-
posed in the White Paper, is estab-
lished as the body to enter into con-
tract on the Minister's behalf with
the medical profession, the Board
should have no power to require prac-
titioners to seck permission before cn-
tering new public practice, or to re-
quire young practitioners to enter any
particular form of public practice, or
ahy other similar powers.

Local administration,—No satisloc-
tory lform of local administration is
likely to be nchieved until a radieai
reexamination and reorganization of
local government has taken ploce,
Any local machinery decided upon for
the administration of the health serv-
{ees should be regarded as provisional.

The Government proposal of Joint
health authoritics covering areas con-
terminous with existing major local-
authority boundaries and composed
solely of the nominees of constituent
major authorities would lead to an
even greater divislon of local responsi-
bility rather than to its concentration.
Despite the White Paper provision for
local advisory hodies (the Local
Health Services Councils), the pro-
posed joint liealth authorities would
not be sufficiently informed or advised
on the problemns before them. Al-
though these disadvantages would be
removed somewhat by adequate rep-

resentation of the medical and asso-
ciated professions and the voluntary
hospitals in the membership of the
joint health authorities and by devis-
ing areas not necessarily contermin-
ous with existing local authority areas
but appropriate for hospiial and med-
jeal purposes, substantial disadvan-
tages would remain. The voluntary
hospitals could not achieve real part-
nership by & minority representation
on the body owning the local author-
ity hospitnls, The division of local
health responsibility could be reme-
died only hy concentrating all health
Tunctions in joint health authorities.
Many members of thie public health
service would sulfer o severe conbrac-
tion of interest and responsibility, in-
volving not only loss of status for the
doctors but the [uture discourage-
ment of able practitioners from enter-
ing this branch of medical work,
Pending the reform of arcas and
functions of existing local government
authorities, regional counciis for na-

tional hospital and medical areas, not .

necessarily or usually conterminous
with loeal authority Dboundaries,
should be established by law in place
of the joint board structure proposed
in the White Paper. These councils
should comprise representatives
chosen by local authorities, the medi-
cal profession and other vocational
interests, and voluntary hospitals.
Their function should be to advise the
Minister on the planning of all hos-
pitel and health services in the region
and on the disposition ol centrally
provided moneys. This planning
should eulminate in a scheme or
schemes approved by the Minister for
execution within the nrea covered by
the couneil.

Local authorities should continue,
for the present, t¢ own their insti-
tutions and to administer their health
services, but should be required to
conform to the general plan prepared
by the regional council and approved
by the Minister. Similarly, the
voluntary hospitals would conforin to
the general plan, receiving their
moneys either wholly from the Min-
ister on the advice of the regional
council, or partly from the Minister
and partly from local authorities in
accordance with the plan laid down
by the Minister,

In relation to cach ecounty and
county borough council a medienl nd-
visory committee should be estab-

lished, elected by the local profession
and with statutory functions and
powers gnalogous to those of the Cen-
tral Health Services Council. There
should be elfective laison between
the medical advisory committee and
the Central Health Services Council,
Each county and county borough
council should be required by law
to consult such medical advisory com-
mitiees and to co-opt representatives

of the commifiee {o their public
health hospitals and stmilar com-
mittees.

Voluntary hospilals—Such a local
administrative plan would go somne
way towards securing real partnership
between local authorities and volun-
tary hospitals. Financial arrange-
ments  would need consideration,
However arranged, it should be pos-
sible for voluntary hospitals to receive
as contracting parties a proper pay-
ment even up to the full cost incurred
by them without losing thelr identity
or status, The flnancial arronge-
ments should secure that it is reason-
ably practicable for these hospitals,
with such help as may he available to
them from voluntary sources, to
maintaln and, when necessary, extend
their existing services.

Gencral medieal practice, — The
terms and conditions of serviece, in-
cluding remuneration of general
practitioners, should be nhegotiated
centrally between the Minister and
representatives of the medienl profes-
slon. These terms and conditions
should guarantee the professional
freedomn of doetors and freedom of
choice as between doctor and patient.
They should provide for a mcthod of
remunerating doctors which relates
the remuneration to the work done
or the responsibility accepted, This
metliod should obtain both in separate
and in group practice. If health
centers are established, the terms and’
conditions of service, Including re-
muneration, for proctitioners working
in the centers should be similar to
those affecting other general practi-
tioners except for differences related
to the different expenses involved.

Apgreements—the content of which
should be centrally negotinted—
should be entered into between the
general practitioner and a body or
bodies set up by the Minister expressly
for the purpose. Such body or bodies
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should include ample representation
of the profession. The proposed Cen-
tral Medical Board, but without the
proposed powers of compulision, would
be appropriate for this purpese, acting
cither directly or through local com-
mittees of the Central Medical Board,
analogous to the existing Insurance
Ccommittecs under national health in-
surance, General practitioners are
unwilling to enteyr into contractual re-
lationship with local authorities.

Health centers—The establishment
of health centers as a national policy
should be preceded by from 3 to 5
years of scientific trial and experi-
ment, organized in contrasting areas
under the aegis of the Central Health
Services Council, This trial should be
undertaken in consultation with the
local mcdical profession and should
include clinical, administrative, and
financial experiments. The ultimate
decision on the policy of estahlishing
health centers, including the types,
should await the result of such ex-
periments,

Compensation.—The adoption of
the proposal in the White Paper to
compensgte practitioners who enter
health center practice for loss of cap-
ital value of their practices would ad-
versely affect the capital value of all
general practices. It would reduce the
number of potential buyers and so
lower the capital value of exlisting
practices and would glve a financial
impetus, unrelated to the public inter-
est, to the develepment of health cen-
ters out of all proportion to any case
there might be for the establishment
of such centers.

If this view is accepted, the question
of compensation must be approached
s a peneral, not a partial, issue, In
any case, the final decision must await
the results of the health center ex-
periments, though it does not follow
that the form or forms of health cen-
ter finally approved will necessarily
involve compensation. The approval
of the “diagnostic and special investi-
gation” type of health center, for ex-
ample, would not, of itself, raise any
compensation {ssue.

The uncertainty already caused by
the White Paper proposals would,
however, be aggravated by the ab-
sence of definite decisions on compen-
sation. It is recomnmended that com-
pensatlon formulas, standards, and

amounts, relcvant to both capital
values annd professional premises,
should be caleulated and ngreed now,
pending decisions whether compen-
sation is invelved by the forms of gen-
eral medicnl practice ultimately ap-
proved.

Rural practice—Probleins peculiar
to rural general practice will need
special consideration. Any plan
should include extension of the sys-
tem of cottage hospitals suitably
equipped, an increase in the provi-
sion of maternity heds, and the pro-
vision of radiological and pathologi-
cal facilities. The terms and condi-
tions of service of rural praclitioners
should take into consideration the
relative sparseness of population and
the time and cost incurred in travel.

Hospital and consultant services.—
The position of veluntary hospitals is
dealt with elsewhere in the report,
and the repert was prepared for rcc-
ommendation to the Representative
Body before the publication of the
report of the Interdepartmental Com-
mittee on Medical Schools. Certain
principles affecting consultant and
specialist services may be put forward,
however. In general, consultant
services should be associated with
hospitals and hospitals should be re-
sponsible for a complete consultant
service, both institutional and domi-
ciliary. The indivldual general prac-
titioner should, so far as is practica-
ble, retain the rlght to sclect the con-
sultant he desires.

The terms and ceonditions of scryv-
ice of consultants, like those of gen-
eral practitioners, should be nego-
tinted centrally between the Minister
and representatives of the medical
profession. ‘There is much to be said
for placing the individual consultant
or specialist in contractual relation-
ship with the hospital or hospitals
which appoint him. It has, however,
the rcal disadvantage that general
practitioners will look in one dlrec-
tion for contractual purposes, and
consultants and specialists in another,
This point necds further considera-
tion.

Private practice—The future of
private practice depends primarily on
the proportlon of the community to
which this servicce is made available
irrespective of means and as a right.

Before the profession can consider
any mocifleation of its attitude on this
issue (summarized earlier in this ar-
ticle), it needs fuller information on
several points, including the general
social security contributions, the ad-
ministiative and professional ar-
rangements, and the machinery for
ensuring the continuance of privato
practice for patients who wish it,

For general practice, the points to
be considered include the mode of
distinguishing betwecn health service
patients and private patients, and the
procedure to be adopted by citizens
intending to utilize the service for a
particular item, or itecins, of medical
service. For consultant and special-
ist practice, the profession needs
fuller information on the procedure
proposed for persons secking consult-
ative service in the consulting rooms
of consulfants and specialists, ond
in private wards, wings, and blocks
associated with general hospitals.

Whether or not the whole com-
munity is covered by this scheme, per-
sons who wish private medical serv-
ice should be absolutely free to ob-
tain it from any doctor of their choice,
and every practitioner should be free
to render such service on a private
basis with access to hospital facili-
ties at every lcvel, should such be
necessary. This is an issue of the
freedom of the public rather than
of the interests of the profession,

Statement of the Minister of Health

In p specch at Croydon on May 17,
Mr, Willink, British Minister of
Health, commenting on the Council’s
draft statement, declared that, how-
ever much he might disagree with
certain points, the report was “just
the kind of thing we want and expect
to see—full, constructive, detailed,
well-marshalled criticism and re-
view . . .

“As to this, plain speeeh is best,
For instance, I do not believe that the
interests of a great new soclal service
which we all have at heart, or indeed
the interests of one of thc oldest
and most respected professions, oare
best served by the preposterous ac-
cusation that the responsible Goy-
ernment of this country, in promoting
this great measure, is really only
scheming to gain contro! of the med-
ical profession or to control medical
certifleation, or that the insplration
of the ncw service iIs ‘political rather
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than medical, whatever that meay
mean,

“Nor am I impressed by the sug-
pestion that the Government ought
not to be replanning the natlon's
health services in time of war. Was
this an obstacle to the construction
of our ecducational system? I should
have bheen reluctant to have had to
say that the Government had decided
not to try to get anything ready in
this fleld for the rctuwrn of all our
young men oand women from the
Forces, and particularly that we were
going to let all our serving doctors
come back to a period of confusion
and uncertainty as to what their post-
war professional opportunities were
likely to Dhe.”

Nor was it very helpful or fair, he
continued, to imply that the public
was being misled into believing that
health is simply a matter of hospitals
and doctors and bottles of medicine,
and that it has not occurred to the
Government, that heslthy living de-
pends largely on health education, on
goocd enviroment, on prevention as
mich as cure. All these things and a
1ot of other things-—good employment,
economic security, nutrition, the
whole fleld of social organization and
progress—have to be the related parts
of o single reconstruction policy. The

country has no cause to be ashamed
of the strides made before the war
in housing and public hygiene and
the betteyrment of living standards,
of the millions spent on improving
nutrition and food standards and the
knowledge of ways of healthier liv-
ing generally, Affter the war there
will be every cause to be proud of fur-
ther advances in all these flelds.
The British Medical Assoclation
has produced in this new documcnt,
the Minister said, "“n mass of good
and fair criticilsm, a mass of practical
points and proposals on ihe shaping
of the new service , . . The doctors
have some genuine and important
anxieties in all this. They fear that,
however good our intentions may be,
the new arrangements might unin-
tentionally turn out to have the effcct
of reducing professional life to some
kind of dull uniformity, of discourag-
ing some of the varlety of enterprise
and individualism, which is, az I
know well, the life-blocd of a vigorous
profession; that the door might be
opened to monotony and regimenta-
tion and interference with the doc-
tor’s primary allegiance to his pa-
tients, But I agree assurances ave
not enough. The way to saleguard
these things Is not by verbal assur-
ance, nor, I think, by loose phrases

about ‘hureaucracy,” but by us all
sitting down together to thrash out
a delniled scheme in which these
things will not arise.

“The spirit and intention of Lhe
White Paper are far removed from any
notion of regimentation and control.
But it is passible that the form of ad-
ministration which the White Paper
proposes can be nltered and improved
to give even surer effect to this inten-
ticn, If so, I am waiting with a wel-
come for anybody's constructive sug-
gestions to that end, and I assure you
that I shall he anXious to accept any-
thing that can be shown to be a gen-
unine and practical improvement. All
that matters is that the new health
service, on the need for which all re-
sponsible opinion is agreed, shall be
so framed as to give the best possible
selrvice to the public whe use it, and to
the pecople who provide it a [air deal
and a carcer of stimulus and interest.

“I want this to be a service of indi-
vidual people for individual people.
It must be a willing, enthusiastic serv~
ice. I believe that we are on the
threshold of the biggest single ad-
vance ih the opportunity of health
that this or any other country has had
the opportunity of making, We want,
and expect, the help and good will
of all.”

The Public Health Service Act, 1944

By Alanson W, Willcox*

Oxn JuLy 1 Lthe President npproved the
Public Health Service Act (Public Law
No. 410}, to consolidate and revise the
laws relating to the Public Henlth
Service. While the act makes a num-
ber of changes in the law, its basic
purpose Is to bring together into &
single and consistent enactment vir-
tually all of the statutes relnting to
the Servicc—a body of law which had
accumulated over a century and a
half, with little system or consistency,
with many duplications and a few im-
portant gaps, and with an abundance
ol ambiguity. Since the founding in
1788 of o seamen’s health insurance
system, there had previously been no
comprehensive legislative treatment
of the Public Health Service or its

* Assistont General Counsel, Federal Be-
curity Agency.

predecessors, except as enactment of
the Revised Statutes had brought to-
gether the applicable provisions as of
18478,

The Surgeon General's Statement
In commenting on the act at the
time of its approval by the President,
the Surgeon General expressed his
gratification “that the House and the
Scnate have passed the Public Health
Service Act without a dissenting voice.

‘We are consclous of the large obliga-

tions imposed by the public trusi in-
vested in the Service, This law facili-
tates the discharge of this responsi-
bility under both wartime pressures
and the continuing demands of peace-
time.”

Dr. Parran continued, “The gact
again conflrms the approval by Con-
gress and the President of a closely

+

knit, highly trained commissioned
corps of officers, who are specialists in
publc health, medicine, sclentific re-
search, and related specialists, as the
best type of administrative structure
to deal with national and interna-
tional health problems. To this struc-
ture has been added the commission-
ing of nurses, who play such an im-
poritant part in the war.

“Through its research branch, the
National Institute of Health, the Pub-
lic Health Service has made important
contributions to the great advances in
medical and public health science dur-
ing the twentieth century. But
knowledge of mmany diseases remains
incomplete; and control of such ail-
ments as mental and nervous disease,
heart discases, and other chronic con-
ditions demands coerdinated plans of
painstaking and lahorious rasearch,
The Public Health Service Act gives
the National Institute of Health the
guthority to develop sueh programs,
in the same way that cancer research
has been developed in our Natlonal



