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SYNOPSIS

In the USA, the concept of an occupational health programme
has grown steadily, and now embraces the total health of the worker.
Elements of basic in-plant health programmes have been identified
and patterns developed for successful operation.

Today, health services in small plants still fall far short of opti-
mal requirements. No more than 5 % of workers in small plants
enjoy the benefit of occupational health services. The main reason
for the arrested development of these programmes is the lack of
organizational and administrative techniques for providing health
services in small plants. Recently, however, several projects have
demonstrated that these difficulties can be overcome, and the
future development of such programmes in small plants thus looks
hopeful.

Other recent developments hold promise of strengthening the
health services available to workers. Union health centres, now
being established in increasing numbers, offer the workers varying
services, ranging from diagnostic and preventive procedures to
complete medical care. Further benefits to both the worker and
his family are being provided under collective bargaining agree-
ments by voluntary health-insurance schemes.

In addition to making services available to large numbers of
workers previously not covered, the development of both union
health centres and the prepaid health-insurance schemes offer future
possibilities for integration of these programmes into the preventive
and diagnostic services offered in the plant.

Finally, governmental occupational health agencies, in addition
to their industrial hygiene activities, are taking an increasing interest
in the establishment and development of in-plant health programmes.

Despite a comparatively late start, great progress has been made in the
USA in the past 40 years in the field of occupational health. From the
beginning of this century, when the first workmen's compensation laws
impelled employers to seek methods for providing prompt care to injured
employees, the concept of an occupational health programme has continued
to expand, along with the growth of industry and the advances in medical
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science. Today, occupational health is concerned with every phase of
employee health, both within and without the plant.

Those fostering the development of occupational health services in
American industry have been faced with a curious phenomenon. Scientific
techniques for rendering services to protect, improve, and maintain the
health of the worker have been developzd; it has been demonstrated that
such services reduce sickness absenteeism, improve employee morale and
efficiency, increase productivity, and lower compensation rates; and it has
been shown that the cost is more than offset by the direct and indirect
savings that result, to say nothing of the human values. Yet, despite the
proved benefits of such programmes, there has not been a widespread
development of in-plant health services. While many of the larger industries
have established such programmes, there is a notable lack of health services
in the small plants, which employ 700% of the nation's workers.

Occupational health services as they are defined in the USA, the factors
impeding the development of such services in small plants, the various
methods used to overcome these obstacles and to provide adequate
health services for employees, and other developments that directly or
indirectly affect occupational health programmes will be discussed in
this article.

Objectives and Elements of Occupational Health Programmes

Occupational health programmes are currently defined as services
provided by industry to protect, improve, and maintain the health of the
worker at the highest possible level. As such, these services, in their fullest
sense, extend beyond the prevention and control of occupational diseases.
The present broad concept of an occupational health programme is largely
the result of a growing recognition of the influence of non-occupational
illness on the capabilities of the employee. Non-occupational disability
in the USA is responsible for 90 % of total sickness absenteeism, which annu-
ally accounts for a loss of 400-500 million man-days. Roughly, this is equi-
valent to 2 million workers off the job every day. In 1949, according to one
estimate, the wage loss alone due to total and partial disability probably
exceeded 21 billion dollars. Obviously, the full extent of this loss to
employer and employee cannot be measured, since absenteeism represents
only a portion of it.

Any realistic attempt to reduce sickness absenteeism must therefore
transcend the purely occupational causes. Accordingly, the United States
Public Health Service and other governmental agencies, the Council on
Industrial Health of the American Medical Association, the Industrial
Medical Association, the American College of Surgeons, and other organi-
zations concerned with occupational health have recognized certain services
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as basic to an adequate in-plant health programme. These elements have
been identified as:

1. Proper job placement and appraisal of physical limitations through
pre-employment, periodic, and post-illness physical examinations.

2. Treatment of occupational illnesses and injuries.
3. Care for minor non-occupational disorders to keep the worker on

the job, with referral to private physicians for further care.
4. Advice on employees' health problems, and health education on such

subjects as the importance of an adequate diet in maintaining health and
efficiency, the advisability of seeking early treatment for illness, and the
necessity for proper rest and recreation.

5. Utilization of community public health programmes, such as mass
X-ray and other health surveys, to discover and advise individuals with
incipient and progressive illness, such as tuberculosis, diabetes, and cancer.

6. Assistance to management in the prevention and control of health
and safety hazards.

7. Maintenance of adequate records and analysis of health experience.
These functions apply equally to plants of all sizes. They remain constant,

the variable factors being the extent of the services needed for specified
size and age-groups, the methods of providing services, and the services
available in the community.

In addition to the provision of these basic services, four other factors
have been found essential to the effective operation of in-plant health
programmes in small, as well as in large, plants.

First, the primary aim of such programmes must be to benefit the
employee, although indirectly the management also benefits. A scheme
conceived and pursued wholly in the management's interest is short-sighted
and will never become fully effective.

The second essential is that the programme has management-labour
interest and support. The medical department must have assured status
and be directly responsible to top management. While it may function
effectively as a unit in the personnel department, its chances of success are
vastly improved by the increased status of reporting directly to top manage-
ment. Of necessity, there must be a close relationship with the employment
officer, the entire personnel division, the safety staff, and the plant foremen.
Their understanding and active co-operation must also be sought. The
workers should not only know the purposes and principles of the plant
health programme, but should also have an opportunity to participate in
it, either through labour-management health and safety committees or by
other means.

Thirdly, the medical personnel must be interested and competent in
developing an effective industrial health programme. The plant physician
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must concern himself with the preventive aspects of the programme. He
must be able to bring the services of the health department and the voluntary
health agencies into the plant and refer the worker to all medical facilities
and services available in the community. Moreover, to operate efficiently,
the plant physician must have the confidence of, and free exchange of medical
information with, hospitals, clinics, the health department, and his fellow
practitioners in the community.

The fourth requisite is that the medical service should practise in the
plant. If a physician visits the plant at irregular intervals, there is no oppor-
tunity for him to learn about the particular problems affecting employee
health or for the employees to have free access to him and to gain a feeling
of confidence in him.

General Status of Health Services in Small Plants

The services and factors so far outlined represent a blue-print for a
successful in-plant health programme. In the case of some of the larger
industries, improvements and refinements have been made on this blue-
print. Some of the more progressive large plants provide much more
comprehensive schemes, including, for example, rehabilitation services and
research. As the number of employees in the plant decreases, however,
the programmes show a marked decline in content and coverage.

Numerous surveys substantiate the fact that there is a direct relationship
between the size of a plant and the adequacy of its health programmes, and
that most small plants either provide no service at all or only that obtainable
from first-aid kits. It is estimated that satisfactory in-plant services are
provided for no more than 5 % of workers in plants with less than 500
employees, which make ur 99 % of all industrial establishments in the USA.
A multitude of reasons have been advanced by small businessmen for the

absence of health services in their plants. These reasons may be reduced to
three difficulties: (a) improper understanding of the need for and advantages
of in-plant health services; (b) belief that the cost is prohibitive; and
(c) lack of information and help on how to secure these services.

One of the greatest problems is to get the small businessman to realize
the loss that he is suffering daily from interrupted production due to
sickness and accidents, the cost of replacing an employee, decreased effi-
ciency, delayed deliveries, cancelled orders, loss of customer goodwill, and
lowered employee moralJ' Too often, the small-plant employer has so many
tasks to perform personally that he overlooks accident and health problems
or believes he has solved them by purchasing workmen's compensation
insurance and perhaps some form of sick benefit insurance.

Occupational health services are of added importance to the small
plant because it has more health and safety hazards. The accident frequency
rate alone is 21/2 times as great in small plants as in large ones. However,
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the small-plant employer fails to realize these facts, or to see the need for
establishing in-plant health services. Also, since his personnel and cost-
account records are not as complete as those of larger plants, he may lack
actual proof of his losses from sickness absenteeism.

When a small-plant employer has become aware of the value of an occu-
pational health programme, he is frequently frustrated by the difficulty he
encounters in finding methods of providing services. Since the per capita
cost of such services increases as the number of employees decreases (see
Table I), the small-plant employer finds it too costly to experiment indi-
vidually, and it often proves to be difficult to interest other plants in a
co-operative venture. Trade associations, medical groups, local public health
agencies, and even the general practitioner who sometimes comes to the
plant to treat casualties, are frequently unable to provide him with the
practical assistance he needs. Finally, there is the problem of scarcity
of qualified personnel in the occupational health field to render these
services to his workers.

TABLE I. PLANTS REPORTING COST DATA ON IN-PLANT MEDICAL
PROGRAMMES AND AVERAGE PER CAPITA COST, BY SIZE AND TYPE

OF PLANT, 1949*

All types of plant Manufacturing iNon-manufacturing
Number All types _____lant _plants plants

of employees .average per average per average per
number capita cost number capita cost number capita cost

Under 500 40 26.43 40 26.43 - -

500-999 78 16.81 71 16.54 7 19.76

1 000-2 499 150 15.19 136 14.56 14 20.91

2 500-4 999 103 13.05 76 13.52 27 11.72

5 000-7 499. 34 14.06 29 12.93 5 21.19

7 500-14 999 27 9.48 19 9.34 8 9.79

15000-34999 10 21.51 10 21.51 - -

All plants 442 - 14.53 | 381 14.78 61 13.31

* Based on a survey by the American College of Surgeons. The 442 plants reporting cost data
had a total of 1 362 248 employees.

Data obtained from: Bachman, G. W. et al. (1952) Health resources in the United States: availabil-
ity of personnel, facilities, and services, Washington, D.C.

Because of these difficulties, in-plant health services in the USA either
are completely lacking in small plants or fall short of optimal require-
ments. By far the greatest number of small plants that provide any type
of occupational health service make use of physicians who do not come to
the plant except on call. The major responsibility of these physicians with
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regard to the plant is to provide medical attention for the injured worker,
occasionally at the plant but more often in their own offices, clinics, or
hospitals.

One objectionable feature of the on-call arrangement is that the physi-
cian's service is usually limited to emergency care. Since he does not visit
the plant periodically, he does not become acquainted with its special health
problems. His service to industry is quite incidental to his other work, and
he has no incentive to become interested in the preventive aspects, which are
the most significant in an industrial health programme.

In general, there are two satisfactory methods by which the small plant
can arrange for health services-the individual and the group approach.
In the individual approach, the plant management arranges with a physician
for his full- or part-time services and for part- or full-time nursing services,
depending upon such variables as the number of employees, the geogra-
phical location, the number of shifts to be covered, the work hazards, and the
extent of the services to be rendered.

In the group approach, several small industries share the part- or full-
time services of a physician, and sometimes the full-time services of a nurse.
Either each plant establishes its own dispensary, with facilities to accommo-
date all anticipated needs, or the group builds a centrally-located health
clinic and each plant maintains at least a first-aid room. In the latter instance,
all emergencies, examinations, and major problems would be referred to the
central clinic. Whatever approach is decided upon, however, it is essential,
for the success of the service, that the doctor and the nurse spend regularly
scheduled time in each plant.

One excellent example of the group approach is the sharing by several
plants of the services of a full-time physician, who spends a varying number
of hours in each plant, depending upon the size of the plant, the hazards
involved, and other factors. Under such an arrangement, each plant has
its own medical department and one or more full-time registered graduate
nurses, who are under the direction of the physician.

Since only 2000 physicians in the USA devote their entire time or give
special attention to industrial practice, most plants providing services find it
necessary to depend upon general practitioners with no particular training
in industrial health. Under such circumstances, the questions of experience
and salary become more pronounced. If the general practitioner is to render
an adequate service to industry, he will require additional specialized
training as well as the active assistance of the experienced industrial physi-
cian. Such training can be obtained through short intensive courses pro-
vided by local professional organizations and universities. The physician
should also spend several hours a week in the plant itself, studying its
operations and observing any special health hazards.

The remuneration should be sufficient to enable the physician to consider
his services in the plant an important part of his medical practice. The

692



HEALTH CARE IN SMALL PLANTS IN THE USA

physician also must be made to feel that the in-plant programme in which he
is participating is constructive and permanent, and not merely a routine
service which he provides as a means of supplementing his income from
private practice.

Where small plants have set up their own dispensaries, they are most
frequently staffed by a nurse, who is employed full or part-time to provide
care under the direction of a physician who is on call or who serves in the
plant part time. The type of nursing service provided varies considerably
and depends to a large extent on the amount of time spent by the nurse in
the plant and the opportunity afforded her to become familiar with plant
operations and acquainted with the employees.

While individual nurses generally do not share their services among a
number of small plants, services on an hourly basis are available from
visiting-nurse associations. There are many variables influencing the amount
of nursing time required for an adequate in-plant programme. Plants with
less than 500 employees and having no serious occupational hazards may
find the services of a part-time nurse satisfactory.

An effective nursing service in industry, however, extends beyond the
employment of a nurse, whether on a part- or a full-time basis. It depends a
great deal on the way the nurse's time is used at the plant. Too often, the
nurse is used for other than nursing activities. For example, a time-study
by the United States Public Health Service of nursing services in 12 small
manufacturing plants revealed that 22 % of all nursing time was spent on
such non-nursing activities as housekeeping, maintenance of the health
unit, and general health service clerical work.

Time spent on non-nursing activities is wasteful of the nurse's profes-
sional training and prevents her from making a maximum contribution to
the in-plant health programme. Such time can be utilized to better advantage
in developing the preventive aspects of the programme, such as counselling
and health education, and in familiarizing herself with the health resources
of the community. For the most efficient professional utilization of her
time, the nurse needs medical guidance and a fuller understanding by the
management of the potentialities of her job, as well as a greater awareness
on her own part of the scope of her duties.

Small-Plant Health Programmes in Operation

The forces which combine to promote in-plant health services in the
USA vary tremendously with each community. They depend on the interest,
initiative, and leadership assumed by the local medical society, the chamber
of commerce, the labour organizations, the health department, and the
voluntary health agencies. The following examples will show how several
different groups of plants have solved the problem.

14
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Williamsport, Pa., industrial health programme

A common combination of forces has been that of a chamber of com-
merce and the local medical society, as exemplified by the Williamsport, Pa.,
industrial health programme, initiated by an Industrial Health Conservation
Committee to promote health services among the 150 industries in Lycoming
County, Pennsylvania.

The Committee urged that in-plant health programmes be established to
provide preventive services, including pre-employment and periodic health
examinations, for all workers and plant executives; and that these services
be integrated with community health programmes, such as mass X-ray
surveys, health education (including nutrition), venereal-disease control,
Alcoholics Anonymous, and all services available through the local health
department.

Plant managers were supplied with a list of available industrial physi-
cians. Various other informational material was provided, including
suggestions for facilities and equipment. Members of the Committee
made personal visits to each industry to explain the purpose of the pro-
gramme.

Each industry arranged its own programme and employed its own
doctor and nurse. The cost of establishing a medical department varied
according to the number of employees and the extent of the services to be
provided. Small plants paid about $500 to establish and equip a one-room
first-aid service, and the larger plants paid well over $1000 for more elaborate
facilities.

After eight years of operation, approximately 70% of the 20 000
employees in the greater Williamsport area had available to them services
varying from minor care by a trained first-aid worker to care by a nurse
working under the supervision of a part-time physician, with the services of
the physician provided either in the plant or in his office. Approximately
9000 employees were in plants where the services of a full-time nurse were
available.

Integration of the in-plant health services with community health
programmes has enhanced the benefits to the employees. For example, as a
result of a chest X-ray programme in industry, inaugurated by the local
tuberculosis society, evidence of disease was found among 700 of 20 000
persons X-rayed. Co-operation in the health field has proved so successful
in Williamsport that the community recently organized all of its voluntary
health agencies into a health council, and is considering a multiphasic or
multiple health screening programme.

Hartford Small Plants' Medical Service

Another type of programme is the Hartford Small Plants' Medical
Service in Connecticut, which was planned by a group of manufacturers
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and physicians, including a representative of the State industrial hygiene
agency. Each industry provides its own medical department and one or
more full-time registered graduate nurses under the direction of a full-time
physician, who has a yearly contract with the industries and spends a
specified amount of time in the medical department of each plant, the
amount varying according to the size of the plant.

One of the eight small plants subscribing to the Hartford Small Plants'
Medical Service-established in 1946-is the Allen Manufacturing Com-
pany. This plant has two full-time nurses. The physician rendering the
medical service visits the plant each day, spending one hour on Monday
and Thursday and two hours on other days, or a total of eight hours a
week. The medical department consists of an ante-room, a first-aid room,
a consultation room, and a bath.

In addition to the regular pre-employment and periodic physical exam-
inations, special examinations are provided for employees transferring to
different work, for those absent two weeks or longer because of illness, and
for participants in employee sports, and monthly examinations for cafeteria
workers. The management is informed only when the medical findings
affect the applicant's ability to hold the job for which he is being considered
or when the employee's transfer to another job is indicated.

The company has a definite policy of hiring the rehabilitated, and the
medical department periodically sees the employees who have cardiac
disorders, epilepsy, or arrested tuberculosis.

In-plant care is provided for minor industrial and non-industrial illnesses
and injuries. Other services include health counselling, with referral to the
family physician for treatment. A special counselling and health education
scheme is provided for pregnant workers. Annual chest X-ray examinations
are given at the plant, on a voluntary basis, by the city health department.

For the calendar year 1951, the operating cost of the programme
averaged $24.65 per employee, $0.01 1 per man-hour worked, and $0.97 per
employee visit.

The company reports many benefits from the programme, including
substantial reductions in absenteeism, labour turnover, and workmen's
compensation premiums, as well as increased production, employee morale,
and efficiency (see Table II).

Petrie Clinic, Atlanta, Ga.

The interest of civic and professional groups in Atlanta, Ga., was
responsible for the establishment of the Petrie Clinic. The clinic serves
three firms, ranging in size from 100 to 500 employees. These firms support
a health centre, the cost of which is pro-rated among the participating firms
according to the number of workers employed and the services provided
for them. Each firm also maintains a dispensary, where the nurse from the
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TABLE II. BENEFITS FROM MEDICAL AND PERSONNEL PROGRAMME
(ALLEN MANUFACTURING COMPANY, HARTFORD, CONN., 1943-51) *

Measures of performance 1943 1944 1945 1946 1947 1948 - 1949 1950 1951

Monthly turnover rate (all
reasons, including lay-off):
Allen .(%)

Hartford area (%)

Occupational accidents:

Lost-time per 100 cases.

Total number, all cases

Frequency rate:
Allen

Hartford area.....

Severity rate:
Allen

Hartford area .....

Monthly absentee rate (all
reasons, including leaves of
absence) ... . (%)

Length of service:
0-1 year ... . (%)

1-5 years ... . (%)

5-10 years .(.o...)

10 years and over (%)

Grievances per 100 employ-
ees

Average earned group bonus
(by percentage of factory
employees) .... . (%)

Sales per employee e (dollar
volume of company sales
per employee in 1940=100)

5.5

5.3

4.2

113

3.5

4,4b

4442
3.6

61

2.3

7.5

1.5

40

1.4

4.2

3.8

56

1.9

4.3

1.2

61

18.43 15.48 7.51 21.35 6.78

22.37 18.18 12.40 11.12 10.01

0.455

0.353

5.8

31.0

52.0

13.0

4.0

-c

8.5

117

0.321

0.713

5.1

6.5

69.5

15.0

9.0

2.4

14.0

136

0.104 0.610

0.338 0.446

3.8

7.5

59.5

23.0

10.0

0.8

21.4

148

2.9

7.0

43.0

38.0

12.0

0.3

22.3

149

0.148

0.331

3.3

6.0

23.0

53.0

18.0

2.2

25.6

152

* Services under the Harfford Small Plants' Medical Service were introduced in 1946.
a All but 0.5% were lay-offs due to recession in 1949.
b Reflects widespread lay-offs at the end of the Second World War.
c The company had no union until November of this year.

d The majority of these involved seniority in connexion with lay-off.
e Price changes during this period have not been weighed, but they amounted to less than

7%, starting in 1947.
Data obtained from: Seybold, G. (1951) Personnel administration in the small company: studies in

personnel policy No. 117, New York.

central clinic is on duty for a specified amount of time, providing first aid
and emergency services.

The clinic is located in two rooms near the plants that it serves. One
room is a combined nurse's office and treatment room, and the other a

combined doctor's office and examination room. A part-time physician,

1.1

2.8

0.6

22

3.0

8.71

3,9 a

2.4

0.5

19

2.78

7.01

0.157 0.150

0.260 0.236

0.7

1.7

0.4

38

2.15

7.31

0.254

0.212

1.8

24.3

9.0

36.4

30.3

2.1

31.3

226

0.7

1.9

0

72

0

8.18

0.032

0.200

2.7

18.9

24.4

32.3

24.4

0

31.1

266

2.4

8.0

16.0

58.0

18.0

2.1

27.3

167

1.7

0.8

12.5

60.2

26.5

5.3 d

25.6
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who is on a salary basis, spends two hours a day for five days a week at the
clinic, and makes periodic visits to the plants. A full-time nurse assists the
physician in providing services at the clinic daily and visits each plant once
a day.

Services at the clinic now include pre-employment and periodic physical
examinations for all workers, and special examinations as indicated.
Treatment is provided for industrial injuries and illnesses and for minor
non-industrial illnesses, with referral to a private physician when extended
treatment is necessary. 'Employees may receive immunizations, such as for
the common cold, if they so desire. The nurse gives instruction in health
education, and the physician assists in the placement of employees. Health
records and reports of services are maintained on an individual basis at the
clinic.

New Haven Industrial Medical Service

The New Haven Industrial Medical Service, which served three plants
in Connecticut, was an experimental project sponsored by the Section of
Preventive Medicine of the Yale University School of Medicine. A Com-
mittee on Industrial Health, representing the New Haven Medical Associa-
tion, assisted in developing the programme and maintained an active interest
during the entire time it was in operation--from May 1942 to June 1946.

Plant dispensaries were set up in each plant and were maintained under
the direction of an industrial physician, an industrial nurse, and one or more
first-aid assistants. Employees were notified regarding the hours the nurse
would be in the dispensary, and " sick-call " was held each day. An indus-
trial physician practising part time in New Haven provided medical services.
Nursing services were provided by the New Haven Visiting Nurse Associa-
tion. One nurse usually served the three plants, with the occasional
assistance of a substitute nurse. A secretary or accountant handled the
administrative details of the whole programme.

All occupational illnesses and injuries requiring more care than could be
provided by the physician or nurse in the dispensary were referred to a
specialist immediately. All non-industrial injuries and illnesses requiring
further medical care were referred to physicians in private practice. Pre-
employment physical examinations were performed by a local physician,
chosen by the plant and paid on a fee-for-service basis. Periodic examina-
tions were provided for some employees, especially the older ones. The
plan also included health education and various preventive services.

Since the university's major reason for establishing the service was to
explore some of the problems involved in organizing and directing small-
plant medical programmes and to determine whether or not new medical
information could be obtained from them, special attention was given to
developing a record system. Analysis of the records strongly suggests the
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practicability of utilizing small-plant populations for a fairly intensive
epidemiological study of illness.

The Section of Preventive Medicine of the Yale University School of
Medicine and the New Haven Foundation both contributed funds to assist
in inaugurating the medical service. For a preliminary period, each plant
contributed $2 per employee per year, as a token payment. After 18 months
of experience, the rate was set at $6.50 per employee in plants with less
than 1500 employees and at $6 for larger plants. A report on the first
3V'2 years of operation indicated that this type of industrial medical service
is practicable, has many potentialities, and is well worth its cost.

Birmingham Health Council

A unique plan, combining health education with actual diagnostic
services, has been in operation in Birmingham, Ala., since 1947. It covers
85 % of all wage earners in the city working for firms with 25 or more
employees. The programme of the Birmingham Health Council has a
two-fold objective:

1. To develop and maintain a sustained health education and information
programme for commercial and industrial employees.

2. To develop and maintain a programme of diagnostic service that will
give employed persons a practical minimum of health protection.

The annual health examination provided by the Council for employees
includes diagnostic tests for at least twelve different diseases. No medical
treatment is offered, and the only advice given is to consult a private physi-
cian.

In 1951 alone, the Council gave nearly 100 000 individual diagnostic
tests and referred some 4000 persons to their private physicians for treat-
ment, many with diseases uncovered for the first time. These figures do not
include the hundreds of cases of syphilis detected by blood tests.

Companies participating in the scheme report specific benefits. For
example, in 1951 one company spent $800 for membership and estimated
that it saved $5500 in lost time due to illness. Another company spent
$500 for membership and reduced its general production costs by $4300.
A small firm, which pays $150 for membership, saved an estimated $1200
in replacement training alone.

Portland Industrial Medical Clinic

Another method of providing health services for the small plant is
through a private industrial medical clinic. The experience of the clinic
founded by Dr Forrest E. Rieke in Portland, Oregon, demonstrates the
potentialities of such services.
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An analysis of the size of employee groupings in Portland in 1946 showed
15 000 workers in aggregates of more than 500, 50 000 in units of 100 to
500 employees, and about 85 000 in units of less than 100 persons. In the
last-mentioned group, 50% were in units of 20 or less.
A private industrial medical service was therefore considered to be a

practicable means of providing for a huge group of very small plants health
services approximating in quality to those available to employees of large
plants.

The. first clinic was opened in leased quarters in a small commercial
building in the midst of a large group of small shops employing about
800 men and women. Major city transport passes the door and parking is
convenient. It is a small, private, plant-type first-aid and examination
department, staffed by a full-time nurse, a part-time physician, and a part-
time stenographer. Hospital work is based in a nearby general hospital.
The clinic is open during daily working hours; emergencies at night and on
holidays are seen at the hospital.

Services offered include pre-employment and periodic physical examina-
tions, immunizations, survey of work places for elimination of toxic and
sanitation hazards, treatment of occupational injuries and diseases, with
emphasis on early rehabilitation, and co-operation with the local health
department and voluntary agencies in case-finding and in controlling
infectious and chronic diseases.

Financing is entirely on a fee-for-service basis. Patients are frequently
directed by employers, but are free to go elsewhere and are free to change
doctors. The absence of direct financial underwriting presents problems in
increased book-keeping, uncertainty of income, and confusion as to financial
responsibility. These problems are troublesome, increase the work, and are
not all soluble, but they are the price of freedom for patient and physician.

Labour Union Health Programmes

A significant development in employee health has been the increasing
number of health centres established for labour groups. Although most of
these centres are out-patient clinics, they have greatly increased the volume
of diagnostic and preventive services available to union members and the
potentialities for practising this type of medicine.

Programmes set up and operated by the unions themselves are exempli-
fied by the numerous health centres for members of the International
Ladies' Garment Workers' Union operating in various parts of the country,
the Labor Health Institute in St. Louis, Mo., the Sidney Hillman health
centres in Philadelphia and New York, and the United Mine Workers'
health programme. These four union plans are briefly described to indicate
the scope of services offered.
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The Union Health Center, International Ladies' Garment Workers' Union,
New York City

The Union Health Center, the first of the health centres of the Inter-
national Ladies' Garment Workers' Union, began operating in New York
City in 1913. Today, it serves 200 000 union members. The union has com-
plete control over its organization and administration. With the exception
of a charge to the members for drugs and supplies on a cost basis, the entire
cost of service to members is now borne by management through collective
bargaining agreements. Prior to July 1952, each member was entitled to
30 dollars' worth of ambulatory medical and health services, and had the
privilege of obtaining as much more service as he was willing to pay for.
Families of members are eligible for services, for which they pay on the
basis of a low-fee schedule.

Complete ambulatory medical care and health maintenance services are
provided. Miniature chest X-rays and diabetes case-finding services are
furnished, and a cardiologist counsels and cares for the many workers with
heart disease and arteriosclerosis. A health maintenance clinic gives the
patient an opportunity to discuss his problems and receive proper health
counselling, and a social service department integrates the service of the
centre with those available through community health and welfare agencies.

St. Louis Labor Health Institute

The St. Louis Labor Health Institute in Missouri was established in
1945 as a group medical-practice plan to serve about 1000 members of a
local union. It now serves nearly 10 000 members and their dependants.
The plan is financed by deductions from the wages, the rate of deduction
being 5 % if the employee and his family are to be eligible for care, and
3.5 % if only the employee is to be eligible. It is administered by the union.

The institute places great emphasis on the maintenance and improve-
ment of health, and on the complete care of a person rather than the mere
treatment of disease during illness. Each member is assigned a personal
physician from the staff, and, in addition, specialists and consultants are
available as needed. Medical care services are provided at the Institute, in
the home, and in the hospital. The services of the Institute are closely
integrated with those of the health department and the voluntary health
agencies in the community.

Sidney Hillman Medical Center, Philadelphia

The Sidney Hillman Medical Center, which began operating in Phila-
delphia, Pa., in 1951, makes available complete ambulatory medical care to
25 000 men and women who work in the men's garment industry of Phila-
delphia and are members of the union.
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Employers and union contributed equally to the initial cost of the
centre. Both groups took an active part in its planning, and the title to
land and building is jointly held. As a result of this team-work, the centre
is expected to serve as a monument to progressive industrial relations for
coming generations.

The medical programme is financed by the employers through a contri-
bution equivalent to three-quarters of 1% of the pay-roll in the clothing
industry proper, and-because of its different make-up-l % in the cotton-
garment industry. The centre is administered by a joint board of trustees,
on which management and labour have equal representation.

The health services consist of:
(1) consultation service to patients;
(2) intensive laboratory studies;
(3) preventive medical service, including periodic physical examinations

and health education;
(4) minor surgery;
(5) pharmaceutical service for medications prescribed by staff; and
(6) complete medical reports to all physicians from whom patients have

been referred.

United Mine Workers' Welfare and Retirement Fund

The United Mine Workers negotiated a contract with the operators of
the coal mines whereby 30 cents (the amount has since been increased to
40 cents) on each ton of coal mined were to be deposited in the union's
Welfare and Retirement Fund. Through this fund, the union purchases
complete medical care, including rehabilitation of the disabled, for all wor-
kers and their dependants. During 1951, a sum of approximately 50 million
dollars was paid out for hospital and medical care.

The existence of this fund is a tremendous force for elevating the
standards of medical care available in mining communities. In fact, in
ten communities where present facilities are inadequate or lacking, the fund
is sponsoring a hospital-construction programme.

Development of other union health centres

The union health centre movement seems to be rapidly gaining momen-
tum, with a growing number of unions planning health centres. The
Building Maintenance Workers' Labor Council in Chicago, Ill., is planning
a centre to serve 6000 union members. The Central Labor Union, American
Federation of Labor, Philadelphia, Pa., is developing its union health
centre in a wing of St. Luke's Hospital and is serving about 10 000 members.
Services are limited to diagnostic and ambulatory out-patient care.
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In Chicago, Ill., a unique union health centre has been established by
70 local unions. It is the Chicago Union Eye Care Center Co-operative.
All members and their immediate dependants are given complete eye care
on a non-profit fee-for-service basis. A complete eye examination, including
ophthalmological appraisal, is scheduled at $2.

Numerous other unions, both large and small, are joining together to
establish various types of health service programmes, all on an out-patient
ambulatory basis. Generally, the funds to finance these plans come from
the employers through collective bargaining, although, in some instances,
the unions also contribute. The administration is also generally controlled
by the unions, although joint employer-union boards of trustees are not
uncommon.

The development of union health centres can markedly influence
in-plant health programmes by integrating the preventive and diagnostic
services ordinarily provided in the plant with similar services provided by
the unions through health and welfare funds.

Medical Care Health Insurance

A closer relationship between the in-plant programmes and the voluntary
health insurance programmes can be expected in the USA. Most of the
latter are designed to provide assistance during hospitalized illness. Since
they do not stress early case-finding, there is need for a closer working
relationship between them and the in-plant programmes to fill the gaps in
existing health services available to employees and their families.

Voluntary health insurance programmes in the USA have been built
around groups of the gainfully employed. As commonly used, the term
refers to medical care insurance which provides either cash or service
benefits for non-occupational accidents or illness through insurance com-
panies or non-profit prepayment plans.

The first prepayment plans were established late in the nineteenth
century for employees of hazardous industries, chiefly lumber, mining, and
railroad. Many of the early programmes were developed to assure the
workers and their dependants of medical services not otherwise available
in remote areas. The enactment of State workmen's compensation laws
also directly influenced the development of these programmes.

The first major industrial plan-the hospital department of the Southern
Pacific Railroad-was organized in Sacramento, Calif., in 1868. It is still
in operation. Other early railroad programmes now operating are the
Missouri Pacific Hospital Association, established in 1872, and the Northern
Pacific Beneficial Association, formed in 1882. The Tennessee Coal, Iron
and Railroad Company, at Birmingham, Ala., is an outstanding example
of the early health insurance programmes. Under this employer-employee
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financed programme, initiated in 1913, employees and their dependants
receive physicians' care in the office and home from a staff of over 40
full-time physicians and are hospitalized in a 350-bed hospital.

In the 1920's and the 1930's, some physicians, in response to requests
from groups of individuals, developed private clinics which provided
medical care on a prepaid basis.

These early programmes usually provided physicians' services in the
office, home, and hospital, and many of the plans owned and operated
their own hospitals. Often, the physicians associated with these plans were
on a full-time, salaried basis.

Early in the 1930's, the first Blue Cross hospital plans were established,
and late in the 1930's the State medical societies began to develop pro-
grammes to provide physicians' services for hospitalized illnesses. Follow-
ing the initiation of the Blue Cross hospital plans, the insurance companies
began offering to groups of employed workers policies which provided
specified cash payments to help defray either hospital or surgical bills, or
both. These three types of programme now have large memberships.

Many of the older-type programmes developed for or by industrial
workers are still operating, but for various reasons only a small number
of such programmes have been established during the last few years. The
most recently established prepayment plans, which provide physicians'
services in the office, home, and hospital, and have other characteristics
similar to the early plans associated with industry, are those that have been
developed either through labour unions or through large groups of employees
of the city or Federal Government. Examples of the latter are the Health
Insurance Plan of Greater New York, which began as a service programme
for city employees and has now expanded to include many other groups of
employed persons in New York City; and the Group Health Association of
Washington, D.C., which was developed to provide comprehensive services
on a group-practice basis for employees of the Federal Government. The
programme of this association has now been extended to cover other groups
of employed persons in the area, but most of the members are still Federal
employees and their dependants.

One might assume that these older-type programmes, which provide
comprehensive services rather than cash benefits, would be found only
among the larger establishments, but this is not the case. Of the 44 indus-
trial medical care programmes included in one recent study, 18 had fewer
than 500 and 26 had between 500 and 1000 employee-subscribers.

As contrasted with the early programmes, Blue Cross, Blue Shield, and
the group contracts now sold by insurance companies provide protection
chiefly against catastrophic illness treated in hospital. In general, the
physicians' services, when covered under the plan, are limited to surgery
and obstetrical care. Physicians continue in private practice, and the
patient has free choice of hospitals and physicians associated with the plans.
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A number of Blue Cross and Blue Shield plans now provide cash benefits
instead of services, or combine cash with service benefits.

The inclusion of health and welfare benefits in collective bargaining
agreements has greatly influenced the growth of prepaid group health
insurance in the USA. By mid-1952, most of the 10 million union members
estimated to be eligible for health and welfare benefits under collective
bargaining agreements were covered by Blue Cross, Blue Shield, or group-
insurance contracts. In addition, many dependants and other union mem-
bers who are eligible for health benefits through programmes that have not
been made a part of collective bargaining are covered by these plans.

It is estimated that annual employer contributions to pension and health
and welfare funds, both those collectively bargained for and others, have
increased from 200 million dollars in 1941 to 3000 million dollars in 1951.
This increase in contributions, however, has not necessarily been accom-
panied by a broadening of benefits to the individual worker. Benefits
provided by the three major types of voluntary health insurance programme
are limited, and there has been a growing demand by leaders of manage-
ment, labour, and the medical profession that these benefits be extended.

Any influence that reduces the need for certain diagnostic and surgical
procedures and lessens the severity of many illnesses can be an extremely
important factor in encouraging Blue Cross, Blue Shield, and insurance
companies to extend benefits. For this reason, the further development of
in-plant health programmes, which provide adequate case-finding and
follow-up procedures, may conceivably broaden the benefits.

Governmental Occupational Health Services

The further growth of in-plant health programmes, in turn, depends
largely on the development of organizational and administrative techniques
to bring health services to the small plant, where the bulk of American
labour is employed.

For help in the solution of this problem, small plants may properly look
to the governmental agencies concerned with occupational health. On the
whole, however, these agencies have rarely rendered any significant
contributions to the provision or organization of in-plant health services for
workers in small plants. The occupational health activities of governmental
health and labour departments have in the past been rather sharply limited
to industrial hygiene services.

Efforts have been concentrated on numerous field investigations to
identify and control occupational diseases, and on continuous research to
determine the toxicity of, and establish maximum allowable concentrations
for, various chemical agents. Thus, governmental services to and in plants
have been almost exclusively environmental in character-protecting the
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worker against the hazards inherent in his work environment. Nonetheless,
since the establishment of in-plant health services is an integral part of any
effort to protect and improve the worker's health, governmental agencies
have a real responsibility to foster such programmes.

At present, 44 States, including the District of Columbia, are performing
some type of function in the occupational health field. Except in a few
States where the organizational units for carrying out these activities are
located in State labour departments, these units are established in State
health departments as well as in some local health departments.

Their proximity to the other preventive services in the health depart-
ment, such as tuberculosis control, venereal-disease control, and chronic-
disease control, places these units in an advantageous position to funnel these
services into industry. They can assist not only in the establishment of
in-plant health services but also in the integration of such services with
community programmes.

The United States Public Health Service, the principal Federal health
agency, is attempting to facilitate the job of State and local units by devel-
oping some of the necessary techniques for the provision of health services
in small plants. Several projects are being planned, and it is hoped that
the data yielded will strengthen our efforts to foster the development of
health services in industry, particularly in the small plant.

RItSUMPE

Aux Etats-Unis, la notion de medecine du travail s'est etendue progressivement a tous
les aspects de la sante des travailleurs. De nos jours, les services medicaux des petites
entreprises laissent cependant encore beaucoup 'a desirer: tout au plus 5O4 des travailleurs
employes dans ces entreprises beneficient de services de medecine du travail. Cet arret
dans le d6veloppexrent des prograrnrres sanitaires pour les petites entreprises est do
principalement a l'absence de systenme et au defaut de nrethodes administratives appro-
priees. Toutefois, certaines realisations recentes ont demontre que ces difficultes pouvaient
etre surrrontees, et il est donc permis d'envisager l'avenir de ces programmes avec une
certaine confiance.

Aux Etats-Unis, des institutions gouvemementales et plusieurs organismes prives se
sont mis d'accord sur les objectifs de base de la medecine du travail, que l'on peut resumer
ainsi:

1) Placement du travailleur A un poste qui lui convient et appreciation de ses aptitudes
physiques maximales au moyen des examens d'embauche, examens periodiques et exa-
mens apres maladie;

2) Traitement des maladies et accidents professionnels;
3) Traitement des affections benignes d'origine non professionnelle destine A main-

tenir les travailleurs dans leur emploi ; ces derniers sont invites a s'adresser A un me'decin
de l'exterieur pour des soins plus complets;

4) Conseils individuels aux travailleurs et education sanitaire A l'usine sur des sujets
tels que l'importance d'un bon regime alimentaire pour la sante et le travail, la n6cessit6
de faire appel au medecin le plus tot possible en cas de maladie et l'utilite d'un repos
convenable et des loisirs;
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5)Depistage des maladies et assistance aux personnes atteintes d'une maladie au
stade precoce ou d'une affectionevolutive telle que tuberculose, diabete et cancer,a
lIoccasion de campagnes sanitaires organisees par la collectivite, d'examens radiologiques
de serie, par exemple:

6) Concours pr&e a la direction en vue de prevenir les risques professionnels et de
proteger la sant6 des travailleurs;

7) Etablissement de fiches et de rapports sur les activit6s sanitaires.
Pouretre appliques avec succes, les programmes sanitaires des petites et des grandes

entreprises doivent s'inspirer de quatre principes essentiels. Tout service medical d'entre-
prise se propose en premier lieu de servir les travailleurs, la direction enetantbeneficiaire
neanmoins, mais indirectement. Le programme doit avoirl'appui de la direction et des
ouvriers, et le service medical releve directement dela direction centrale, bien qu'il lui
faille collaboreretroitement avec la division du personnel, le service d'embauche, le ser-
vice d'inspection et les contremaitres.I importe que le personnel medical ait la compe-
tence voulue et s'interessea l'elaboration d'un programme de medecine de travailveri-
tablement efficace. Le service medical doitetre situe dans l'usine meme.

Les Etats-Unis offrent des exemples interessants del'application de programmes de
medecine du travail dans les petites entreprises, qui illustrent assez bien les differents prin-
cipes dont on peut s'inspirer. Dans la region industrielle de Williamsport en Pennsyl-
vanie, une commission speciale fit valoir a 150etablissements industriels l'interet que
pouvaient presenter pour eux des services medicaux d'usine. Le programme est applique
depuis 8 ans, et environ 70% des 20 000 ouvriers que compte ce secteur ont pu beneficier
de soins sanitaires dispenses sous la direction de medecins d'entreprise a temps partiel.
Pres de 90C0 ouvriers appartiennent a des usines qui emploient une infirmiere a temps
complet.

A Hartford, dans le Connecticut, un programme sanitaire a ete mnis au point par un
groupe compose d'industriels, de medecins et de representants de l'institut d'Etat pour la
medecine du travail. Un medecina plein temps est attachea 8etablissements, et plusieurs
infirmieres sont chargees de visiter les usines regulierement une fois par jour. Chaque usine
est dotee d'un service medical.

A Atlanta, en Georgie, un centre de consultations situe 'a proximite de trois usines
assure le service medical de ces entreprises qui comptent de 100 a 500 employes et
ouvriers. Les consultations et traitements sont donnes pour la plus grande part au centre
meme, mais le medecin se rend regulierement dans les usines; chaque usine recoit tous les
jours la visite d'une infirmi6re.

D'autres exemples permettent de prevoir une extension des services sanitaires indus-
triels. Les centres sanitaires crees en nombre croissant par les syndicats offrent aux tra-
vailleurs toute une gamme de services qui vont du diagnostic et des mesures preventives
aux soins medicaux complets. En outre, certaines conventions collectives du travail
prevoient dans leurs clauses la fourniture de prestations d'assurance-maladie aux tra-
vailleurs et a leur famille.

Les programmes des centres sanitaires de syndicats et le systeme des assurances collec-
tives contre la maladie, outre qu'ils atteignent un nombre de travailleurs plus grand
qu'auparavant, sont susceptibles d'etre integres aux programmes de prevention et de
diagnostic mis en ceuvre dans les etablissements.

Enfin, les instituts de medecine du travail, en sus de leurs travaux dans le domaine de
l'hygiene du travail, servent de plus en plus de centres de consultation et d'information
et donnent ainsi une forte impulsion au developpement des programmes sanitaires-
d'entreprise.
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