National Health Survey

Established in 1956, it is measuring levels, trends,
and social consequences of various illnesses.

When, in 1956, Congress authorized
the establishment of the U.S. National
Health Survey (1), the basis was laid
for a major advance in the scientific
measurement of the health characteris-
tics of the nation’s population. Before the
Survey was established, the inadequacy
of the existing heterogeneous sources of
morbidity statistics was generally recog-
nized, and for years numerous agencies
and committees had analyzed the needs,
had sought solutions to the technical
problems involved, and had worked to
give impetus to new efforts in this field.
However, until the National Health Sur-
vey Act was approved, the resources for
sustained research were generally lack-
ing.

The previously available sources of
data on the extent and characteristics of
illness were largely limited to the re-
porting by physicians of selected com-
municable diseases, a number of special-
ized and local one-time health studies
and surveys, and scattered and disparate
reports from hospitals, clinics, and health
or hospital insurance groups. Whatever
the quality and adequacy of these indi-
vidual sources might be, their ad hoc
and various character provided no basis
for constructing a uniform and valid
nation-wide measure of the essential fea-
tures of the health of the American peo-
ple. A single exception in the field of
health statistics was the factual informa-
tion relating to mortality. In this field
the legal requirements for controlling the
disposition of bodies and the many needs
for legal proof of death resulted in the
early establishment, in every state, of a
system requiring the medical certifica-
tion and official registration of every
death. This death registration system has
provided the data for an annual series of
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mortality statistics extending back for
many years. These mortality data serve
many scientific and administrative pur-
poses in the medical, demographic, and
actuarial fields, but the limitations of
mortality data as an index of the health
of the living population are obvious.
However, in the absence of equally sys-
tematic and universal morbidity statis-
tics, they have perhaps had a necessarily
predominant weight in influencing the
distribution of medical research and
public health activities.

The usefulness of general morbidity
data should require little emphasis, since
numerous examples of the need for
health facts are readily at hand. The di-
rect private expenditures for medical
care and for voluntary health insurance
are estimated to exceed over $12 billion
per year (2). It is not necessary to esti-
mate individually the- additional re-
sources devoted to health in the form of
such items as medical research, and the
expenditures of national, state, and lo-
cal governmental and nongovernmental
health agencies, to make the point that
health activities involve an important
proportion of the country’s material and
human resources. Perhaps the remark-
able feature is that this sector of the
national economic and social life has
not, long before this, been the subject of
the kind of systematic statistical meas-
urements that are so generally available
for other sectors, such as agriculture,
income, finance, prices, manufacturing,
foreign trade, employment, labor, and
population.

The primary users of generalized mor-
bidity data are, of course, those persons
responsible for the direction of operating
health agencies. To them, an accurate
appraisal of the extent and character of
disease and of the social and economic
factors related to morbidity is essential
for effective planning and evaluation of
their programs and for altering the scope

and balance of their work. Originally
concerned primarily with the control of
the infectious diseases, the public and
private health agency is now concerned
with a much broader range of condi-
tions. The factual basis for such work
should be correspondingly broadened be-
yond the minimum figures on the inci-
dence of those diseases, the reporting of
which is required by law.

In a somewhat similar manner, mor-
bidity statistics are needed for the plan-
ning and management of various aspects
of social security programs, since total
benefit payments for unemployment and
disability are related in part to the vol-
ume and nature of illness and are af-
fected by morbidity trends.

In a more tangential way such statis-
tics have a contribution to make in the
field of medical research, since clues to
the etiology and pathogenesis of disease
can often emerge from the study of the
association between the incidence or
prevalence of disease and various demo-
graphic, social, and geographic factors.

Of rapidly increasing importance are
the direct economic applications of mor-
bidity statistics. Some of these applica-
tions relate to improved evaluation of
manpower resources, either for civilian
or defense purposes. More generally, the
economic loss of productive capacity
through various types of morbidity is
now recognized as an important and
variable economic factor. The more
stable component of this loss, which is
attributable to chronic diseases or im-
pairments, defines the magnitude of the
need for rehabilitation of workers.

In another economic application, mor-
bidity statistics related to demographic
factors form the actuarial cornerstone
for the development of voluntary hos-
pital and medical insurance plans. As
such plans increase in number and
scope, health data covering all segments
of the population become indispensable.
Closely related to these uses of health
statistics are the interests of drug and
appliance manufacturers in estimating
potential markets for new products and
the use of such statistics for general
guidance in market analysis and produc-
tion scheduling.

Other countries have uses for morbid-
ity statistics parallel to those in the
United States, but the applications of
health statistics extend beyond those that
are strictly internal to questions of inter-
national health, particularly to the prob-
lems of evaluating international work
directed to the economic and social
development of the newly developing
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countries of the world. Both the United
Nations and-the World Health Organiza-
tion have given attention to the method-
ological and conceptual problems of the
statistical measurement of “levels of liv-
ing” for the purposes of making interna-
tional comparisons between countries or
measuring change from one time to an-
other. The measurement of the health
component of the level of living is a
part of this broader problem (3).

Morbidity Measurement Problem

The relatively slow development of
the statistics of morbidity in the face of
so many important uses for health sta-
tistics can be ascribed to the stubbornly
complicated technical problems involved.
Many of the problems of compilation are
not peculiar to the field of health statis-
tics, but in this field the problem of meas-
urement is unusually difficult. In many
statistical fields the unit of observation is
fairly well defined and a limited number
of specific uses for the data prescribe the
character of the data desired in tabula-
tion. In the field of health or morbidity
statistics, the variety of uses of data be-
comes, itself, a complicating factor, since
the group of phenomena to be observed
have a multitude of aspects.

Referring again to mortality statistics,
the fact of death is a clearly defined
event, occurring only once for each per-
son and at a closely determinable point in
time. For morbidity none of these sim-
plifying conditions exist. The concepts of
health and illness are concepts that do
not easily lend themselves to objective
measurement. In morbidity statistics, ac-
cording to the problem to be studied, the
unit of observation may be the ill per-
son, the morbid condition, the episode
of illness, the medical service or treat-
ment, or some other defined unit. Any of
these units may be examined from differ-
ing points of view. For example, morbid
conditions may be studied from the point
of view of their prevalence at any given
time or the incidence of new cases over
a stated period of time. Illness itself is
more often than not some indeterminate
point on a continuous scale of well-be-
ing, from the best of health to severe
sickness. In most instances, especially in
chronic disease, the time of the onset and
the end of the condition may be difficult
or impossible to fix.

Even if the event to be statistically
counted could be clearly defined and
identified, it could be classified accord-
ing to a large number of attributes. A
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morbid condition, for example, could be
classified according to type in a number
of ways, such as whether it is new, old,
acute, or chronic; what the nature of the
condition is; what the prognosis is; and
so on, The condition could also be classi-
fied according to various measures of
severity, duration, kind and amount of
care received or required, consequences
to the individual’s family or to the com-
munity, and various other criteria. Each
of the possible units of tabulation and
each of the various axes of classification
may provide the statistic required for
some important application of the data.

The variety of types of data is paral-
leled by the variety of sources from
which morbidity statistics of the different
kinds can be obtained. These complicate
organizational arrangements needed for
the collection of data and introduce a
bewildering variety of problems of data
collection. A recent International Con-
ference on Morbidity Statistics, called by
the World Health Organization (4), con-
sidered more than twenty-four different
major possible sources of morbidity sta-
tistics. The population and morbidity
coverage and the uses and applicability
of data from each of these sources were
studied, but the problems in compilation
are largely unsolved.

Even if interest were restricted to a
single type of data from a single type of
source, the technical and administrative
problems of compiling national health
data would be difficult because of the
geographically diffuse character of the
events to be studied. While this difficulty
is not unique for health statistics, the
situation in medicine may be contrasted
with that in some other fields. Foreign
trade statistics are derived from shipping
documents which are administratively
collected in a small number of export
or import points. Manufacturing statis-
tics are based on the reports of a lim-
ited number of manufacturers of a given
product. Financial statistics derive di-
rectly from the operating records of
banking and exchange institutions. The
collection problems in such cases are
relatively simple. In contrast, medical
activities originate in the illnesses of mil-
lions of scattered people and operate
through a complex system of thousands
of independent physicians, clinics, hos-
pitals, and other health care facilities.
At no one point do the kaleidoscopic
facts of these various health activities
exist in comparable form, nor are they
brought together in any automatic way
to permit ready statistical observation.

There is perhaps another fundamental

problem in the compilation of meaning-
ful health statistics. This arises from the
fact that statistical measures of health or
morbidity take on their scientific mean-
ings, as contrasted with certain adminis-
trative applications, only when they can
be expressed as proportions or rates. It
is not sufficient to know, for example,
that at a given time so many people of
such-and-such a population group are ill
with such-and-such a disease. The im-
portant meaning of this aggregate figure
emerges only when it is expressed in re-
lation to the number of persons of the
same population group who at the same
time do not have the disease. Thus the
collection of data on sick people by con-
dition, age, sex, occupation, area of resi-
dence, and so on, must be accompanied
by a parallel collection of corresponding
data for the population as a whole, sick
and well. Partly for this reason the com-
pilations of statistics based solely on rec-
ords of hospitals, clinics, or medical prac-
titioners give only part of the needed
information and, by themselves, are rela-
tively meaningless, except as statistics on
volume of medical services for certain
administrative uses.

Program of the U.S.
National Health Survey

The varied nature of the data desired
for planning and evaluation in all phases
of public and private health work and
the requirement that corresponding in-
formation be obtained for both the ill
and the well population determine the
main lines of the policy and content of
the program of the U.S. National Health
Survey. The Survey is not a single sur-
vey, with a single method and a single
limited objective. The Survey, as estab-
lished by Congress, is intended to be an
intensive and sustained attempt to solve
the major problems of compilation of
morbidity statistics, with due attention
given to the development of new meth-
ods. The Survey is a program of surveys,
which use different approaches and have
different end objectives as both the tech-
niques and the needs for data evolve.
But basic to all of the present and future
surveys is the fundamental idea that the
data collection must pertain to a repre-
sentative group of people as the only
source where all of the desired facts con-
verge.

At its present stage of development
the Survey program has three major as-
pects. The first is the continuing nation-
wide Household Interview Health Sur-
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vey. This survey, in which data are
collected by means of skilled interviews
with household respondents, is designed
to give continuous information on the
total volume of illness and disability, the
medical care received, the nature of the
medical conditions involved (to the ex-
tent that this can be obtained by the in-
terview method), and various related
demographic, social, and economic vari-
ables.

The second aspect of the program con-
sists of other surveys, continuing or spe-
cial in character, which are designed to
obtain types of data not readily obtain-
able from the household survey. In view
of the fact that the type of clinical in-
formation obtained by means of the
household interview technique is not
adequate for many medical research pur-
poses, a nation-wide Health Examination
Survey is now in the planning and test-
ing stages. This survey will offer to a
representative sample of the population
a specially designed physical and clinical
examination and will have as its objec-
tive a systematic inventory of specified
clinical disease entities and the com-
pilation of the frequency distributions
of physical, and physiological, variables.
The Health Examination Survey will
give data expressed in precise medical
terms, but because of the cost and the
difficult logistic problems of this survey,
the sample will necessarily be small, with
the consequence that this survey will not
yield the useful material relative to the
social and economic aspects of illness
and health that is obtained through the
more extensive household interview sur-
vey. The difference between the methods
and objectives of these two surveys illus-
trates the point that a single survey
cannot serve all objectives. The special
survey aspect of the program will suc-
cessively develop other types of surveys
as the program continues.

The third aspect of the program re-
lates to studies of the methodology.
Study of the pertinent methodology may
be assumed in any scientific program, but
special mention should be made of this
part of the program. In the first place, a
systematic development of the field of
health statistics is so new that established
and proven methods do not yet exist.
For this reason the study of methods
must occupy a prominent part in the
Survey program. It is notable that the
need for methodological work was rec-
ognized in the legislation creating the
U.S. National Health Survey and that
such research was specifically authorized.
Methodological studies now under way
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are of several types. One type of study
has as its objective the identification of
gaps in data collected by the household
survey. Other studies are preliminary to
the design and execution of special sur-
veys. For example, a number of studies
are now under way which are prelimi-
nary to the final plan for the proposed
Health Examination Survey. Other meth-
odological studies have as their objective
the evaluation and calibration of the data
to be published from the various surveys.

Operating Plan of Household
Interview Health Survey

In less than twelve months after the
U.S. National Health Survey was au-
thorized by Congress, the Household In-
terview Health Survey was operating on
a nation-wide, continuing basis. The
speed with which this survey could be
established on a regular basis was due to
two factors. In the first place, arrange-
ments were made for utilizing the staff
and facilities of the U.S. Bureau of the
Census in many phases of survey design
and administration; thus, advantage was
taken of the pioneering work and ex-
perience of that agency in practical meth-
ods of population sampling and survey-
ing. Under these arrangements, the field
operations for the household survey are
performed by the Bureau of the Census
under general specifications established
by the Public Health Service. In ac-
cordance with these specifications, the
Bureau of the Census designs and selects
the sample; conducts the field interview-
ing, acting as collecting agency for the
Public Health Service; and edits and
codes the questionnaires. Most of the
editing, and the tabulating, are handled
on the Bureau of the Census electronic
computers.

Secondly, activities in the field of
household health surveys were further
advanced than were those in most sur-
veys to determine other types of health
statistics, and there was considerable pre-
vious survey experience, both in the
United States and in other countries,
which could be drawn upon in the design
of the new U.S. Survey.

The first attempts by the United States
Government to obtain data on illness di-
rectly from the persons concerned were
in the population censuses of 1880 and
1890. These early nation-wide efforts to
collect data on illness were followed
somewhat later by a great variety of in-
quiries which were confined largely to
special groups of people, single local

areas, or special types of illness. These
scattered studies provided no source from
which an aggregate picture of the na-
tion’s health could be judged, but they
did provide experience with different
technical methods and demonstrated
that the interview method could provide
useful information about the amount
and distribution of illness, the circum-
stances of injury, the loss of time from
work or other usual activities resulting
from disease and injury, and the utiliza-
tion of medical care.

The next effort to obtain comprehen-
sive data on illness in the general popu-
lation was the National Health Survey
of 1935-36 (5), a large-scale undertak-
ing in which interviewers visited over
700,000 urban households to find out
which members of the household had ex-
perienced disabling illness and which
had specified chronic diseases or impair-
ments. In the years since this 1935-36
survey, its findings have formed the basis
for more than 200 reports, articles, and
comparative studies.

Under a variety of sponsors, a number
of additional studies were conducted
after 1936 to provide large cities and
states with needed statistics. Among the
more important of these were the survey
of the Eastern Health District of Balti-
more (1938-1943); a methodological
survey in San Jose, California (1952);
the household survey initiated by the
Health Insurance Plan of Greater New
York (1952); the Baltimore Study
(1952-55) ; the Hunterdon County Study
(1951-55); and the state-wide Califor-
nia Health Survey (1954-55).

Surveys based on household interviews
were also being organized in other coun-
tries. The Survey of Sickness in England
and Wales was instituted in 1943 and
continued until 1952 (6). Canada car-
ried on a nation-wide sample survey for
a 12-month period, starting in 1950, and
Denmark organized a three-year survey
program in 1951.

In designing the new U.S. Survey, an
attempt was made to draw elements from
this prior work, but there are many in-
novations in concept and in the statistical
plan. In common with previous surveys,
the Household Interview Health Survey
rests on respondents within the house-
hold, inasmuch as this is the only source
where the full range of facts about ill-
ness, good health, the person’s demo-
graphic, social, and economic character-
istics, the type of care sought or obtained,
and the individual or family conse-
quences of illness can be ascertained. The
survey thus depends on a direct face-to-
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face interview with some responsible per-
son in a position to know the major
health facts which are sought. For each
household selected for interview, inter-
views are conducted with each adult
mcmber of the household, with proxy re-
spondents permitted only for children or
absent adults if related to the respond-
ent. The present design does not pro-
vide for a reinterview at a later date, to
collect follow-up information; hence,
each selected household is interviewed
only once (7). Questions are asked about
the present health status of members of
the household and about health experi-
ence during a retrospective period. This
retrospective period varies for different
items on the questionnaire but is gen-
erally a short period in order that errors
due to failure of memory on the part of
respondents may be minimized.

A very important feature of the sur-
vey plan is that the interviewing proceeds
continuously, data being collected each
week throughout the year. This continu-
ous survey process has various advan-
tages. Since data are collected each week,
it is possible to compile weekly, monthly,
or quarterly indexes of the various as-
pects of health to measure seasonal varia-
tion or time trends. However, many of
the facts to be studied are the more fun-
damental relations between health and
other factors, and the continuous collec-
tion of data permits the accumulation of
information and, thus, successively more
detailed tabulation and cross-tabulation.
The continuous character of the survey
also has administrative and technical ad-
vantages. For example, it is possible to
use a smaller number of regular inter-
viewers, who can receive constant train-
ing and retraining.

The corps of interviewers consists of
approximately 130 permanent part-time
employees who are trained and directed
by 17 full-time supervisors located in Bu-
reau of the Census regional offices. Train-
ing and checking of the interviewers’
work is done through periodic group
training sessions, assignment of home-
work, a systematic program of reinter-
views by the supervisors, and a system
of continuous flow of written instructions,
performance evaluations, and reports on
specific errors noted in interview tech-
nique.

The interview itself is based on a
printed questionnaire and is “structured”
in the sense that specified questions are
asked in an exactly specified manner and
order. The function of the interviewer is
to follow the procedure according to in-
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structions and to record accurately the
replies of respondents. The interviewers
learn how to ask the questions and how
to record the replies. Their responsibili-
ties are to act as reporters of facts rather
than to attempt to be lay diagnosticians
of the household ailments.

The questionnaire in use during the
first survey year (July 1957-June 1958)
consists of the following major parts or
sections:

1) Administrative items: location and
identification of household, record of
calls, reasons for noninterview, editing
control record, and so on.

2) Demographic items: identification
of each member of household, relation
to household head, age, sex, marital
status, education, work status, and so on,

3) Illness probe questions: questions
designed to aid the respondent’s memory
in reporting any current illness, injury,
or impairment.

4) Detailed information on ilinesses,
injuries, or impairments: information
on precise character of illness, medical
care received, amount of disability, bed
disability, work or school days lost, and
SO on.

5) Hospitalization probe questions:
questions to aid respondent’s memory in
reporting episodes of hospitalization.

6) Detailed information on hospitali-
zation: information on hospital admis-
sion, reason for admission, operations
performed, name of hospital, and so on.

7) Accidents and injuries: date and
class of event leading to injury, and so
on.

8) Medical care: utilization of serv-
ices of physician, place of visit, type of
service, and so on.

9) Dental care: utilization of dental
services, type of service, and so on.

The sample plan for the Household
Interview Health Survey is designed in
accordance with certain - general-speci-
fications for sampling accuracy for na-
tional totals and for tabulations for
various regional areas. The design is a
complicated multistage plan, the main
elements of which can be described in a
few words by omitting procedural de-
tails. The plan follows in many respects
that previously developed by the Bureau
of the Census for its Current Population
Survey. Initially, the 3103 counties and
independent cities of the United States
were grouped into about 1900 “primary
sampling units” in a manner to form
units of a single county or a group of
contiguous counties of maximum inter-
nal heterogeneity and such that they

Table 1. Size of samples in different cate-
gories on which surveys covering different
time periods are based.

Period covered by survey

Category 1 1 1
year quarter  week

Persons 115,000 239,000 2,200
Households 36,000 9,000 700
Segments 6,000 1,500 115
Primary

sampling

units 372 372 ~60

could be covered efficiently by a single
interviewer. These 1900 sampling units
were then classified into 372 strata, as
required by the tabulating specifications,
and according to a number of factors,
including the rate of population growth
between 1940 and 1950, degree of urban-
ization, principal type of industry, type
of farming, and various demographic
characteristics. From each of these 372
strata a single sampling unit was selected
with probability proportionate to its
1950 population. These 372 sampling
units form the first stage of the multi-
stage sampling design used for the
Household Survey; they are scattered
throughout the United States, with at
least one unit in every state.

Within each primary sampling unit,
ultimate stage sampling units, called
“segments,” are identified geographically
in such a manner that each segment con-
tains an expected six households in the
sample. Each week a random sample of
about 120 segments is drawn, and the
approximately 700 households, contain-
ing approximately 2200 persons, included
in these segments are interviewed. The
continuing collection of information is
consequently based on samples of the
sizes shown in Table 1 for different time
periods.

Each statistic produced by the survey
—for example, the number of persons
with one or more bed-days of disability
in a specified period—is the result of
two stages of ratio estimation. In the first
of these, the ratio factor is 1950 decen-
nial population count to estimated popu-
lation for 1950 for the first-stage sample
of primary sampling units. These factors
are applied for 132 color-residence
classes.

Later, ratios of the sample-produced
national estimates of the population to
official Bureau of the Census figures for
current population in 76 age-sex-color
classes are computed and serve as second-
stage factors for ratio estimating.
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The effect of the ratio-estimating proc-
ess is to make the sample more closely
representative of the population by age,
sex, color, and residence, thus reducing
sampling variance.

As noted, each week’s sample repre-
sents the population living during that
week and characteristics of that popu-
lation. Consolidation of samples over a
time period, say a calendar quarter, pro-
duces estimates of average characteristics
of the United States population for that
calendar quarter.

Flexibility of Operation

The sample plan and the question-
naire scheme make possible a flexibility
of operation in several respects. The con-
tinuous character of the data collection
allows flexibility with regard to content,
since the plan permits either a major
change in the main questionnaire con-
tent at any time or a gradual evaluation
of its content or technique. The survey
can thus be made responsive to changing
areas of health interest and can be tech-
nically improved as survey methodology
is gradually perfected. In addition, the
questionnaire plan permits the addition
of a series of ad hoc supplements to the
basic questionnaire to provide relatively
quick answers on types of questions
which require no more than one or two
quarters of information for adequately
accurate answers.

Flexibility can be obtained also in an-
other respect—namely, with regard to
time. The continuous succession of small
weekly representative samples permits
annual estimates for certain variables
and relationships, quarterly estimates for
statistics requiring less detail in tabula-
tion, and even weekly estimates for cer-
tain totals where the frequencies are
sufficiently high. The plan was not de-
signed primarily for the making of such
weekly estimates, but the recent influ-
enza epidemic provided an opportune
instance of the value of the survey in
providing a current measure of the ex-
tent of disability from acute upper respir-
atory diseases.

Figure 1 (8) shows the two series of
data relating to all acute upper respira-
tory diseases involving at least one day
of bed disability. One series gives the
weekly number of new cases of acute
upper respiratory diseases (including in-
fluenza, pneumonia, and other similar
conditions) involving one or more days
of bed disability. The other series shows
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the average number of persons in bed
each day of the week because of these
diseases.

Series such as these not only give a
consistent national index of the level and
trend of certain medical conditions but,
in this case, gave a more adequate meas-
ure for the first time of the total signifi-
cance to the economy of the country of
what may be, individually, relatively
minor illnesses. For example, during the
four-month period September—December
1957, there were an estimated 100 mil-
lion new cases of acute upper respiratory
disease involving at least one day in bed.
The number of different people involved
was somewhat less, since during this
period many persons had more than one
case. Some measure of the total impact
of these diseases during the four-month
period is given by the estimate that they
involved a total of 357 million person-
days of bed disability. As it proceeds, the
household survey will bring to light many
such facts, which will provide new per-
spectives on the health of the nation.

Publication Plan

The publication plan for the Survey
is designed for releasing data on each
different topic as soon as sufficient data
are accumulated. It is not intended that
material will be held until a compre-

hensive, but necessarily delayed, general
report is compiled. Under the plan, sev-
eral series of topical reports are to be is-
sued under the general title “Health Sta-
tistics—from the U.S. National Health
Survey.” Series A of these reports will
deal primarily with methodological stud-
ies and will present information on the
procedures used in the various surveys
and technical evaluations of the informa-
tion compiled. Series B will consist of
reports presenting, topic by topic, the
substantive results of the surveys. Major
issues of Series B will be based on data
collected during the first full year of the
survey—namely, July 1957-June 1958.
However, a number of preliminary re-
ports are now being prepared relating to
data for the first quarter (July—Septem-
ber 1957) or for material for the first two
quarters (July-December 1957). The
first of these preliminary reports (9) pre-
sents statistics on the volume of physi-
cian visits, by sex and age of patient, by
urban-rural residence, by place of visit,
and by type of service given. Data are
also given, for the population of the
United States, on the time interval since
a physician was last consulted. Other
preliminary reports now in preparation
cover dental services, persons injured,
hospitalization, acute conditions, and dis-
ability.

When sufficient data have been ac-
cumulated by the Household Interview

loj /
_ A\
A /L

New cases with one l

or more days in bed

z .l I A .
: [N

= 7 ramui

J N AL A

i / / 1N VINS TN |

/ \\ 7|
o} //\\;/, / \\\\ al B
/ Average number of .\’/ A

i < LN~ LA persons in bed i i
NY L each day ‘

ol LT ]

S TR S| Il 1 1 1 Lo L L1 L ! 1 1 L L L1 L L L L

—JUi —— ~——SEPT.

1 1 ! i L L 1 L
6 I3L2027 3 IOAI76243|.7 142 285 1219262 9 1623307 1421284 |l 1825 | 8

L
|
— —O0CT,.— ——NOV.—— —DEC— —

JAN.— FEB.
—— 1958 ——

1987

Fig. 1. Weekly estimates of the number of new cases involving one or more days of bed
disability and the average number of persons in bed each day because of acute upper
respiratory diseases, including influenza, pneumonia, and other similar conditions, in the
United States, 6 July 1957-8 February 1958.

1279



Health Survey, additional reports cov-
ering these and other topics will be pre-
pared. These reports will give a wealth
of new, detailed information relating
these health items to various demo-
graphic and social variables. In a similar
manner, the Health Examination Survey
and other special surveys and studies will
provide data for future tabulations,
which will be published, topic by topic,
when available.
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News of Science

Translation Service Started by
Special Libraries Center

The Special Libraries Association
Translation Center, located at the John
Crerar Library in Chicago, has an-
nounced that it can now furnish, on a
subscription basis, printed catalog cards
for current scientific and technical mate-
rial which has been translated into Eng-
lish from all languages, including Rus-
sian. This latest effort of the center to
facilitate the exchange and growth of
scientific knowledge in the Western
World will make available in ecasy-to-
use, up-to-date card form the thousands
of citations given in the center’s biblio-
graphical journal, T'ranslation Monthly.
Four types of subscriptions to translation
catalog cards are available: (i) full cov-
erage of Translation Monthly (approxi-
mately 12,000 titles yearly); (ii) cover-
age of all translations currently reccived
by the center (approximately 6750 titles
yearly); (iii) coverage of all Russian
translations received by the center (ap-
proximately 3100 titles yearly); and
(iv) coverage of all titles in specific sub-
ject fields.

Partially supported by grants from the
National Science Foundation and the
National Institutes of Health, the SLA
Translation Center is a depository for
unpublished scientific material which has
been translated into English from all
languages. It actively solicits and collects
translations from government agencies,
industry, technical societies, and educa-
tional institutions and makes copies of
these translations available to other re-
search groups and individuals. Users
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may borrow paper copies of desired
translations or may purchase for perma-
nent retention microfilms or photoprints
of translations.

The SLA Translation Center was es-
tablished at the John Crerar Library in
October 1953. In less than 5 years the
original collection of 932 translations
has increased to more than 20,000 items,
and approximately 6750 titles are being
added annually. At the request of the
National Science Foundation, the SLA
Translation Center took over, in Janu-
ary 1958, the Russian translations then
housed in the Scientific Translations
Center at the Library of Congress. This
added 4000 Russian items to the col-
lection, and since then Russian material
has been received regularly—about 3000
titles a year—as have translations from
all other languages. Further information
about the SLA Translation Center and
its services may be obtained from: SLA
Translation Center, John Crerar Li-
brary, 86 Randolph St., Chicago 1, TIL.

Science, Technology, and
Individual Freedom

Harrison Brown, professor of geo-
chemistry at California Institute of Tech-
nology and member of the National
Academy of Sciences, was one of the fea-
tured speakers at the tenth annual con-
ference of the National Civil Liberties
Clearing House that was held recently in
Washington. In his talk on “Science,
Technology and Individual Freedom,”
he discussed both the necessity of indi-
vidual freedom if science and scientists
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are to develop their full potential and
the effects that science and technology
are having on individual freedom. He
cited three constraints that present-day
society has placed upon the scientist’s
freedom. One is the sources from which
the researcher receives his funds. The
second “stems from the fact that scien-
tists are individualists. They cannot work
to best advantage in an atmosphere
which is filled with FBI investigations,
loyalty checks, loyalty oaths, public con-
demnation of their fellow-scientists, pres-
sures for conformity, and accusations
such as those which have been aired
from time to time by both state and na-
tional investigating committees of vari-
ous sorts.”

The third constraint “involves com-
munication, which is the lifeblood of in-
quiry.” The major factors inhibiting the
free exchange of ideas among scientists
today are the classification for security
reasons of scientific work and the restric-
tions placed upon their movements. Clas-
sification, Brown declared, “greatly im-
pedes work, and in this respect it actually
lessens our security.” The difficulty some
scientists have had in obtaining passports
is part of the communications problem;
more serious are “our formidable restric-
tions” on scientists abroad in securing
visas for entrance to this country, with
the result that “most international con-
ferences of scientists are held abroad.”
Brown stressed the dangers implicit in
our increasingly industrialized society
and the need for recognizing and avoid-
ing them.

“As our population grows, as our re-
serves of high-grade raw materials dimin-
ish in abundance, we will be faced with
the necessity of bringing ever-higher lev-
els of organization into our lives. There
will be less living space and less oppor-
tunity for movement. There will be cries
for more efficiency. . . . It is amply clear
that man can in principle create a won-
derful world—a world in which people
can lead free and abundant lives. But I
fear that so powerful are the forces which
operate in favor of increased organiza-
tion and integration that we ourselves
may drift into a form of totalitarianism
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