


APHL’s VISION

A healthier world through quality laboratory practice.

APHL MISSION

To promote the role of public health laboratories in support of national 

and global objectives, and to promote policies and programs which assure 

continuous improvement in the quality of laboratory practice.

WHO WE ARE

The Association of Public Health Laboratories (APHL) is a national, non-

profit association dedicated to working with its members to actively promote 

the interests of public health laboratories. By promoting strong programs 

and public policy, APHL works hard to ensure that public health laboratories 

have the resources and infrastructure they need to protect the health of US 

residents and to prevent and control disease globally.
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The evolution of the public health laboratory 

has not been without its starts and stops. Prior to the 

1880s and 1890s, medical science was still struggling 

with the origin of disease. In many ways, the medical 

community of the mid-19th century was no better 

able to identify and isolate disease vectors than the 

physician of the 17th century. Hundreds of thou-

sands of Union and Confederate Army combatants 

during the Civil War died of infectious disease or of 

infection from survivable battlefield wounds.2

AMERICA’S FIRST LINE OF DEFENSE: 
THE PUBLIC HEALTH LABORATORY 

1850-1950

Take interest, I implore you, in those sacred dwellings which are designated  

by the expressive term: laboratories. Demand that they be multiplied;  

that they be adorned. These are the temples of the future…temples of well being  

and happiness. There it is that humanity grows greater, stronger, better.”

 — Louis Pasteur1

   he public health laboratory in the US and its ter-

ritories has long been the first line of defense in American society’s centuries-long battle against disease.

Public health laboratorians have been unsung heroes in the war to identify and eradicate bacterial, viral, 

water and food-borne illnesses. Since the 1870s, when states and territories first began to establish public health 

laboratories, the microscope, microbial cultures, serologic testing and human intuition have been among the 

weapons employed to keep Americans safe from disease and sickness.

Childhood disease took a fearsome toll in 19th 

century America. Infants and toddlers died routinely 

and quickly when scourges such as measles, mumps, 

diphtheria, whooping cough and scarlet fever swept 

through a community. Sepsis was an ever-present 

handmaiden to the midwives attending women in 

childbirth. Cities dumped their sewage untreated 

into rivers and streams, and other communities 

downstream experienced the all-too-frequent ravages 

of typhoid fever. In 1900, the three leading causes 
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of death in the United States were pneumonia, 

tuberculosis and diarrhea. Tuberculosis alone killed 

194 of every 100,000 residents at the turn of the 

last century. In 1900, nearly one-third of all deaths 

in the US occurred among children five years of age 

or younger.3

As late as the winter of 1918-1919, more 

Americans died in a worldwide influenza pandemic 

than had been killed in World War I.4

Without an effective public health laboratory 

system, there was literally no warning when disease 

struck an American community. And without warn-

ing, there was no prevention.

Creation of  
Public Health Laboratories

The first major breakthrough in the war against 

disease came in the 1880s when medical scientists in 

Europe and the US began to discover the microbes 

that caused infectious diseases such as tuberculosis, 

cholera, typhoid fever and diphtheria.5 The ground-

breaking work done by Louis Pasteur in the 1850s 

and Robert Koch in the 1870s proved that germs and 

microorganisms were responsible for many of the dis-

eases that threatened human health.6 

Champions of the germ theory 

of disease on both sides of the Atlantic 

Ocean gradually took charge of medi-

cal science during the last two decades 

of the 1800s. But industrialization and 

urbanization in America and Europe 

had created conditions in which disease 

could spread much faster than in a rural, 

non-industrial society. What was clearly 

lacking in the late 19th century was a public health 

infrastructure that could deliver timely warnings to 

a population that was increasingly at risk.

The roots of the public health laboratory 

movement in the United States and its territories 

were seeded in 1887 in New York City. In the 1870s, 

the Marine Hospital Service had been formed as 

a relief organization to tend to the needs of sick 

American seamen. In 1878, Congress enacted a law 

to check the spread of infectious and communi-

cable diseases, such as cholera, smallpox and yellow 

fever.7 In 1887, the re-named Public Health Service 

opened the nation’s first bacteriological laboratory at 

the Marine Hospital on Staten Island in New York’s 

Harbor.8 In 1892, the hospital laboratory facilities 

would be moved to the Washington, DC area, and 

the laboratories would become the precursor to the 

National Institutes of Health (NIH).

The creation of a microbiological laboratory at 

the Marine Hospital was quickly followed by state 

action establishing public health laboratories. As 

early as 1886, Kansas became the first state in the 

US to create a public health laboratory as part of 

its public response to the spread of infectious dis-

ease. Minnesota followed in 1888, and 

Ohio was the third state to establish a 

public health laboratory in 1889.9 By 

1900, two-thirds of the states and ter-

ritories had established public health 

departments, and a total of 14 states 

had moved to form full-time, fully-

staffed public health laboratories. The 

first county health departments were 

established in 1908.10
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Sterility examination at the 
Antitoxin Laboratory opened in 
1901 by the  New York State 

Department of Health.

The Government of Hesse builds and supports a chemistry laboratory at the University of Giessen 
—in effect, the world’s first public health laboratory.
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The public health laboratory at the turn of the 

last century was just one tool in a coordinated societal 

response in the fight against disease. A combination of  

public health initiatives, growing engineering and sci- 

entific expertise, and aggressive public policy decisions 

concerning community health contributed to dra-

matic victories in the war against infectious disease.

As early as 1887, the Massachusetts Board of 

Health founded its Lawrence Experimental Station to 

fashion an interdisciplinary approach to public health 

problems. The first task of the innovative new station 

and its staff of young engineers, chemists and biolo-

gists was to examine ways to purify the Bay State’s 

water and to treat its sewage.11 

Armed with the knowledge 

from scientists working in pub-

lic health laboratories that disease 

was often spread by contaminated 

water and food, federal, state and 

local governments moved swiftly 

during the 1890s and early 1900s 

to enact legislation and establish 

public health initiatives to protect 

the American people. In 1906, Congress passed, 

and President Theodore Roosevelt signed into law 

the Pure Food and Drug Act, in the wake of jour-

nalist Upton Sinclair’s expose of the nation’s meat-

packing industry.12

The rise of a progressive political movement 

in many of the nation’s states and cities led to the 

municipalization of thousands of the country’s water 

supply systems. Communities from one end of the 

US to the other created safe water supply and sew-

age treatment systems during the waning years of 

the 19th century and the first decades of the 20th 

century. In Superior, Wisconsin, intake pipes were 

laid out into Lake Superior and filters were installed 

in a new pumping station in 1889-1890 to replace 

contaminated water that had previously been taken 

from a shallow bay adjacent to the city.13 The city’s 

neighbors across the bay in Duluth, Minnesota expe-

rienced a typhoid epidemic that killed 100 residents 

in 1895; five years later, voters swept in a reform 

ticket that extended the city’s intake water pipes 

much further out into Lake Superior.14

The board of trustees elected in Muscatine, 

Iowa in 1900 came into office with a simple policy: 

Good Water. More Water. Foresight-

edness. Equitable Rates. They bond-

ed the city to the tune of $100,000 

to buy the existing waterworks from 

a private concern and upgrade it 

to contemporary safety standards.15 

In 1905, the Moorhead Water & 

Light Department in Minnesota’s 

Red River Valley drilled a well 300 

feet into an artesian aquifer beneath 

the city.16 The citizens of Cedarburg, Wisconsin 

northwest of Milwaukee voted in 1920 to spend 

$186,000 to build six miles of water and sewer 

pipes, 60 fire hydrants, a water tower and equip-

ment capable of pumping nearly 150,000 gallons of 

clean water a day.17

For most American communities, clean water 

became a standard in the early part of the 20th 

century. A key component of that standard was the 

bacteriological testing of water that was carried on in 

most state public health laboratories.
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Water examination at the New York State 
Department of Health Sanitary Chemical 

Laboratory in the early 1900s.

Louis Pasteur defends his seminal work on fermentation, disproving 1,000 years of theory  
suggesting that disease was caused by swamp gas.
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The Emergence of Public Health 
Laboratory Practice

The gradual elimination of water-borne disease 

and contaminated food in the early years of the 20th 

century was accompanied by huge strides in the labo-

ratory development of vaccines effective on previous 

childhood killers. The 1901 discovery that bacterioly-

sis by immune serum required a heat table serum—

today referred to as a complement—opened the way 

for diagnostic tests for many infectious diseases.18

Diphtheria antitoxins developed in laboratories 

in the US and Europe were available to physicians 

as early as 1891.19 The discovery that diphtheria 

serum could be injected into sick children and liter-

ally make the difference between life and 

death did not immediately spread to the 

public health and medical community 

as a whole. In Illinois, the State Board of 

Health equipped a bacteriological labora-

tory in 1901 to diagnose diphtheria, tuber-

culosis and typhoid fever. Six years later, 

the Illinois General Assembly appropriated 

$15,000 to provide for the distribution of 

diphtheria antitoxin to the state’s children. 

By World War I, vaccination had become 

such an accepted practice that the by then renamed 

Illinois Department of Public Health initiated a 

program to vaccinate every Illinois soldier and sailor 

against smallpox and typhoid fever.20 

Some of the clinicians who manned the early 

state public health laboratories, like their colleagues 

in the private medical and hospital sector, were 

typically educated in Europe. Medical schools in 

London, Paris, Vienna and Berlin were early propo-

nents of the philosophy that “a thoroughly equipped 

laboratory for the scientific investigation of clinical 

problems” was a legitimate, necessary and critical 

component of medical and public health practice.21

Public health laboratories in the states and ter-

ritories were frequently an afterthought to the then 

more glamorized clinical practice of medicine during 

the first quarter of the 20th century. The evolution 

of a professional staff sometimes proceeded in fits 

and starts. And, states often initially presented a 

fragmented response to public health threats during 

the early 1900s. 

Texas serves as a good example. As early as 1896, 

the state’s health officer requested an appropriation 

of $2,000 a year “to employ an expert 

in microscopy and a chemist to analyze 

drinking water and perform bacteriological 

examinations.”22 In 1904, the state opened 

the Texas Pasteur Institute as a branch of 

the Austin Lunatic Asylum. The labora-

tories of the institute were used to prepare 

rabies vaccine until 1934.

The state’s Bacteriological Laboratory, 

located across town on the third floor of the 

State Capitol, was opened in 1912 when 

the State Legislature appropriated $3,600 to employ a 

full-time bacteriologist and chemist. Prior to that time, 

the State Health Department had obtained the services 

of the pathologist of the University of Texas Medical 

Department.

During the first decade of the century, the State 

Health Department and its Bacteriological Labora-

tory were primarily concerned with testing water for 

typhoid bacteria. Vic Ehlers, who joined the staff of 
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Bleeding a horse 
immunized with diptheria 

toxin, New York State 
Department of Health 
Antitoxin Laboratory,  
circa early 1900s.

In the past fours years more soldiers in the US Civil War have died of disease than on the battlefield.
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the State Health Department in 1915 as a sanitary 

engineer, recalled collecting samples of drinking water 

and performing laboratory tests himself.23

In 1906, Texas created a third laboratory pres-

ence. The passage of legislation creating the state’s 

Pure Food Commission contained the provision 

that the Dairy and Food Commissioner should be 

an analytical chemist and bacteriologist licensed 

to conduct food tests. Unlike the Bacteriological 

Laboratory and the Texas Pasteur Institute, the 

commission was located at the 

state’s College of Industrial Arts in 

Denton.24

For much of the 1910s and 

1920s, the three Texas public health 

laboratories expanded their scope of 

responsibilities. By World War I, the 

laboratories were testing city water 

supplies, examining stool samples 

for hookworm, conducting sputum 

tests for tuberculosis, and doing col-

loidal gold tests for syphilis. In 1922, 

the Bacteriological Laboratory began 

using the new Wasserman test for 

syphilis. Three years later, the labora-

tory was producing silver nitrate for 

use in the eyes of newborn infants.25

In the early 1920s, the Bacteriological 

Laboratory and the Food and Drug Laboratory were 

combined in office space located southeast of the 

Texas Senate. The Texas Legislature brought all three 

laboratories together in 1928 when they consoli-

dated the state’s laboratory facilities into the Bureau 

of Laboratories of the State Health Department.26

A More Professional Approach
The increasing professionalism of public health 

laboratories’ staff during the 1920s and 1930s 

was reflected in states’ strengthening of licensing 

requirements. In 1932, the Public Health Council 

of the State of New York established a regulation 

that qualifications for state, county and city pub-

lic health laboratory directors in the Empire State 

would “include an adequate knowledge of pathology 

and bacteriology, and, subsequent to graduation, at 

least four years training and experi-

ence in pathologic and bacterio-

logic work, approved by the Public 

Health Council.”27 

Increasing professionalism 

also led public health laboratory 

directors to come together to dis-

cuss areas of common concern. As 

early as 1898, bacteriologist-mem-

bers of the Society of American 

Naturalists began discussing the 

feasibility of creating a profession-

al society. The next year, at the 

Society’s annual meeting in New 

Haven, Connecticut, 59 bacteri-

ologists were in attendance and 

approved the formation of the Society of American 

Bacteriologists, the direct lineal predecessor of the 

American Microbiological Society.28 

Another professional society that was orga-

nized at about the same time as the predecessor 

of the American Microbiological Society was the 

Laboratory Section of the American Public Health 

Association (APHA). Founded in 1872, APHA was 
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Vote on Questions posed to the 
Committee on Laboratory  

Standardization, circa 1921.

The Massachusetts State Board of Health sets up a laboratory to study  
the sanitary conditions of the Bay State’s water supply.
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initially a forum for physicians to discuss issues of 

public health concern. But the increasing presence of 

bacteriologists in the public health field led the associa-

tion to open membership to non-medical doctors. 

At APHA’s 1899 meeting in Minneapolis, 

Minnesota, the newly formed Committee of Lab-

oratories held a one-day meeting at the Laboratory 

of Medical Sciences at the University of Minnesota. 

Out of that one-day meeting arose the predecessor of 

the Laboratory Section of APHA.29

Up until the years immediately following 

World War I, the Society of American Bacteriologists 

and the Laboratory Section of the APHA 

were the only organizations in the US 

that represented public health laborato-

ry professionals. But many of the mem-

bers of the two organizations were then 

associated with university laboratories 

and hospital clinical practices. Those 

working in the field of directing state 

and territorial public health laboratory 

practice really had no mechanism where they could 

gather and talk about the huge number of issues they 

faced every day.

In 1921, T.F. Sellers, the director of the Georgia 

State Board of Health Laboratory, stepped up to a 

podium in the Piedmont Hotel in Atlanta and gav-

eled to order the first meeting of what would become 

the Southern Public Health Laboratory Association, 

and later the State Laboratory Directors’ Conference. 

In attendance were public health laboratory directors 

from eight southern states, as well as the director 

of the Savannah, Georgia public health laboratory 

and representatives from the International Health 

Board in New York and the Georgia State Board of 

Health.30 

Unlike the bacteriologists, the public health 

directors’ interest was in the practical application 

of public health laboratory administration. Topics 

of papers presented at that first meeting covered 

such topics as the relation of the city laboratory to 

the state laboratory; the proper function of the state 

board of health laboratory; the standardization of 

laboratory technique; the proper way to fill out a 

specimen information blank; and the feasibility of 

establishing sub-laboratory systems.31

Dr. F.F. Russell, general director of 

the International Health Board in New 

York, gave the keynote address to end 

the first meeting of the then Southern 

Public Health Laboratory Association. 

Russell urged his audience to think big.

“The field of the public health 

laboratory should not be narrow,” he 

said. “It should not be confined to diagnosis of infec-

tious diseases… Not many laboratories are able to do 

tissue work. On the other hand, if a laboratory is so 

favorably situated that it can have a pathologist on its 

staff, I do not see why the laboratory should not do 

tissue work.”32

Dr. Russell’s address was prophetic. By the 

time the US entered World War II 20 years later, 

the state and territorial public health laboratory had 

become a key part of America’s first line of defense in 

the war against infectious disease and contaminated 

food and water.
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The American Public Health Association (APHA) is founded, giving evidence  
of the increasing importance ofpublic health in American society. 



transmitted diseases applied those lessons to break-

throughs in testing for food-borne illnesses, tuber-

culosis, childhood diseases and HIV outbreaks in the 

years to come.

The development of the Wasserman and other 

tests in the years following World War I, and the 

vast increase in state-required premarital blood test-

ing during the 1920s and 1930s gave state and ter-

ritorial public health laboratories 

new tools in the war against sexu-

ally transmitted diseases. America’s 

participation in World War II gave 

the nation’s public health commu-

nity ample opportunity to practice 

the tools of their trade.

THE WAR AGAINST VENEREAL DISEASE:  
THE PUBLIC HEALTH LABORATORY 

1915–1960

 uring two world wars in the first half of the 

20th century, state and territorial public health laboratories served on the front lines in the fight against sexu-

ally-transmitted diseases. The battle against syphilis, gonorrhea, chlamydia and a host of other venereal dis-

eases put the nation’s public health laboratories in the forefront of a scientific and public relations offensive that 

would mark the careers of a generation of public health laboratory directors. The offensive also would prepare 

American public health laboratories for the fight against other health threats in the second half of the 20th 

century. Many of the public health laboratory personnel who learned their trade in the war against sexually 

Venereal Disease:  
The Wartime Threat

Whenever large numbers of young men gather 

for wartime military duty, disease is an ever- present 

threat. High on the list of pathogens that can inca-

pacitate an army are sexually transmitted diseases. 

Since the time of the armies of the Caesars, vene-

real disease in the ranks has diminished a nation’s 

fighting forces.

Prostitution has always flour-

ished in close proximity to military 

encampments. Contrary to Victorian 

mythology, venereal disease was a 

serious problem for the medical corps 

of both armies of combatants fighting 
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German Robert Koch postulates the germ theory when he proves that  
bacillus anthracis is the specific cause of anthrax.



in the Civil War. Union Army doctors treated more 

than 73,000 cases of syphilis and almost 96,000 

cases of gonorrhea. Countless thousands of other 

Union soldiers were marked “absent sick” on com-

pany rolls without ever being diagnosed. The open 

genital sores of syphilis were as fully incapacitating 

to the Union Army as were the minie balls and 

shrapnel of the Army of Northern Virginia. It is 

little wonder that historian Jared Diamond linked 

“guns, germs and steel” in his essay on the fate of 

human societies.1

The American entry into World War I during 

the spring of 1917 created conditions that were again 

ripe for the transmission of syphilis and gonorrhea. 

A measure of the severity of the 

problem during the World War I 

years is the simple fact that military 

authorities rejected nearly 200,000 

draftees because they were infected 

with venereal disease.2 Conscripts 

diagnosed with syphilis or gonorrhea were assigned to 

holding units prior to discharge.3 

Regular conscripts were housed in camps that 

were frequently crowded and lacking in sanitation 

facilities. Camp Dix in New Jersey was built to 

house 38,000 trainees; in 1918, its roster counted 

more than 54,500 conscripts. At Camp Sherman, 

Ohio, recruits produced nearly one million pounds 

of garbage a month. The camp’s horses produced 

120 tons of manure a day.4

Army Commanders waged war against prosti-

tutes and venereal disease. In Paris, General John J. 

“Blackjack” Pershing personally inspected the vene-

real disease returns for the American Expeditionary 

Force (AEF) each morning. Pershing instituted vig-

orous patrols of French red-light districts, and any 

soldier returning drunk to his camp was considered 

to be infected with venereal disease.5 American 

military leaders consistently resisted the suggestion 

of French authorities that bordellos be licensed and 

inspected, a practice the French army high com-

mand had adopted in 1914. 

For those soldiers infected with venereal dis-

ease, treatment was often draconian. As early as the 

Renaissance, infected soldiers had been treated with 

mercury rubs, which led American Doughboys to 

ruefully observe that they had spent “one night with 

Venus, and the rest of your life with Mercury.”6 A 

treatment that came into vogue 

during World War I involved mul-

tiple injections of Salvarsan, an 

arsenic compound that often left 

the treated sicker than if they had 

been left untreated.7 

Military and civilian public health laboratory 

personnel did have one new tool in identifying the 

presence of syphilis. The Wasserman Test, intro-

duced in 1906, was the first effective blood serum 

test capable of identifying venereal disease in the 

laboratory. Discovered by bacteriologist August von 

Wasserman of the Robert Koch Institute in pre-war 

Germany, the Wasserman Test provided a simple and 

cost-effective laboratory blood procedure: using a 

cardiolipin beef-heart antigen, the laboratory techni-

cian could quickly identify the presence of syphilis.8 

World War I provided the public health labo-

ratory community with training and experience in 

combating a specific public health threat that would 
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Pasteur demonstrates that hens can be vaccinated against chicken cholera, laying the foundation for  
many of the medical and laboratory advances of the 20th century.



become the preoccupation of many state public health 

departments during the 1920s and 1930s. Thousands 

of public health personnel gained invaluable experi-

ence with the Army Medical Corps in the fight 

against venereal disease during World War I. Many 

of those military public health personnel returned to 

civilian life in 1919, and they brought their expertise 

in battling venereal disease and other public health 

threats back to state health departments and their 

laboratories. At the beginning of World War I, only 

one-third of state public health lab-

oratories had facilities to perform 

Wasserman Tests.9 By the time the 

US entered World War II a quar-

ter-century later, syphilis serology 

would be the leading activity—by 

volume—of nearly every state and 

territorial public health laboratory 

in the nation.

Premarital Testing
The US Army’s experience 

in fighting venereal disease during 

World War I, and the widespread 

introduction of the Wasserman, 

Kahn, Kline and Hinton Tests in the years follow-

ing the war led to the passage of numerous federal 

and state syphilis serology statutes during the 1930s. 

Known collectively as premarital testing, the statutes 

generally required couples to submit a blood sample 

to the state public health laboratory for testing of 

venereal and other diseases.

For most states in the 1920s, premarital sero-

logical testing in state and territorial public health 

laboratories was sporadic and voluntary. Most state 

and territorial public health laboratories concerned 

themselves with testing for contagious diseases such 

at tuberculosis and diphtheria, testing community 

water and wastewater systems for bacteriological and 

chemical contaminants, and testing the community’s 

milk supply.10 Most public health laboratories in the 

South provided fecal testing for intestinal parasites, 

primarily hookworm.11

Texas was typical of the workload faced by state 

and territorial public health labora-

tories by the 1930s. The Bureau 

of Laboratories’ focus included 

bacteriology, mycology, virology, 

parasitology, entomology, biologi-

cal production and environmental 

chemistry. The bureau began pro-

ducing smallpox vaccine in 1936, 

and the volume of tests increased 

dramatically during the decade of 

the Great Depression.12

Much of the increased vol-

ume stemmed from the bureau’s 

syphilis serology division. It began 

conducting premarital Wasserman 

Tests in 1922.13 By the mid-1930s, the bureau was 

supplementing its Wasserman Tests with the equally 

accurate and less labor intense Kahn, Kline and 

Hinton Tests. And syphilis serology would take on 

far greater importance in the decade ahead, not only 

for Texas but also for the entire public health labora-

tory community in the US.

Syphilis serology was not without its con-

troversies. Critics charged that premarital blood 
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Joseph Kinyoun establishes the bacteriology laboratory at the Marine Hospital on Staten Island, NY.  
Five years later, the laboratory is relocated to Washington, D.C.



screening was an invasion of privacy and that the 

public health and medical communities had no busi-

ness in enforcing public morality.14 Nevertheless, 

public support, especially at the state level, created 

a significant public health laboratory mechanism for 

the growth of syphilis serology programs.

When President Franklin Delano Roosevelt 

signed the Social Security Act of 1935, it provided 

the first significant federal government funding of 

state public health initiatives. Title VI of the act 

“established a permanent machinery for distribut-

ing Federal funds for health 

purposes and recognized spe-

cial needs for allocating these 

funds.”15 Those “special needs” 

included grants-in-aid to the 

states— administered by the US 

Public Health Service—to estab-

lished beefed-up syphilis serol-

ogy programs to identify and 

contain venereal diseases.

Three years later, Congress 

passed the National Venereal 

Disease Control Act of 1938, a 

landmark federal legislation for 

the nation’s public health com-

munity. In little more than five years, the federal fund-

ing that flowed into state and territorial public health 

laboratories caused syphilis serology testing on the 

state and territorial level to jump three-fold.16 The act 

appropriated $3 million for distribution to the states 

under the direction of the Surgeon General.17

The federal legislation unleashed a wave of state 

laws mandating premarital, and in some cases mater-

nal testing. In the two years following the passage of 

the 1938 act, 19 states passed legislation requiring 

marriage partners to be tested for venereal diseases. 

All but two of the 19 states also required venereal 

disease serology testing for pregnant mothers.18

Dr. Verne K. Harvey, director of Indiana’s State 

Health Board, reported in the summer of 1938 that 

the state was using nearly $60,000 of US Public 

Health Service grants—an immense amount at a 

time when the average state worker made less than 

$1,200 a year—to supplement its ongoing anti-syphi-

lis campaign. Harvey noted that 

the money would be used for epi-

demiological follow-up of active 

cases of syphilis to prevent spread 

of the disease; an extension of 

laboratory facilities to rural areas 

of the state; provision for an edu-

cational campaign; and creation 

of a consultation service for physi-

cians to acquaint the state’s medi-

cal community with new methods 

of diagnosis and treatment.19

Results of the testing in 

Indiana were mixed, to say the 

least. During the first 12 months 

of the new law, nearly 65,000 Hoosiers submitted to 

premarital testing. The 1.6 percent syphilis rate was 

well below the estimated 10 percent rate that support-

ers of the law had predicted. During that first year, the 

state tested more than 31,000 expectant mothers, and 

only one percent tested positive for syphilis.20

Supporters of the law defended the legislation, 

noting that couples suspecting one or both partners 
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Symposium on Syphilis at Pasteur Institute in 
Paris, 1950. Photo courtesy New York State 
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were infected with syphilis could go to one of the 

25 states that did not require premarital testing and 

get their marriage license. Supporters also noted 

that syphilis was a far greater problem in the state’s 

big cities than in rural areas and small towns. The 

Indianapolis Medical Society and the Indiana State 

Health Board reported in 1940 that upwards of 

30,000 residents of the state’s largest city were infect-

ed with syphilis.21 The report noted that almost 

one-quarter of the residents admitted to the state’s 

mental hospital during the previous fiscal 

year had syphilis, as did 15 percent of the 

inmates of the Marion County Jail.22

Syphilis serology and the accom-

panying wave of state laws mandat-

ing premarital and prenatal testing 

dominated the programs of the State 

Laboratory Directors Conference from 

1937 to 1939. The 1937 conference 

in New York featured a round table on 

syphilis serology that discussed prelimi-

nary findings from a US Public Health 

Service survey on state and territorial 

public health laboratories.23 A follow-

up study by the US Public Health Service in 1940 

found that “serologic tests for syphilis represent 

approximately two-thirds of the entire diagnostic 

laboratory work of state health departments for all 

communicable diseases.”24

Moral questions aside, syphilis serology sharp-

ly increased the volume of testing at state and ter-

ritorial public health laboratories during the 1930s. 

And the workload was to get even heavier in the war 

years to come.

World War II and Beyond
The December 7, 1941 Japanese attack on 

Pearl Harbor found the US public health laborato-

ries in an expansionist mode, thanks mostly to the 

increase in syphilis serology. Armed with the 1938 

National Venereal Disease Control Act, the federal 

government began concentrated efforts in 1939 to 

reduce the incidence of venereal disease among 

draftees and enlistees for the war that Washington 

knew was coming. In that year, the Army, Navy and 

Federal Security Agency promulgated an 

eight-point plan to combat syphilis at US 

Army and US Navy installations.25

The plan recommended aggres-

sive cooperation between military police 

and local law enforcement agencies to 

close down houses of prostitution. It also 

envisioned increased funding for pub-

lic education programs to warn against 

the danger of venereal disease. finally, it 

mandated syphilis serology testing for all 

inductees to the nation’s armed forces.

State and territorial public health 

officers adopted the military recommen-

dations in mid-1941.26 For the bulk of the war, the 

state and territorial public health laboratory was the 

primary responder for syphilis serology testing.

The volume of testing increased dramatically 

following Pearl Harbor. In the spring of 1942, the 

Bureau of Laboratories of the Texas Department of 

Health tested as many as 3,000 specimens a day at 

its Central Laboratory in Austin.27 The sheer volume 

of testing soon overwhelmed the Texas laboratory, 

and in late 1942, Dr. S.W. Bohls and Dr. J.V. Irons, 
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the director and associate director of the laboratory, 

used federal funds to set up 15 regional laboratories 

around the state to lessen the load on the Central 

Laboratory. Laboratories were established from 

Abilene to Corpus Christi, and local communities 

were only required to furnish a building and pay 

monthly utilities.28

The war stretched the public health labora-

tory community to the limits. Besides the problem 

of coping with millions of syphilis serology tests, 

the community had to cope with shortages of both 

manpower and material. At the 1943 annual meeting 

of the Conference of State and Provincial 

Public Health Laboratory Directors, 

Conference Chairman Dr. C.A. Hunter of 

Kansas reported that hundreds of labora-

tory technicians and bacteriologists from 

around the country had already joined the 

armed services. Hunter also noted that the 

US Army had approached the conference 

with a request for an additional 200 bac-

teriologists with public health experience.29 

The technique that wartime public health 

laboratories used for detecting the syphilis spirochete 

had changed little from Wasserman’s original tests 

nearly 40 years before. The tests were effective, and 

inexpensive. When Dr. Carl Blank went to work 

at the Utah Department of Public Health in 1951, 

fresh out of college at the University of Toledo, 

syphilis serology still comprised the biggest volume 

of work at the department’s laboratory. “We had a 

large volume of those tests, somewhere in the neigh-

borhood of 400 tests a day,” Blank recalled. “And it 

cost less than 50 cents a test to run these.”30 

By the time Blank started his public health lab-

oratory career, however, the public health communi-

ty’s focus on premarital testing began to wane. World 

War II ended in 1945 with the lowest incidence of 

syphilis among military personnel in American his-

tory. That was due in part to federal, state and local 

efforts to identify and eradicate syphilis. The public 

health laboratory community did its part in identify-

ing venereal disease, but the widespread introduction 

of penicillin and sulfa-based antibiotics during the 

war proved to be the first truly effective 

treatment for syphilis and gonorrhea.

Federal interest in funding the 

war on syphilis dropped off rapidly 

in the postwar years. The technology 

transfer that saw antibiotic prophylaxis 

treatment for venereal disease become 

standard practice in the 1950s, coupled 

with society’s increasing opposition to 

government-imposed morality, rendered most of 

the state premarital testing laws ineffective by 

the 1960s. In addition, an increasing number of 

couples were cohabitating without going through 

formal marriage ceremonies.

By then, states had new public health issues to 

confront. But syphilis serology had provided a valu-

able training ground for a new generation of public 

health laboratory personnel. They would use those 

lessons to lead the public health community in new 

directions in the years ahead.
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interests of public health laboratories 

nationwide.1

The 1946 formation of the 

Communicable Disease Center 

(CDC) in Atlanta, Georgia would 

have an immense impact on 

ASTPHLD during its first 20 years 

of existence. Congress had charged 

CDC in the immediate postwar 

years to serve as a laboratory clear-

inghouse for investigation of com-

municable disease. The far-flung 

battlefronts of World War II had 

exposed American GIs, sailors and Marines to a 

host of microorganisms and insect-borne diseases 

that military and civilian doctors and laboratory 

THE CONFERENCE BECOMES ASTPHLD:  
PUBLIC HEALTH LABORATORY LEADERSHIP

   he 1951 formation of the Association of State and 

Territorial Public Health Laboratory Directors (ASTPHLD) from the old Conference of Southern Public Health 

Laboratory Directors was a sign that the emerging field of public health laboratory science had gained a national, 

if not international, focus.

ASTPHLD brought together laboratory directors from 48 states and US territories in a collegial atmo-

sphere, allowing the executives to share scientific, administrative and financial expertise at annual meetings and 

in refereed publications. Until the association changed its name in the late-1990s, ASTPHLD represented the 

scientists had not seen in decades, or 

had simply never seen.2 The devel-

opment of DDT during the war as 

an effective insecticide lessened the 

threat of insect-borne disease, a fact 

that caused CDC to almost imme-

diately shift its focus to combat-

ing zoological vectors of disease. 

Within a few years of its establish-

ment, CDC and its scientific staff 

were spending a large part of their 

time studying and preparing against 

outbreaks of malaria, dengue fever, 

yellow fever, filariasis, amoebic dysentery, plague 

and typhus.

CDC’s concentration on essentially tropical and 

          1900
13

APHL 50TH ANNIVERSARY

Walter Reed reports at the APHA Annual Meeting that mosquitoes carry yellow fever.

The lifespan of the average American born at the turn of the 20th century is a shade over 47 years.



sub-tropical disease left ASTPHLD members to deal 

with many of the native scourges that state and ter-

ritorial laboratories had faced since the turn of the 

century. Identification and treatment of venereal 

disease, the laboratory community’s main nemesis for 

more than 30 years, continued to be a major priority 

in the 1950s and 1960s. The incidence of tubercu-

losis, a disease that was found to be treatable by the 

antibiotics that came into wide circulation during 

World War II, gradually diminished in importance 

as the 1960s wound down. The postwar outbreaks 

of poliomyelitis, and the resultant public hysteria, 

also diminished in importance for 

the laboratory community after the 

mid-1950s when the Salk and Sabin 

vaccines came into wide use.

Public health laboratories 

continued during the postwar 

period to serve as a first line of 

defense in the always-critical fight 

against food- and water-borne 

illness. The 1962 publication of 

Rachel Carson’s indictment against 

insecticides and chemical pollution 

of America’s water supply, Silent 

Spring, set the stage for increasing 

public health laboratory involve-

ment in water toxicology efforts during the 1960s 

and 1970s.3 

For much of the first 20 years of its history, 

however, ASTPHLD worked hand-in-glove with 

the scientists and staff of the CDC. In many ways, 

CDC handled the “big picture,” while ASTPHLD 

members attended to the details on the state and 

local level. For much of the late 1950s and all of 

the 1960s, the ASTPHLD annual meeting each year 

took place in Atlanta. The relationships formed 

allowed public health laboratories to stay current 

with the latest developments in the fight against 

communicable diseases. Many state public health 

laboratory directors got valuable experience during 

the 1950s and 1960s with a stint as the CDC staff 

in Atlanta.

ASTPHLD Emerges
ASTPHLD held its founding annual meeting 

at the Mark Hopkins Hotel in San 

Francisco during the first week of 

November in 1951. Truce talks 

were going on in far-off Korea, and 

Americans were falling in love with 

redheaded Lucille Ball in “I Love 

Lucy,” the first blockbuster televi-

sion situation comedy.4

Against that backdrop, a 

group of 19 state public health 

laboratory directors gathered in a 

ballroom at the Mark Hopkins 

for the 31st annual meeting of the 

Conference of State and Provincial 

Public Health Laboratory Directors. 

Their task was to begin planning a new organization 

exclusively for the nation’s state and provincial pub-

lic health laboratory directors.

The conference itself had outgrown the origi-

nal Southern Public Health Laboratory Association 

back in the late 1920s. Public health laboratory 

directors from states outside the South had been 
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clamoring to join the organization during the 

1920s. In 1927, the conference changed its name 

to the State Laboratory Directors Conference and 

widened its membership to include public health 

laboratory directors from the United States.5

Ten years later, in 1938, Dr. M.H. McCrady 

opened the 18th annual meeting in Kansas City by 

suggesting that the members reflect 

about the need for a constitution 

and by-laws.6 McCrady’s sugges-

tion was received enthusiastically by 

the membership. The next year, at 

the annual meeting in Pittsburgh, 

the members unanimously adopt-

ed a new constitution and by-laws 

reorganizing the conference and 

changing the name of the organiza-

tion to the Conference of State and 

Provincial Public Health Laboratory 

Directors.7

The reorganized conference 

became much more of an activist 

organization, publishing its annual 

meeting Transactions in 1938 and 

the initial Bulletin of the Public 

Health Laboratory in 1942. The 

Transactions and Bulletin were com-

bined in 1946. The conference continued to hold its 

annual gathering in conjunction with the American 

Public Health Association’s (APHA) annual meeting.

The 1946 creation of the CDC and the nearly 

simultaneous establishment of the Venereal Disease 

Research Laboratory and the Sanitary Engineering 

Center assigned new importance to the public health 

laboratory. “In the postwar years,” historian Charles 

Duffy noted, “the white-coated medical researcher 

came to symbolize all that was good and noble in the 

brave new world of science, and the vast amounts 

of money awarded for research in the health sci-

ences were devoted primarily to basic research and 

medical technology.”8 Public health laboratories 

shared in American society’s fascina-

tion with the “white-coated medical 

researcher.”

That fact became stunning-

ly clear in September 1946 when 

the US Public Health Service, at 

the request of the Association of 

State and Territorial Health Officers 

(ASTHO), called together the nation’s 

public health laboratory directors 

to discuss ways the federal health 

apparatus could work together with 

the state laboratories. It was the 

first time the Public Health Service 

had asked to meet with the labora-

tory directors. Two members of the 

Conference of State and Provincial 

Public Health Laboratory Directors 

were on the planning committee for 

that landmark meeting.9

The conference worked with the US Public 

Health Service—primarily through its Committee 

to Study Ways and Means by which the US Public 

Health Service Can Assist Public Health Laborator-

ies—through 1949. According to the conference 

historian, the Committee “was primarily respon-

sible for the development of a better understanding 
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of the programs of the federal laboratories and the 

fuller utilization by the state laboratories of the ser-

vices and facilities available from the US Public Health 

Service Laboratories.”10 The Committee’s work with 

the Public Health Service would in many ways be a 

precursor of the relationship that ASTPHLD estab-

lished with the CDC in the 1950s and 1960s.

The conference’s relationship with the boom-

ing federal health community in the late 1940s was 

one of the principal reasons that state laboratory 

directors began pushing for creation of a separate 

organization within the conference to represent 

their interests. The membership increase that had 

accompanied the reorganization of the 

conference after 1939 had been heavily 

weighted toward associate memberships, 

to the extent that by the postwar years, 

two-thirds of the members were associ-

ate or non-voting members. Many of 

those members were county and munici-

pal public health laboratory officials, 

an increasingly important voice in the 

conference’s affairs.

The Conference board of directors 

understood the need of the state and territorial labo-

ratory directors to have a forum to discuss pressing 

matters involving administration, policy and relations 

with the quickly expanding federal public health pres-

ence. Since at least the mid-1930s, the conference and 

its predecessors had concerned themselves primar-

ily with providing members a forum for discussing 

scientific and technical issues. At conference meetings, 

policy and administrative questions usually took a 

back seat to the reading of scientific papers.11

The first meeting of what would become 

ASTPHLD took place on Friday, November 2, 1951, 

when members appointed a planning commit-

tee consisting of M.E. Koons (ND), S.R. Damon 

(IN), William Levin (OR), F.L. Mickle (CT) and C. 

Hunter (KS). The five-member committee promised 

to set up an organization plan for the new associa-

tion and to report on that plan at the conference’s 

1952 annual meeting in Cleveland.12 

With a mechanism in place for reorganizing 

into two separate associations—the conference serv-

ing the broader interests of the public health labora-

tory community and ASTPHLD representing state 

and territorial laboratory directors 

exclusively—events soon took anoth-

er turn. The CDC, which wanted a 

high-level association of state and 

territorial public health laboratory 

directors in place, stepped in.

Dr. Ralph Hogan, who had taken 

over the CDC’s laboratories in 1950, 

had made it a priority to increase 

CDC’s relations with the state labora-

tory directors. Hogan felt that both 

the centers’ laboratories and the state laboratories 

spent far too much time on routine diagnostic and 

blood serology work. Hogan wanted to refocus labo-

ratory efforts at the federal and state level on disease 

control research.13 To do that, he needed to gain the 

trust of the state and territorial laboratory directors.

Hogan got his chance in the spring of 1952 

when he invited nearly 40 state and territorial public 

health laboratory directors to Atlanta to participate 

in a seminar on identifying and dealing with typhus. 
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Hogan had at least one thing in common with the 

vast majority of state laboratory directors. Much of 

his career with the federal government had been 

spent in the Public Health Service’s Venereal Disease 

Division. Like most of the state laboratory directors, 

his research efforts had been grounded in blood 

serology studies.14 

Hogan’s matchmaker efforts yielded results. 

At the typhus seminar, the planning committee 

appointed the previous November in San Francisco 

completed its work on a constitution and by-laws. At 

a meeting on June 6, 1952, the final day of the semi-

nar in Atlanta, the 38 state laboratory directors in 

attendance voted to formally establish ASTPHLD.15

Indiana’s Samuel R. Damon 

was named the organization’s first 

president, and E.J. Sunkes of Georgia 

would serve as the initial vice presi-

dent. Members elected the popu-

lar Mel Koons of North Dakota 

as ASTPHLD’s first secretary, an 

office he had held with the confer-

ence since 1945. Minnesota’s Henry 

“Hank” Bauer, William Levin of Oregon and George 

Cameron of Tennessee were elected to ASTPHLD’s 

first executive committee.

Damon, an urbane Hoosier, was a protégé of 

John N. Hurty, the dynamic leader of the Indiana 

State Board of Health, perhaps the best-run state 

department of public health from the 1920s to 

the 1940s.16 Koons, with his work as secretary of 

the conference since the end of World War II, was 

probably the best-known public health laboratory 

director in the US, albeit from one of the smallest 

states in the union. Dapper, balding and always 

the first one on the dance floor at conference and 

ASTPHLD functions, Koons’ friendly manner and 

commitment to professional organizations for labo-

ratory directors made him uniquely suited to serve as 

ASTPHLD’s ambassador for the next 15 years.17 

ASTPHLD’s first annual meeting was held on 

October 16-17, 1952, the two days preceding the 

conference’s annual meeting in Cleveland on October 

18-19, 1952. The conference, which had served as 

the midwife to ASTPHLD’s birth, would continue in 

existence for most of the rest of the 20th century. But 

after the 1952 reorganization, the voice of state and 

territorial public health laboratory directors in the US 

most definitely would be through 

ASTPHLD.

The Public Health 
Laboratory  
in the 1950s and 1960s

One reality that ASTPHLD 

would face during its first 10 years 

in operation was the efficiency of 

antibiotics against many of the public health threats 

that their laboratories had primarily been concerned 

with for most of the last 30 years. Syphilis serology 

programs—the mainstay of most state public health 

laboratories during the 1930s and 1940s—were 

downgraded in importance during the 1950s as 

sulfanilamide and penicillin wreaked havoc on 

syphilis and gonorrhea. The death rate for syphi-

lis—still 14.4 per 100,000 in 1940—plummeted to 

2.5 per 100,000 deaths in 1955.18 

Tuberculosis, which had been a major con-
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cern of public health laboratories during the 1930s 

and 1940s, all but evaporated as a significant 

health threat in the immediate postwar years. In 

1949, chemists at Reilly Tar & Chemical isolated 

a synthetic isonicotinic acid. The next year, chem-

ists at Roche Laboratories turned the compound 

into the first effective treatment for tuberculosis.19 

Deaths from tuberculosis declined from 113.1 per 

100,000 in 1920 to 9.1 per 100,000 in 1955.20

When Carl Blank joined the Utah Public 

Health Laboratory in 1952, he was the 18th employ-

ee in the department. At that time, the laboratory in 

Salt Lake City “was still doing a lot of 

tuberculosis testing. We did 50 speci-

mens a month, and most of the TB 

we saw was from migratory workers 

and Native Americans. At that time, 

we were the only facility in the state 

doing the TB tests.”21

Polio had captured the atten-

tion of many public health laboratory 

staffs in the years following World 

War II. Outbreaks were widespread, 

and the resulting public hysteria pre-

saged a trend that would become 

more common in the second half of 

the 20th century.22 

The eradication of poliomyelitis that was set 

in motion with the 1954 pilot distribution of the 

Salk vaccine began diminishing the role that public 

health laboratories had played in identifying the 

polio virus, although many of the state laboratories 

had gained valuable virology experience during the 

polio crisis. Traditional childhood killers such as 

whooping cough and diphtheria all but disappeared 

from the public health community’s memory dur-

ing the postwar years. Only 89 US children died of 

whooping cough between 1950 and 1954.23

The installation of electricity into every 

American household was essentially complete by 

1950, a phenomenon which had implications for 

the public health laboratory’s traditional role in 

guarding against food and milk contamination. 

Electricity in both food plants and homes made 

refrigeration a way of life by 1950, virtually elimi-

nating spoiled food and milk.

Despite the near total decline 

of many traditional health threats, 

public health laboratories in the 

1950s and early 1960s found them-

selves with much to do. The contin-

ued existence of marital testing laws 

meant that many state public health 

laboratories had a seemingly endless 

chain of syphilis serology samples 

to attend to during the period. “We 

had received a lot of funding from 

the US Public Health Service to 

work on syphilis serology,” noted 

Nathan Schneider, retired lab direc-

tor of the Florida Department of Public Health in 

Gainesville. “In a lot of ways, that determined what 

our budget was.”24

Stan Inhorn, retired director of the Wisconsin 

State Laboratory of Hygiene in Madison, recalled that 

when he started with the laboratory in the 1950s, 

“Our lab was doing a lot of other primary testing, 

mostly parasitology and mycology. We were seeing a 
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lot of changing workloads in the 1950s and 1960s.”25 

The Wisconsin Laboratory was one of the first 

in the nation to initiate a trend that would become 

widespread during the 1970s and 1980s. Inhorn 

recalled that in his early days at the Madison labora-

tory, the state was dotted with small hospitals that 

had very limited laboratory services. “They sent a 

lot of their primary reference cultures to the state 

laboratory,” he said. “Wisconsin was one of the first 

states to start charging for those services.”26 

Charles Sweet, who suc-

ceeded Dr. J.V. Irons as the 

head of the Bureau of Lab-

oratories of the Texas State 

Health Department in Austin, 

remembered the small volume 

of specimens in the 1960s 

compared to the0 number in 

1993 when he retired.

“In 1962,” Sweet said, “we had 183,000 speci-

mens in the Central Laboratory in Austin and about 

that many in the bureau’s 23 regional laboratories.”27 

Thirty years later, he added, the number would 

exceed five million specimens. Sweet also recalled the 

Bureau’s attempts in the 1950s and 1960s to acquire 

new instrumentation. “The instruments back then 

were so complicated and so unique,” he said. “It 

seems like none of them ever survived and cut the 

mustard.”28

One of the topics that 

state laboratory directors 

inevitably discussed at every 

get-together was training 

and licensure. It was a sub-

ject that would consume a 

great deal of ASTPHLD’s 

time and effort in the 1960s 

and 1970s.
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APHL OFFICERS 1951-2002

 Meeting Date/  V. Pres. (thru ‘75)      Secretary/ 
 Location      President   President Elect      Treasurer      At Large      At Large At Large

 11-02-51  
 San Francisco, CA Samuel Damon, IN  M.E. Koons, ND

 06-02-52 
 Atlanta, GA Samuel Damon, IN E.J. Sunkes, GA M.E. Koons, ND Henry Bauer, MN William Levin, OR George Cameron, TN

 10-18-52 
 Cleveland, OH Samuel Damon, IN E.J. Sunkes, GA M.E. Koons, ND Henry Bauer, MN William Levin, OR George Cameron, TN

 10-18-53 
 New York, NY Francis Lawler, VT J.V. Irons, TX M.E. Koons, ND Elmer Shaffer, NJ William Levin, OR George Cameron, TN

 04-25-54 
 Atlanta, GA C.J. Gentzkow, PA Irma Adams, MO M.E. Koons, ND Elmer Shaffer, NJ I.H. Borts, IA C.A . Perry, MD

 05-20-56 
 Washington, DC I.H. Borts, IA H. Shaughnessay, IL M.E. Koons, ND H.G. Crecelius, AZ F.R. Hassler, OK Eric Borman, CT

 04-13-58 
 Cincinnati, OH E.J. Sunkes, GA Elmer Shaffer, NJ M.E. Koons, ND H.G. Crecelius, AZ C.A . Hunter, KS Francis Lawler, VT

 06-12-60 
 Atlanta, GA Elmer Shaffer, NJ Howard Bodily, CA M.E. Koons, ND George Hauser, LA Victor Thomkins, NY Ben Diamond, SD

 06-11-62 
 Atlanta, GA Howard Bodily, CA Earle Borman, CT M.E. Koons, ND George Hauser, LA Victor Thomkins, NY Nathan Schneider, FL

 08-25-64 
 Atlanta, GA Earle Borman, CT Nathan Schneider, FL David McGuire, CO George Cameron, TN Ralph Hogan, PA Robert MacCready, MA

 08-14-66 
 Atlanta, GA Nathan Schneider, FL George Hauser, LA David McGuire, CO Inhorn, WI, Adams, MO Charles Croft, OH Martin Goldfield, NJ

 05-20-68 
 Atlanta, GA George Hauser, LA David McGuire, CO Thomas Hosty, AL Stan Inhorn, WI Walvin Geidt, WA R.L. Cavanaugh, MD

 04-13-70 
 Atlanta, GA George Hauser, LA David McGuire, CO Thomas Hosty, AL Stan Inhorn, WI Walvin Geidt, WA R.L. Cavanaugh, MD

 08-23-71 
 New Orleans, LA David McGuire, CO Charles Okey, ME Thomas Hosty, AL Howard Barrick, TN Walvin Geidt, WA R.L. Cavanaugh, MD

 08-06-72 
 Atlanta, GA  David McGuire, CO Charles Okey, ME Thomas Hosty, AL Howard Barrick, TN Walvin Geidt, WA R.L. Cavanaugh, MD

 08-13-73 
 Scottsdale, AZ Charles Okey, ME Charles Croft, OH Howard Barrick, TN David Lackman, MT B.F. Brown, KY Henry Bauer, MN

 04-02-74 
 Atlanta, GA Charles Croft, OH Thomas Hosty, AL David McGuire, CO Stan Inhorn, WI David Lackman, MT B.F. Brown, KY

 04-01-75 
 Mobile, AL Thomas Hosty, AL Henry Bauer, MN Robert Milliner, NH Arthur DiSalvo, SC Stan Inhorn, WI David Lackman, NT

 04-26-76 
 Atlanta, GA Henry Bauer, MN Martin Goldfield, NJ Robert Milliner, NH William Ullman, CT Arthur DiSalvo, SC Stan Inhorn, WI

 04-04-77 
 Atlanta, GA Martin Goldfield, NH Elmer Spurrier, MO Robert Milliner, NH Kenneth Wilcox, MI William Ullman, CT Arthur DiSalvo, SC

 04-10-78 
 Atlanta, GA Elmer Spurrier, MO Arthur DiSalvo, SC Robert Milliner, NH Robert Howell, AR George Anderson, MI James Mason, UT

 04-01-79 
 RTC, NC Arthur DiSalvo, SC Stan Inhorn, WI Robert Milliner, NH Charles Sweet, TX James Mason, UT George Anderson, MI

 
       continued on next page 
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 Meeting Date/  V. Pres. (thru ‘75)      Secretary/ 
 Location      President   President Elect      Treasurer      At Large      At Large At Large

 04-07-80 
 Atlanta, GA Darrell Brock, ID Earle Long, GA Robert Milliner, NH J. Mehsen Joseph, MD Charles Sweet, TX George Anderson, MI

 04-21-81 
 Cincinnati, OH Earle Long, GA George Anderson, MI Robert Milliner, NH B.F. Brown, KY Vern Pidcoe, PA Charles Sweet, TX

 03-24-82 
 Atlanta, GA George Anderson, MI Vern Pidcoe, PA Ray Lundgren, RI C. Dwayne Morse, MN B.F. Brown, KY James Holston, AL

 04-11-83 
 Atlanta, GA Vern Pidcoe, PA Charles Sweet, TX Ray Lundgren, RI Mildred Kerbaugh, NC C. Dwayne Morse, MN James Holston, AL

 05-07-84 
 Atlanta, GA Charles Sweet, TX William Hausler, IA Ray Lundgren, RI Mahadeo Verma, DE Mildred Kerbaugh, NC C. Dwayne Morse, MN

 06-16-85 
 Carefree, AZ William Hausler, IA Fran Urry, UT Ray Lundgren, RI Charles Hartwig, FL Mahadeo Verma, DE Mildred Kerbaugh, NC

 04-06-86 
 Charleston, SC Fran Urry, UT Ray Lundgren, RI Michael Kimberly, TN J. Mehsen Joseph, MD Charles Hartwig, FL Mahadeo Verma, DE

 04-26-87 
 Atlanta, GA Ray Lundgren, RI J. Mehsen Joseph, MD Michael Kimberly, TN Henry Bradford, LA Roger Carlson, KS Charles Hartwig, FL

 08-05-88 
 Nashville, TN J. Mehsen Joseph, MD Mahadeo Verma, DE Michael Kimberly, TN Katherine Kelley, VT Henry Bradford, LA Roger Carlson, KS

 04-01-89 
 Vail, CO J. Mehsen Joseph, MD Mahadeo Verma, DE Michael Kimberly, TN Katherine Kelley, VT Henry Bradford, LA Roger Carlson, KS

 06-16-90 
 Orlando, FL Mahadeo Verma, DE Loris Hughes, NM Michael Kimberly, TN Michael Skeels, OR Katherine Kelley, AK Henry Bradford, LA

 08-17-91 
 Seattle, WA Loris Hughes, NM Jon Counts, AZ Michael Kimberly, TN Gary Davidson, OH Phillip Haines, ME Katherine Kelley, AK

 08-22-92 
 Gatlinburg, TN Jon Counts, AZ Michael Kimberly, TN Ronald Cada, CO David Carpenter, IL Veronica Malmberg, NH Phillip Haines, ME

 06-13-93 
 Minneapolis, MN Michael Kimberly, TN Roger Carlson, KS Ronald Cada, CO Carl Blank, WY David Carpenter, IL Veronica Malmberg, NH

 06-25-94 
 Atlanta, GA Roger Carlson, KS David Carpenter, IL Ronald Cada, CO Robert Martin, MI Carl Blank, WY Veronica Malmberg, NH

 06-17-95     Kathleen  
 Burlington, VT David Carpenter, IL Robert Martin, MI Eric Blank, MO Charles Hartwig, FL Meckstroth, OH Carl Blank, WY

 06-16-96 
 Grand Rapids, MI Robert Martin, MI Burton Wilcke, VT Eric Blank, MO Frank Lambert, WV Charles Hartwig, FL            —

 06-01-97 
 San Diego, CA Burton Wilcke, VT Michael Skeels, OR Eric Blank, MO Pauline Bouchard, MN Frank Lambert, WV Charles Hartwig, FL

 06-15-98 
 Breckenridge, CO Michael Skeels, OR Eric Blank, MO Pauline Bouchard, MN James Pearson, VA Lou Turner, NC Frank Lambert, WV

 06-27-99 
 Washington, DC Eric Blank, MO James Pearson, VA Lou Turner, NC Barbara Erickson, AZ Mary Gilchrist, IA Garry McKee, WY

 06-11-00 
 St. Louis, MO James Pearson, VA Ronald Cada, CO Lou Turner, NC Paul Kimsey, CA David Mills, NM Mary Gilchrist, IA

 06-10-01 
 Portland, OR Ronald Cada, CO Mary Gilchrist, IA Norman Crouch, MN Jane Getchell, DE Paul Kimsey, CA David Mills, NM

 06-09-02 
 Albuquerque, NM Mary Gilchrist, IA David Mills, NM Norman Crouch, MN William Becker, OH Jane Getchell, DE Paul Kimsey, CA
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Vice Presidents/  
Presidents Elect  

who did not become 
President 

Illinois H. Shaughnessay
Missouri Irma Adams
Texas J.V. Irons
Wisconsin Stan Inhorn

Secretary/Treasurers

Alabama Thomas Hosty
Colorado David McGuire 
  Ronald Cada
Minnesota Pauline Bouchard 
  Norman Crouch
Missouri Eric Blank
New Hampshire Robert Milliner
North Carolina Lou Turner
North Dakota M.E. Koons
Rhode Island Ray Lundgren
Tennessee Howard Barrick 
  Michael Kimberly

At Large Members of the 
Board of Directors

Alabama James Holston
Alaska Katherine Kelley
Arkansas Robert Howell
Arizona H.G. Crecelius 
  Barbara Erickson
California Paul Kimsey
Connecticut Eric Borman 
  William Ullman
Delaware Mahadeo Verma 
  Jane Getchell
Florida Nathan Schneider 
  Charles Hartwig
Illinois David Carpenter
Iowa I.H. Borts 
  Mary Gilchrist
Kansas C.A. Hunter 
  Roger Carlson
Kentucky B.F. Brown

continued, next column

President and Vice 
Presidents/Presidents Elect 

who went on to become 
President 

Alabama Thomas Hosty
Arizona Jon Counts
California Howard Bodily
Colorado David McGuire,  
  Ronald Cada
Connecticut Earle Borman
Delaware Mahadeo Verma
Florida Nathan Schneider
Georgia E.J. Sunkes,  
  Earle Long
Idaho Darrell Brock
Illinois David Carpenter
Indiana Samuel Damon
Iowa I.H. Borts 
  William Hausler 
  Mary Gilchrist
Kansas Roger Carlson
Louisiana George Hauser
Maine Charles Okey
Maryland J. Mehsen Joseph
Michigan George Anderson 
  Robert Martin
Minnesota Henry Bauer
Missouri Elmer Spurrier 
  Eric Blank
New Hampshire Martin Goldfield
New Jersey Elmer Shaffer
New Mexico Loris Hughes 
  David Mills
Ohio Charles Croft
Oregon Michael Skeels
Pennsylvania C.J. Gentzkow 
  Vern Pidcoe
Rhode Island Ray Lundgren
South Carolina Arthur DiSalvo
Tennessee Michael Kimberly
Texas Charles Sweet
Utah Fran Urray
Vermont Francis Lawler 
  Burt Wilcke
Virginia James Pearson

At Large Members of the 
Board of Directors

continued

Louisiana George Hauser 
  Henry Bradford
Maine Phillip Haines
Maryland C.A. Perry 
  R.L. Cavanaugh 
  J. Mehsen Joseph
Massachusetts Robert MacCready
Michigan Kenneth Wilcox 
  George Anderson 
  Robert Martin
Minnesota Henry Bauer 
  C. Dwayne Morse 
  Pauline Bouchard
Missouri Irma Adams
Montana David Lackman
New Hampshire Veronica Malmberg
New Jersey Elmer Shaffer 
  Martin Goldfield
New Mexico David Mills
New York Victor Thomkins
North Carolina Mildred Kerbaugh 
  Lou Turner
Ohio Charles Croft 
  Gary Davidson 
  Kathleen Meckstroth 
  William Becker
Oklahoma F.R. Hassler
Oregon William Levin 
  Michael Skeels
Pennsylvania Ralph Hogan 
  Vern Pidcoe
South Carolina Arthur DiSalvo
South Dakota Ben Diamond
Tennessee George Cameron 
  Howard Barrick
Texas Charles Sweet
Utah James Mason
Vermont Francis Lawler 
  Katherine Kelley
Virginia James Pearson
Washington Walvin Geidt
West Virginia Frank Lambert
Wisconsin Stan Inhorn
Wyoming Carl Blank 
  Garry McKee

OFFICERS BY STATE, 1951–2002



The State of Public Health
A measure of the increased sophistication of 

the public health laboratory community in the US 

in the early 1960s can be appreciated by reviewing 

the topics of the Brown-Hazen Fund Lectures, spon-

sored by the Division of Laboratories & Research at 

the New York State Department of Health in Albany 

from 1958 to 1964.

In 1958, Roger M. Herriott, 

head of the biochemistry depart-

ment, School of Hygiene and Public 

Health at Johns Hopkins University, 

spoke on “the elements of proteins 

and nuclear acid chemistry.”1 The 

next year, David M. Bonner, profes-

sor of microbiology at Yale Univer-

CLIA AND ITS ROLE  
IN THE EVOLUTION OF THE  

PUBLIC HEALTH LABORATORY COMMUNITY

 he 1960s was a critical decade for ASTPHLD and 

the nation’s public health laboratory community. In little more than 10 years, the federal government undertook 

a key regulatory role in enhancing the professionalism of public health laboratory personnel, while the mission 

of the typical state and territorial laboratory broadened considerably to include food safety and environmental 

issues. Private clinical laboratories expanded dramatically during the decade. ASTPHLD became an effective 

communications conduit between the federal Communicable Disease Centers and its membership.

sity, discussed “microbial genetics.” In 1960, James V. 

Neel, chairman of the department of genetics at the 

University of Michigan Medical School, lectured on 

“human genetics.”2

Other topics of the popular lectures during 

the early 1960s included “cellular, humoral and 

drug-induced mechanisms of anti-bacterial defense,” 

“chemistry and biology of bacterial surfaces: newer 

aspects of antimicrobial agents,” 

and “endotoxins.”3

Victor Tompkins, M.D., the 

head of New York’s Division of 

Laboratories and Research during 

the late 1950s and 1960s and an 

influential voice in the senior coun-

cils of ASTPHLD, reflected the new 
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New York State Department of Health’s 
Division of Laboratories and Research, 

now the Wadsworth Center.

          1919Twenty million people are dead worldwide in the wake of the Spanish influenza pandemic. 



complexity of laboratory research. A 1934 Cornell 

University graduate who did residencies in pathology 

after earning a degree from Albany Medical College 

of Union University in 1938, Tompkins started with 

the division in 1947 as a senior pathologist. Over 

the next decade, Tompkins helped develop a clinical 

laboratory investigation through a study of chronic 

non-tuberculosis pulmonary disorders. He was also 

instrumental in forging a strong bond between the 

division and the teaching program of the Albany 

Medical College.4

Tompkins and his immediate predecessor, 

Gilbert Dalldorf, established a strong presence 

for the division in many differ-

ent fields of scientific research, 

including virology, micromor-

phology and antibiotics. Under 

Dalldorf, the division established 

the Antitoxin, Serum and Vaccine 

Laboratories. Tompkins after 

1958 helped steer the division in 

the direction of investigating envi-

ronmental sanitation issues.5

Tompkins believed that pub-

lic health laboratories had to move 

beyond simple identification of disease vectors and 

do more to analyze the root cause of disease.

“With the conviction growing that the genetic 

endowment of man will one day require an empha-

sis equal to that accorded to his environment,” 

Tompkins said in 1960, “the later years have found 

the laboratory seeking skills and insights for the 

future. The influence of genetic factors in disease 

susceptibility and other factors in the epidemiology 

of health certainly merit study. Already in diabetes, 

cystic fibrosis, hemoglobinopaties and some mental 

disorders, genetic factors are measurable. Detection 

of traits, the great problem of the heterozygote, is no 

longer a matter solely for eugenists, but for proper 

assessment of morbidity and mortality.”6

If Tompkins and the New York Division 

of Laboratories and Research represented cut-

ting-edge thought and technologies during the 

early 1960s, then the reality was that many of 

the nation’s public health laboratories were still 

fulfilling the missions they had been charged with 

since the 1930s. Pre-marital test-

ing for venereal disease remained 

a top priority for many state and 

territorial public health labora-

tories. A national survey by the 

American Social Health Association 

in 1963 revealed that even with 

premarital testing, venereal dis-

ease continued to be a virtual 

epidemic in the US. The associa-

tion estimated that the number of 

venereal disease cases in the coun-

try was approaching 1.5 million, although fewer 

than 400,000 cases were actually reported.7

At the end of the 1950s, Florida’s public health 

laboratories were handling nearly 700,000 serology 

specimens a year. Most of the states which conducted 

premarital testing for syphilis at the time were located in 

the South, although Michigan and Massachusetts both 

handled more than 400,000 specimens in 1959. Even 
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In 1950, Elizabeth L. Hazen, Ph.D. (left) 
and Rachel Brown, Ph.D. of the New 

York State Department of Health, isolated 
an antifungal substance known as Nystatin, 

named after the state.

The Southern Public Health Laboratory Association, the nation’s first organization for  
public health laboratory directors, is founded. 



North Dakota with its small population sent nearly 

50,000 specimens to its laboratories in Bismarck and 

Grand Forks.8

As late as 1964, immunology tests—the bulk of 

which consisted of tests for syphilis—accounted for 

more than half of the just over 13 million specimens 

reported in ASTPHLD’s first Consolidated Annual 

Report.9 Approximately one percent of the more 

than seven million immunology tests conducted by 

ASTPHLD members in 1964 were rickettsia speci-

mens, and most of those samples were reported from 

laboratories in the Rocky Mountain states.

Still, state and territorial public health labo-

ratories handled a wide variety of 

specimens other than serology tests 

in 1964. Bacteriology specimens 

remained an important function of 

the typical laboratory. Of over 1.9 

million specimens reported, just less 

than one-third were naso-pharyngeal 

swabs for influenza. Mycobacteriology 

specimens accounted for more than 

470,000 specimens, while laboratories 

reported 261,000 enteric samples and 

nearly 320,000 gonococcus specimens. There were 

only 11,800 mycology specimens reported in 1964, 

the bulk of those from the New York laboratories.10 

Intestinal parasitology tests totaled 370,000 

specimens, while virology was an emerging area of 

interest in 1964. The 86,000 virology specimens 

reported were about evenly divided between rabies 

tests and viral isolations tests.11

Public health laboratories had increased fund-

ing for virology specimens in the late 1940s and 

early 1950s as the poliomyelitis scare swept America. 

Laboratory personnel had gained valuable experi-

ence in tracking down polio outbreaks, although the 

introduction of the Salk and Sabin vaccines in the 

mid-1950s had all but eradicated the incidence of 

polio by the mid-1960s.12

In 1964, only 10 state public health laborato-

ries were conducting tests for hematology specimens. 

More esoteric tests in the fields of immunohematol-

ogy and hemoglobinopathy were being conducted 

by a handful of states, including New York.

Clinical chemistry was a growing area of public 

health laboratory interest in 1964. 

More than 1.1 million chemical chem-

istry samples were handled that year, 

with the great majority of the testing 

consisting of screening for inborn 

errors of metabolism.13 Already by 

1964, environmental microbiology 

was a staple of many state and territo-

rial public health laboratories, with 

a predominant number of the speci-

mens consisting of water samples. 

The next largest batch of specimens were dairy-relat-

ed, corresponding to laboratories’ longtime tradition 

of testing for food-borne illnesses. In the environ-

mental chemistry field, water samples made up nearly 

half of the 407,000 specimens. Significantly, several 

state laboratories processed about 20,000 radiologi-

cal samples in 1964, an indication of the increasing 

prevalence of the peaceful use of the atom for electric 

power and health care initiatives in the 1960s.14
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Perhaps the most interesting statistic from 

the 1964 Consolidated Annual Report concerned 

annual expenditures of the 50 laboratories respond-

ing to ASTPHLD’s survey. Total lab expenditures 

came to just over $35 million, an average of 

$700,000 for each of the 50 laboratories.15 An earlier 

1962 ASTPHLD survey revealed that only three states 

had an annual budget of more than $1 million.16 

And, state laboratory director salaries averaged 

about $9,000 a year in the early 1960s.17

From a facilities standpoint, state and territorial 

public health laboratories were relatively modern in 

1964. The post-World War II economic boom coin-

cided with a societal interest in medical and scientific 

research. As a result, 40 US states either built new 

or remodeled existing public health laboratories 

between 1950 and 1960.18 Colorado, Delaware, 

Georgia, Hawaii and Kentucky all built new public 

health laboratories in 1960 alone.

ASTPHLD’s member laboratories were doing 

much with little in 1964. Laboratory science was 

becoming increasingly complex, and society was 

primed to expect miracles from the personnel in the 

white coats. The federal government was soon to 

make a major change in the public health and health 

care field.

The Great Society
On July 30, 1965, President Lyndon B. Johnson 

flew to Independence, Missouri to sign Medicare 

into law.19 With him at the public ceremony were 

former President Harry Truman and Vice President 

Hubert H. Humphrey. Medicare and its companion 

legislation, Medicaid, illustrated the triumph of 

politics in the field of public health. Johnson had 

been impressed by the plight of elderly and poor 

Americans during his campaigns for the vice-presi-

dency in 1960 and presidency in 1964. His Great 

Society pledged to place the federal government 

whole-heartedly behind providing patient care as well 

as strengthening public health initiatives.20 

Johnson and his Great Society congressional 

lieutenants crafted the Medicare and Medicaid legis-

lation as an amendment to the Social Security Act of 

1935. “That was politically the most feasible way to 

create a trust fund and create a program that would get 

health care to old people,” recalled Joseph Califano, 

a longtime Johnson intimate, “but Medicare was 

basically buying health services. And Medicaid was 

hooked on to the welfare system, because that was the 

only way we could pass Medicaid in 1965.”21

The passage of the Medicare amendments had 

immense implications for the public health commu-

nity. The official inauguration of Medicare on July 1, 

1966 meant that the federal government now had a 

hand in regulating the nation’s health care industry. 

The Medicare Joint Commission that the Johnson 

administration had set up in the summer of 1965 to 

examine the efficient implementation of Medicare 

had suggested scores of hospital health and safety 

requirements, including medical standards for labo-

ratories, X-rays and anesthesiology departments.22 

The next year, those standards were applied to the 

nation’s public health laboratories.

The passage of the Clinical Laboratory 

Improvement Act in 1967 brought about sweeping 
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             1938The National Venereal Disease Control Act of 1938 puts state public health laboratories  
in the forefront of the nation’s war on syphilis.



changes for the public health laboratory community. 

Known by its acronym, CLIA ’67 basically provided 

for federal regulation of all laboratories in the US 

involved in interstate commerce and that received 

Medicare reimbursement.

“CLIA is very important for the understanding 

of the history of public health laboratories in the 

US,” explained Dr. Carl Blank.23

For Blank and the nation’s other public health 

laboratory directors, the most important facet of the 

federal regulation brought about by CLIA was the 

licensure requirement for public health laboratory 

directors.

“Under CLIA,” Blank said, “you could not 

direct a laboratory unless you had 

a doctorate in biological, physical 

or chemical science, an MD, or a 

doctorate of science in laboratory sci-

ence.”24

Many of the ASTPHLD members 

in the 1960s already had doctorates or 

were MDs, but some of the directors, especially in 

the smaller states, often only had master’s degrees. 

Blank’s boss at the Utah Department of Health 

laboratories, Russell Fraser, MA, ran the day-to-day 

operations of the laboratories for 13 years. “He never 

asked to speak to the pathologists or the medical 

technicians,” Blank recalled. “And in those days, 

MDs wouldn’t talk to you if you weren’t a doctor.”25

Part of the problem with licensure of labora-

tory directors stemmed from the fact that a state or 

territorial public health laboratory director in the 

1960s frequently had to possess more finely-honed 

political skills than medical or scientific expertise. 

“There were 56 states and territories back then,” 

Blank said, “and there were 56 different ways of 

organizing a public health laboratory.”26

Utah was typical in the way it set up its pub-

lic health laboratories. The Utah Department of 

Health in 1964 consisted of units, sections, sub-

divisions and divisions, with each reporting to a 

higher-up in the chain of command. Public health 

laboratory employees, including department and 

division heads, were typically merit employees, with 

the commissioner of the board of health most fre-

quently a gubernatorial appointment. The commis-

sioner usually answered to a state board of health, 

also appointed by the governor.27

Licensure had been an issue in 

the public health laboratory commu-

nity long prior to the passage of CLIA. 

As early as 1940, Howard Bodily, 

the genial director of the California 

State Public Health Laboratories, had 

developed a laboratory licensure program in Sacra-

mento. Bodily, who went on to become one of 

CDC’s most influential laboratory consultants, built 

the California program into a model for the rest 

of the nation during the 1950s.28 New York and 

Pennsylvania were two other states that had estab-

lished effective licensure programs before the 1965 

passage of Medicare legislation.

Some states anticipated the licensure chang-

es. Nathan Schneider, Florida’s laboratory director, 

had attended the Medicare signing ceremony in 

Independence. When he returned to Tallahassee, 
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                                                    1942The US military begins the production of penicillin, the world’s first wonder drug,  
discovered by Sir Alexander Fleming the previous year. 



Schneider’s first priority was to work with the 

Florida Legislature, which passed a laboratory licen-

sure law in 1965.

During the next two years, Schneider worked 

to bring his laboratories into compliance with the 

Florida law and the expected 1967 CLIA require-

ments. “Labs could do testing for Medicare under 

CLIA,” Schneider explained. “But it involved a lot 

more than the inspection of laboratories. We had to 

set up proficiency testing, the examination of licens-

ees, and workshops for laboratory personnel.”29

The Wisconsin State Public Health Lab-

oratories “were involved heavily with CLIA,” recalled 

Stan Inhorn, longtime director 

of the Madison laboratories. 

“Laboratory practice, in general, 

was unregulated at the time. Med-

icare defined three categories of 

laboratories: private, hospitals 

and doctors’ offices.”30

Inhorn, who served on the 

Medical Laboratories Service 

Advisory Committee, noted that CLIA “did put 

public health laboratories into regulation for the 

first time. We had to develop a cadre of personnel to 

maintain all of the testing programs. That was a big 

change in the 1960s.”31

When CLIA took effect, “Texas had never had 

a laboratory licensure law,” recalled Charles Sweet, 

former director of the Texas State Health Department 

Laboratories. “There were three things we had to do.”32

The first task Sweet and his staff undertook 

was getting its regional laboratories licensed in one 

year following the passage of CLIA. “And many of 

those laboratories were located in dumpy buildings,” 

he pointed out.33

Number two on the priority list was to estab-

lish procedures to “begin to do tests we had avoided 

in the past,” Sweet said. “We got into clinical chem-

istry tests we had never considered before.”34 The 

third and final change brought about by CLIA in 

Texas involved the establishment of fees.

“We had always avoided fees like the plague,” 

Sweet noted. “But after CLIA, we started charging 

for the first time. Since then, fees have become part 

of public health laboratories.”35

Some smaller and more 

rural states that were less 

equipped to deal with the 

changes brought about by CLIA 

licensure requirements observed 

the letter, if not the spirit, of 

the law by hiring a figurehead 

pathologist as director of the 

laboratory. More often than 

not, the figurehead director rarely had to be on the 

scene to direct affairs at the laboratory.36

Those laboratory directors who had already 

implemented licensure programs offered their 

expertise to help laboratories in their states and 

surrounding states comply with licensure require-

ments. Morris Schaeffer, director of the Bureau 

of Laboratories of the Department of Health for 

the City of New York, was particularly helpful in 

developing licensure statutes for neighboring Mid-

Atlantic states.37
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Fnally, the CLIA regulations magnified the 

importance of the Doctor of Public Health program 

at the University of North Carolina—Chapel Hill. 

Established in 1961, the program filled a prime need 

for the nation’s public health community. During its 

20 years of existence, it provided the opportunity for 

dozens of state and territorial public health labora-

tory directors to get the hands-on and theoretical 

experience they needed to head an increasingly com-

plex public health laboratory system.

“One of the things that led to the need of the 

North Carolina program was that the 1960s were a 

transition era,” said Dr. Carl Blank, a 1967 gradu-

ate of the program. “Laboratory directors needed 

more administrative work. There was a lot more 

federal money around with Medicare. Ironically, 

many of the old-timers fought it. They said that an 

MBA could manage a lab, but the director often 

had to be the buffer between the employees and 

state politics.”38

For the nation’s public health laboratory com-

munity, the 1960s were a decade of both tumult and 

change. ASTPHLD and its members emerged from 

the 1960s with both increased prestige and profes-

sional credentials. They would need both to meet 

the public health challenges of the 1970s.
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Fluoridation of community water supplies begin.
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YEAR STATE/TERRITORIAL PUBLIC HEALTH LABORATORY WAS ESTABLISHED

Alabama 1908

Alaska 1936

Arizona 1912

Arkansas 1942

California 1905

Colorado 1899

Connecticut 1905

Delaware 1898

District of Columbia 1878

Florida 1903

Georgia 1905

Hawaii 1891

Idaho 1911

Illinois 1904

Indiana 1905

Iowa 1904

Kansas 1886

Kentucky 1911

Louisiana 1894

Maine 1917

Maryland 1910

Massachusetts 1895

Michigan 1907

Minnesota 1888

Mississippi 1910

Missouri 1906

Montana 1917

Nebraska 1913

Nevada 1909

New Hampshire 1906

New Jersey 1896

New Mexico 1914

New York 1914

North Carolina 1908

North Dakota 1907

Ohio 1889

Oklahoma 1908

Oregon 1904

Pennsylvania 1905

Rhode Island 1894

South Carolina 1909

South Dakota 1911

Tennessee 1914

Texas 1903

Utah 1928

Vermont 1898

Virginia 1908

Washington 1898

West Virginia 1898

Wisconsin 1903

Wyoming 1939

Puerto Rico 1909

Virgin Islands 1931

Summary
 Before 1900 1900-1910 1911-1920 1921-1930 1930-1945

Number of States/Territories 14 24  8 2 4
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As US forces continued to with-

draw from Vietnam and Cambodia, 

it was a time of intense upheaval 

in the American body politic. In 

Ohio, four Kent State University 

students were killed by National 

Guard troops who fired on a student 

demonstration protesting the recent 

US incursion into Cambodia, raising 

antiwar passions to new heights. All 

defendants in the chaotic Chicago 

Seven conspiracy trial were acquit-

ted of inciting riots at the 1968 

Democratic National Convention in 

the Windy City.3

NEW CHALLENGES

 he environmental movement burst into the 

nation’s consciousness on April 22, 1970. Before that spring day was over, millions of Americans from Berkeley 

to Boston had participated in community clean-ups, marches and university teach-ins.

The media dubbed it Earth Day, and the loosely-knit amalgam of celebrations across the country signified 

a new awareness of the toll that air and water pollution were taking on American communities.1 One writer 

called Earth Day “the continental congress of the American environmental movement.”2

As the US wound down its 

involvement in Vietnam during 

the early 1970s, environmental 

activism became for many young 

people the anti-war movement 

of the decade. Ironically, the US 

President that a generation of anti-

war activists had grown to hate 

became the founding father of 

much of today’s federal environ-

mental legislation.

From 1969 until his resigna-

tion in 1974, Richard M. Nixon 

signed into law the National 

Environmental Policy Act, the 
1971 Multichannel Analyzer system used 
for environmental particle counting and 

size distribution studies.
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          1951The Association of State and Territorial Public Health Laboratory Directors (ASTPHLD) is organized at the 1951  
annual meeting of the Conference of State and Provincial Public Health Laboratory Directors in San Francisco. 
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Water Pollution Control Act, the National Pollutant 

Discharge Elimination Act, the Clean Air Act, the 

Safe Drinking Water Act, the Energy Supply and 

Environmental Coordination Act and the Endan-

gered Species Act.4 In 1972, the Nixon administration 

elevated environmental policy to cabinet level when it 

created the Environmental Protection Agency.

The codification of environmental laws on 

a national and state level during the 1970s had 

significant implications for the nation’s public health 

laboratory community. To determine compliance with 

the newly-enacted laws, air and water samples from 

power plants, manufacturing facilities, sewage treat-

ment plants, oil refineries and the like had to be tested. 

At the beginning of the 1970s, 

the only facilities equipped to 

handle a dramatically increasing 

volume of air and water samples 

were public health laboratories.

“The 1970s was the time 

when we really got into pesticide 

testing and technology,” recalled 

Dr. Carl Blank, then a public 

health consultant for the CDC. 

“All of a sudden, there was more money available for 

environmental and toxicology laboratories. A lot of 

those labs were able to purchase infra-red spectrap-

hotometers with that federal pesticide funding.”5

Some of the early pesticide and environmental 

testing was diverted to state agricultural laboratories, 

which also enjoyed a windfall of government fund-

ing for new testing procedures. Dr. Stan Inhorn, 

retired director of the Wisconsin State Laboratory of 

Hygiene, pointed out that the jump in environmen-

tal samples broadened the world of the public health 

laboratory director.

“Many of the lab directors recognized, espe-

cially as environmental activities increased, the need 

to try to develop relationships with other federal 

agencies,” Inhorn said.6

The workload did increase as public health 

laboratories were called upon to test pesticide and 

environmental samples during the 1970s. In 1969, 

US public health laboratories handled just over 1.5 

million environmental microbiology samples, with 

the lion’s share—almost 1.2 million samples—con-

sisting of water samples.7 five years later, in the wake 

of the passage of federal clean water and safe drinking 

water legislation, the number 

of environmental microbiology 

samples nearly doubled. Public 

health laboratories in 1974 han-

dled 2.55 million environmental 

microbiology water samples.8

The testing of environmen-

tal chemistry samples showed 

steady gains during the 1970s. 

In 1969, public health labora-

tories reported to ASTPHLD that they had handled 

just over 446,000 environmental chemistry speci-

mens. Almost half of the samples—just over 206,000 

samples—were water samples.9 In 1974, the number 

of environmental chemistry samples jumped by 

more than 50 percent, to slightly more than 693,000 

samples.10 In the five years between 1969 and 1974, 

the number of environmental chemistry air speci-

mens increased 650 percent, reflecting the impact 

that the Clean Air Act of 1970 had on the nation’s 

1971 Hetrol Slide Set for the detection  
of infectious Monomucleosis

          1953Dr. Jonas Salk introduces the first successful vaccine against poliomyelitis.
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public health community.11 By 1979, environmental 

chemistry samples had jumped 50 percent again, 

thanks mostly to a doubling of water specimens to 

444,000 samples.12

The growth in environmental microbiology and 

chemistry specimens during the 1970s was accom-

panied by corresponding growth in all public health 

laboratory work. In fact, total specimens handled 

nearly doubled during the decade, from 13.46 million 

in 1969 to 26.85 million in 1979.13 More important-

ly, the flow of federal money into the nation’s public 

health laboratories increased even more dramatically 

during the decade. State and territorial public health 

laboratories reported to ASTPHLD in 1969 that total 

lab expenditures exceeded $47.35 million. Ten years 

later, in 1979, total lab expenditures 

had increased more than 125 percent 

to $115.63 million.14 The increased 

funding also meant significant jumps 

in laboratory personnel. Between 

1969 and 1979, the average state and 

territorial public health laboratory staff grew from 46 

people to 290 people.15

The growth in both environmental microbiol-

ogy and environmental chemistry specimens dropped 

off dramatically after 1980. In their recent analysis of 

ASTPHLD Consolidated Annual Reports, Dr. Carl 

Blank and the CDC’s David Adcock attributed the 

decrease to a number of factors. 

“This is probably due to the fact that some 

states transferred these tests to newly-created envi-

ronmental department laboratories,” they wrote in 

2001. “State agricultural departments have assumed 

a larger part of this workload, and/or more commer-

cial laboratories have found it advantageous to enter 

this testing area, which can be highly profitable.”16

Blank and Adcock also pointed out that the 

upsurge in environmental chemistry programs dur-

ing the 1970s, primarily in response to the need for 

increased pesticide testing, “led to the expansion of 

state laboratory toxicology programs” in the 1980s 

and 1990s.17

“Like Two Brothers  
Constantly Fighting”

In many ways, the 1970s were the golden age 

of cooperation between the nation’s public health 

laboratory community and the CDC. The renamed 

Center for Disease Control served as mentor, sound-

ing board and source of funds for 

public health laboratory directors. 

For much of the decade, the biennial 

meetings of the ASTPHLD were held 

in Atlanta.18

“The association had its execu-

tive committee,” recalled Dr. Stan Inhorn, “but 

the meetings were always held in Atlanta. We were 

heavily dependent on the CDC. Essentially, the 

annual meeting was ‘what’s new at CDC?’ It was 

pretty much all scientific, and we would take copi-

ous notes. At the annual meetings, the only social 

event was the annual banquet.”19

For Inhorn, the exchange was usually produc-

tive. “CDC’s primary focus at the meetings was 

reporting on new technology,” he said. “But for us, 

that was a transfer of information and technology.”20

The reality was that ASTPHLD in the 1960s 

and 1970s barely had enough money in the treasury 

1960Dr. Robert Guthrie develops a screening test for phenylketonuria (PKU).



at any given time to send out annual meeting mail-

ings. “The association back then had a budget of 

a few thousand dollars a year,” Inhorn explained. 

“Our annual banquet was underwritten by equip-

ment manufacturers.”21

State and territorial public health laboratory 

directors from the 1960s and 1970s speak fondly of 

the social aspect of the meetings in Atlanta. There 

was an informality that allowed laboratory directors 

and vendors to get together and discuss the latest 

laboratory apparatus at Atlanta restaurants. 

Nathan Schneider, longtime director of Florida’s 

public health laboratories and 1966 president of 

ASTPHLD, was thank-

ful that CDC covered 

so much of the associa-

tion’s expenses in those 

days. “We relied a lot 

on workshops that CDC 

provided,” he said. “We 

were always sending 

people to courses that 

CDC offered. And they 

were deeply involved 

with keeping all of the records. The Consolidated 

Annual Report wouldn’t have been possible without 

the CDC.”22

Blank can remember assignments to the 

ASTPHLD committee that worked with the CDC 

to publish the Consolidated Annual Report. “That 

Consolidated Annual Report made you assess what 

you were doing,” he said. “And CDC also helped 

us put out a comprehensive salary survey every five 

years.”23 Jess Norman of the CDC staff worked 

closely with ASTPHLD members during the 1970s 

in compiling the Consolidated Annual Report.

CDC also provided supplies for many of the 

nation’s public health laboratories in the 1970s. “At 

one time, CDC provided reference and identification 

services,” Blank said. “And CDC also used to provide 

standardized reagents.”24

CDC’s own laboratories were a valuable resource 

that ASTPHLD members could always draw upon. 

They were headed for most of the 1960s and early 

1970s by Dr. U. Pentti Kokko, a genial Fnn who 

had graduated from the University of Helsinki and 

then did graduate work at Johns Hopkins University 

before joining CDC. 

The laboratories in 

Chamblee outside 

Atlanta, Phoenix and 

Kansas City provided 

the state and territo-

rial laboratories techni-

cal advice on laboratory 

design and construc-

tion.25 Kokko’s assis-

tant, Dr. Jim Mason, 

and his successor, Dr. Roslyn Q. “Robbie” Robinson, 

were always strong advocates for the system of state 

and territorial public health laboratories.26 

Blank, who worked at the Utah Department of 

Health Laboratories from 1951 to 1972, explained 

that during that period, “CDC would often pay 

expenses for training sessions. CDC paid for every-

thing for us in Utah. At least 90 percent of the 

people attending CDC training courses were state 

employees.”27
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ASTPHLD membership outside of CDC headquarters in 1970.

1962Rachel Carson raises awareness of environmental threats in the Silent Spring.  
State public health laboratories are soon doing environmental testing.



That started to change after 1975 when pri-

vate and clinical laboratories began to compete with 

public health laboratories on a broader scale. “In the 

late 1970s and early 1980s,” Blank, who had joined 

CDC as a consultant in 1972, said, “we noticed that 

we were getting fewer people from state labs attend-

ing our courses. We were down to 40 percent of the 

class load in the early 1980s. It eventually got down 

to 20 percent of the class load.”28

CDC and ASTPHLD went through a period of 

strained relationship during the late 1980s and early 

1990s, primarily because of the centers’ decision to 

back away from its longtime mission of providing 

laboratory training. Even during the years of great-

est cooperation during the 1970s, friction was not 

unheard of.

“I came to Texas back in 1973,” said Charles 

Sweet, longtime director of the Texas Department of 

Health Laboratories. “I guess I was young and naïve, 

but my perception of the CDC was similar to the per-

ception I had of the FBI. It astounded me that some 

of the older directors were so bitterly critical of the 

CDC. ASTPHLD and CDC were like two brothers con-

stantly fighting, finding anything to gripe about.”29

In retrospect, some of that friction stemmed 

from states’ rights issues that had emerged during the 

1960s. The passage of Medicare legislation in 1965 

created the perception in the minds of many in the 

public health community that CDC had a regulatory 

role to play. In reality, CDC served as a consultant 

to the Health Care Fnancing Authority (HCFA) in 

the wake of the Medicare passage. “CDC never had 

a regulatory authority for Medicare,” explained Dr. 

Carl Blank.30 But the perception among some old-

line laboratory directors at the time—who resented 

the federal government inspecting their laboratories 

as part of licensure requirements—was that CDC 

was orchestrating a takeover of the state and territo-

rial public health laboratory community.

Blank and other former ASTPHLD directors 

dispute that perception and note that “there’s a need 

for regulation. The great majority of labs want to 

do good work. But there’s a certain percentage that 

try to take shortcuts. There’re a certain number of 

people who don’t belong in the lab business.”31

Swine Flu and Legionnaires’
By the mid-1970s, many Americans believed 

that medical science and laboratory research had all 

but eliminated the threat of serious infectious disease 

in the United States. Typhoid had effectively disap-

peared with the onset of water treatment techniques. 

Smallpox was such a rarity that the US surgeon 

general no longer required that newborns be vacci-

nated. A host of childhood diseases such as mumps, 

measles and diphtheria had been banished, thanks to 

near universal vaccination in the wake of the federal 

Vaccine Assistance Act of 1962.32 Widespread use 

of nicotinic-acid pharmaceuticals meant that tuber-

culosis had all but disappeared, and antibiotics and 

other microbial medicines were slowly eradicating 

deaths from syphilis and streptococcal infections.

State and territorial public health laboratories 

continued to be the nation’s front line of defense for 

potential bacterial and viral infections. Labs in the 

Mountain West tested for rickettsial fevers, and the 

odd case of pellagra turned up in southern public 

health laboratories. Salmonella and E. coli—the  
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1962First voluntary PKU screening test established in Massachusetts.



culprits in food poisoning -frequently were identified 

by laboratories around the nation in the 1970s. 

Prenatal testing laws in a majority of the states meant 

that rubella identification was a typical part of a lab’s 

workload at the time.

Laboratories in the Northeast, particularly the 

New York State Department of Health, performed 

groundbreaking work in medical mycology and 

fungal samples during the 1970s.33 PKU testing was 

just beginning to emerge at the time, laying the basis 

for full-scale genetic testing in state and territorial 

laboratories during the 1980s.34

Public health laboratory directors and other 

health care professionals could perhaps be forgiven 

if they thought in 1975 that modern medicine had 

finally achieved victory in the fight against infec-

tious disease. Any sense of complacency, however, 

was shattered early in 1976 when US Army recruits 

at Fort Dix, New Jersey began to exhibit symptoms 

consistent with the influenza pandemic of 1918-

1919 that had killed half-a-million Americans and 

more than 20 million people worldwide.35

What came to be known as the 1976 swine flu 

epidemic engendered calls for producing 200 mil-

lion units of flu vaccine that would be used to vac-

cinate every American in preparation for what was 

feared to be a pandemic the following winter.36 The 

vaccination program was beset by problems from the 
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THE TAFT CENTER

laboratories guard the nation’s water supply. 

Long before Congress passed the landmark 

Clean Water Act of 1972, Taft Center personnel 

were working to pinpoint the source of water-

borne contamination. Taft Center personnel 

began studying household sewage disposal 

systems in 1949, and its 1961 study on stream 

pollution is still in print.2

In the 1950s and 1960s, the Taft Center’s 

Dr. Luther Black worked with and inspected state 

and territorial public health laboratories for the 

effectiveness of water testing procedures.

“They would come to your laboratory,” 

One federal agency that assisted state and 

territorial public health laboratories in the 

emerging area of environmental health test-

ing was the Robert A. Taft Sanitary Engineering 

Center, located in Cincinnati, Ohio. Named 

for the influential US Senator from the Buckeye 

State, the center was a division of the US Public 

Health Service.1

With its Stream Pollution Investigations 

Station and Water and Sanitation Investigations 

Station, both located in suburban Cincinnati, 

the Taft Center was a key link in the Public 

Health Service’s mission to help public health 

1963The first effective vaccine for measles is licensed in the United States.



start. Pharmaceutical companies doubted that they 

could produce the vaccine on the fast-track schedule 

demanded by the government. Insurance companies 

refused to write blanket liability policies for the 

pharmaceutical manufacturers. The national media 

charged that the vaccination program was a gov-

ernment boondoggle designed to win votes for the 

November reelection of President Gerald Ford.37 

Ford lost the November 1976 election to 

Jimmy Carter, the governor of Georgia. The incom-

ing Carter administration quickly moved to scale 

back the vaccination program. The predicted swine 

flu epidemic had never materialized, and to make 

matters far worse, the vaccine caused a sharp up tick 

in the incidence of Guillan-Barré Syndrome, a rare, 

paralytic nervous disease.38

The denouement of what many were openly 

calling the swine flu fiasco provided an uncomfort-

able illustration of the sometimes perilous conjunc-

tion of public health and politics. In February 1977, 

incoming Secretary of Health, Education and Welfare 

Joseph Califano demanded the resignation of Dr. 

David Sencer, head of CDC for the past 11 years.39

The Carter administration had sought a public 

health scapegoat for the swine flu affair. Ironically, 

Sencer and his staff had the month before recorded 

one of CDC’s finer moments. Legionnaires attending 

the July 1976 Pennsylvania state convention of the 
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said Dr. Carl Blank, who recalled first working 

with Taft Center staffers when he was the assis-

tant director of the Utah state laboratories in 

the mid-1950s, “but only upon your invitation. 

They would inspect water testing procedures, 

approve the methodologies in use and suggest 

new technologies.”3

Blank also remembered that the Taft 

Center was “very helpful. They preceded the 

Environmental Protection Agency. They were 

very interested in stream pollution and clean 

water supply.”4

In the early 1960s, under the leadership of 

Conrad P. Straub, PhD, the Taft Center worked 

closely with state and territorial public health 

laboratories, sending out proficiency and test-

ing samples and offering training courses on 

testing methodologies at its Cincinnati head-

quarters.5 Blank recalled that Taft Center per-

sonnel put on programs at ASTPHLD annual 

meetings, particularly when the Association 

visited Cincinnati for annual conferences in 

1958 and 1981.6

“The Taft Center was helping us long 

before the CDC got into the environmental 

area,” Blank said.7 

1965President Lyndon Johnson signs Medicare legislation which provides government-subsidized  
health insurance for elderly Americans.



American Legion in Philadelphia had come down 

with respiratory symptoms consistent with swine flu. 

Within a week, three Pittsburgh Legionnaires were 

dead, and dozens more were deathly ill with fever 

and lung congestion.40

City and state public health officials notified 

CDC. Two days later, CDC investigators were in 

Philadelphia, Pittsburgh and Harrisburg collecting 

samples. By Thursday, August 4, CDC laboratories 

had ruled out swine flu. The bug was bacterial rather 

than viral, although it took laboratory staff most of 

the fall to make that determination.

In mid-January 1977, CDC announced it had 

found the bacteria responsible for causing what the 

media had quickly dubbed Legionnaires’ disease.41 

The culprit was a poorly staining, Gram-negative, 

water-borne bacillus called Legionella pneumophila.42 

The method of transmission was traced back to the 

hotel’s heating, ventilation and air-conditioning sys-

tem, and the disease was discovered to be eminently 

treatable with such antibiotics as erythromycin.43 

For ASTPHLD and its members, the 1970s 

were years both of growth and challenge. The chal-

lenges would accelerate sharply in the 1980s as the 

nation’s state and territorial public health labora-

tory community dealt with the AIDS epidemic 

and the unraveling of its decades-long relationship 

with CDC.
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1967Congress passes and President Johnson signs the Clinical Laboratory Improvement Act (CLIA), which requires  
that all public health laboratories and laboratory personnel involved in interstate commerce be licensed.  
The new law, in effect, gives the Communicable Disease Centers a regulatory function for the first time. 



last quarter of the 20th cen-

tury began in 1980. Before 

Acquired Immune Deficiency 

Syndrome would become a 

household word, the nation’s 

public health laboratory com-

munity would be drawn into a 

political, economic and social 

maelstrom that has continued to this day.

The AIDS epidemic created a significant influx 

of federal money into state public health laboratory 

testing protocols during the 1980s. But two other 

factors during the decade shaped new challenges 

for state public health laboratorians. Private health 

laboratories began to play an increasing role in 

RISE OF HIV AND CDC REORGANIZATION
1980s

 he nation’s public health laboratory community 

could have been forgiven in 1980 if it believed that the scourges of infectious disease were finally behind them. 

Increasingly sophisticated medical and laboratory technology had helped the public health community 

eradicate, minimize or all but eliminate such age-old torments as smallpox, measles, mumps and diphtheria. 

New genetic testing techniques gradually were replacing much of the newborn serology screening that the 

public health laboratory community had pioneered early in the century.

But that was before AIDS. The onset of what would become the most virulent infectious disease of the 

testing for antibiotic-resistant 

organisms, dairy testing and 

other areas that had long been 

the province of state pub-

lic health laboratories. And 

the decades-long relationship 

between the CDC and state 

public health laboratories 

began to unravel, driven by political philosophies 

that emphasized a lesser role for government in the 

daily affairs of society. The reorganization of CDC 

in the early 1980s resulted in a pullback of federal 

funding for training, a vacuum that the state pub-

lic health laboratory community was compelled to 

seek ways to fill.
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1970Congress establishes the Environmental Protection Agency (EPA), the Occupational Safety and  
Health Administration (OSHA) and the National Institute for Occupational Safety and Health (NIOSH).

The nation’s first Earth Day in April creates an American environmental consciousness.
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Dying Like Flies
Dr. Carl Blank, then a training program direc-

tor with CDC’s Public Health Practices Program 

Office (PHPPO), remembered the theme of the 1986 

ASTPHLD annual conference in Charleston, South 

Carolina. “Speaker after speaker said, ‘We have 

infectious diseases under control. Now, we must 

treat chronic diseases,’” Blank said. “A year later, HIV 

broke out and landed in the public health laboratory. 

Antibiotic-resistant strains of tuberculosis broke out 

and landed in the public health laboratory. We’ve 

learned that the adaptability of the microorganism 

is amazing.”1

The AIDS crisis had been simmer-

ing for nearly a decade before it finally 

reached in the nation’s state public 

health laboratories. Researchers at the 

National Institutes of Health (NIH) 

had diagnosed the first American case of 

AIDS in June 1980.2 That same month, 

researchers at UCLA wrote an article on 

Pneumocystis Pneumonia that appeared 

in the CDC’s Morbidity and Mortality 

Weekly Report.3 The description of an 

exceedingly rare form of pneumonia that was begin-

ning to manifest itself in gay men on the West Coast 

was the first mention of AIDS reported in American 

medical literature.

By July, CDC had formed a task force on 

Kaposi’s sarcoma and opportunistic infections.4 

Physicians in 1979 and 1980 were seeing an increas-

ing number of gay men in California and New 

York showing symptoms of Kaposi’s sarcoma, an 

extremely rare cancer that normally afflicted Jewish 

and Italian men in their late 50s and 60s. It typically 

was benign, and the victims usually died 10 or 20 

years later of something completely different.5 

Unlike the typical Kaposi’s sarcoma cases, 

however, the disease affecting gay men in their 20s 

and 30s was accompanied by rashes, fatigue, rapid 

weight loss and enlargement of the victim’s lymph 

glands. It was almost as if something was attacking 

the patient’s immune system.

As it turned out, that was exactly what was hap-

pening. By August 1981, CDC was reporting more 

than 100 cases of the new disease in the 

US, the vast majority of them young 

gay men.6

In March 1982, the US Public 

Health Service held a conference at 

CDC’s headquarters in Atlanta to 

review what was known of the dis-

ease. At the same time, the National 

Cancer Institute established an epide-

miological working group on Kaposi’s 

sarcoma, primarily because cases were 

increasingly common in places such as 

San Francisco and New York.

Epidemiologists and public health laboratori-

ans spent the remainder of 1982 studying the new 

disease and its manifestations. Using increasingly 

sophisticated serological testing, epidemiologists 

already were concluding that the disease was a 

blood-borne virus. New proof of that hypothesis 

came late in the year when CDC reported a case 

of AIDS in a previously healthy infant who had 

1971The US Surgeon General recommends against routine smallpox vaccination for children,  
a clear signal of the success of CDC and WHO smallpox eradication efforts.
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received a blood transfusion.7 By early 1983, labo-

ratory researchers had identified intravenous drug 

users as another at-risk community for contracting 

the disease, further strengthening the suspected link 

between AIDS and the transfer between human 

hosts of blood, saliva and semen.

It also was obvious by 1983 that the disease 

was deadly. In September, CDC reported 2,259 

cases of AIDS, almost 1,000 of which resulted in the 

victim’s death.8 The mortality rate at the time was 

approaching 40 percent.

In April 1984, the National Cancer Institute 

reported that AIDS was caused 

by a blood-borne retrovirus.9 

What would become known as 

the Human Immunodeficiency 

Virus (HIV) was an insidious 

killer, destroying white blood 

cells and exposing the victim 

to attacks by dozens of cancers, 

bacteria and viruses that over-

whelmed the patient’s immune 

system. In May 1985, CDC 

reported that there were nearly 

10,000 cases of AIDS in the US, and the mortality 

rate was fast approaching 50 percent.10

Privately, CDC researchers estimated at the time 

that there were more than one million Americans 

infected with HIV. In retrospect, that number in 

1985 was closer to half-a-million Americans, but 

it was clear to epidemiologists and public health 

laboratory researchers that AIDS had become a full-

blown pandemic.11

From the start, HIV was a political and social 

minefield for the nation’s public health laboratory 

community. Since state public health laboratories 

had been in the forefront of syphilis serology testing 

for half-a-century, blood samples were often routed 

to state public health laboratories for initial testing 

for HIV. But because HIV primarily infected those 

in the gay community, the disease rapidly took on 

political overtones.

Activists in the gay community charged that 

the Reagan administration and the federal health 

bureaucracy were ignoring the most significant dis-

ease outbreak in the US since 

the influenza pandemic of 1918-

1919.12 CDC and other medical 

researchers countered that the 

disease was easily preventable, 

that the gay community needed 

to alter its lifestyle and prac-

tice “safe sex.” Complicating the 

matter was that the disease also 

afflicted hemophiliacs, blood 

transfusion patients and drug 

addicts who shared needles. The 

public health laboratory community was caught in 

a crossfire that raged across the political landscape 

during the mid- and late 1980s.

For the then-retired Dr. Carl Blank, the AIDS 

crisis was a painful issue. State public health labora-

tory directors received criticism from both sides in 

the AIDS debate. Money flowed into state laborato-

ries from the federal government for AIDS testing, 

but there were strings attached. State public health 

1972The passage of the federal Clean Air Act and Clean Water Act during an 18-month period  
puts state public health laboratories solidly in the business of environmental testing.
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laboratories were required to segregate AIDS testing 

from their traditional sexually transmitted disease 

testing programs.

“I’m still not sure AIDS-HIV should have 

been spun out from the STD program,” Blank said. 

“Under the old VD programs, if you got a positive 

serology, the VD trackers would get out there and 

find the persons affected.”13 But in the supercharged 

political atmosphere surrounding AIDS, STD inves-

tigations were seen as unwarranted intrusions into 

private sexual practices.

Many state public health laboratories never 

got involved in full-scale HIV 

testing, due to geography. 

States in the sparsely populated 

Mountain West, for example, 

had minuscule gay populations. 

Gays in rural areas of the West, 

the South and the Midwest typi-

cally left for large urban gay 

communities on both coasts.

Dr. Burt Wilcke was 

named head of the San Bernar-

dino County Public Health 

Department Laboratories in 

1983. He recalled that many of his laboratory 

colleagues in the California Association of Public 

Health Laboratory Directors (CAPHLD) were work-

ing on HIV protocols as early as 1984 and 1985.14

Dr. Eric Blank recalled that the AIDS crisis had 

at least one silver lining for the public health labora-

tory community. Blank, the son of Dr. Carl Blank 

and a 1982 graduate of the University of North 

Carolina doctorate of public health program, took 

over as head of Missouri’s public health laboratory 

in 1987 just as AIDS began to appear in the Show-

Me State.

“AIDS had a hell of a lot to do with making 

public health laboratories visible,” Blank said. “It 

gave us a little bit of confidence. We were pushed 

out front. We responded. We responded well. We set 

down the testing algorithms still used today.”15

The State of the Laboratories—1984
AIDS testing was not the only concern of state 

public health laboratories dur-

ing the 1980s. Anti-microbial 

resistance became an increas-

ing public health concern. The 

laboratory community also 

saw its toxicology testing pro-

grams rise dramatically, due in 

large part to society’s increased 

focus on drug use in the work-

place.16

“Many state medical 

examiners choose to use pub-

lic health laboratories rather 

than law enforcement labs for such testing because 

defense attorneys challenge these latter labs as being 

‘biased,’” explained Dr. Carl Blank. “This is a time-

consuming and costly program for public health 

laboratories because of chain-of-command require-

ments and court time required of analysts.”17

Clinical chemistry was another major compo-

nent of the public health laboratory’s workload in 

the 1980s. The number of specimens increased from 

just over 4 million in 1979 to 7.5 million in 1984, 

and to 10 million in 1987.18

“Most of this increase has been in the area 

of screening for inborn errors of metabolism,” 

explained Dr. Blank. “Initially, funding for PKU 

served as the basis for development of expanded 

clinical chemistry capacity and exper-

tise in the public health laborato-

ries, which worked and works closely 

with the maternal and child health 

programs of the various state health 

departments.”19

Although the numbers weren’t 

particularly large, virology sampling 

showed a large percentage increase 

during the 1980s. Virology samples 

more than doubled from 1979 to 

1984 and increased another 15 per-

cent by 1987.20 Most of the increase 

was reflected in viral isolations—Arbo, 

which encompassed both human and 

animal cytomeglia virus [check spell-

ing] (CMV), genital lesions, herpes, 

pox and chlamydia.21 State privacy 

laws caused a corresponding decrease 

in public health laboratory syphilis 

serology testing programs, but the 

public health laboratory community remained on 

the front lines of the fight against sexually transmit-

ted diseases during the 1980s.

Environmental chemistry was another area in 

which sampling by state public health laboratories 

showed a steady increase during the 1980s. Nearly 

1 million specimens were tested in 1987, up 17 

percent from the 1984 figures.22 Environmental 

microbiology specimens actually dropped throughout 

the decade, plummeting from 3 million specimens in 

1974 to just under 2.3 million specimens in 1987.23

The volume of environmental samples could 

have been much higher. The fact that 

they were not primarily was due to 

increasing competition in the pub-

lic health laboratory business. Many 

states transferred environmental 

tests to newly created environmental 

department laboratories. Other states 

assigned the specimens to agricultural 

department laboratories. And com-

mercial, private laboratories entered 

the environmental testing business, 

mainly because it was so profitable.24

The rise in private laboratories 

was a sometimes uncomfortable fact 

of life for ASTPHLD members during 

the 1980s. When ASTPHLD and CDC 

statisticians surveyed the nation’s pub-

lic and private health laboratory com-

munity for the Consolidated Annual 

Reports (CAR) in 1979, 1984 and 

1987, they found a large, vibrant and 

growing clinical laboratory community.

By 1987, there were 15,865 clinical laborato-

ries reporting to the CAR, compared with 439 state, 

territorial, city and county public health laborato-

ries. There were an additional 308 private dairy and 

Secretary-Treasurer Dr. Eric Blank (right) pres-
ents his father, Dr. Carl Blank with the first 

ASTPHLD Lifetime Achievement Award.

1975CDC technicians identify naturally-occurring Marburg Fever in South Africa.



43
APHL 50TH ANNIVERSARY

laboratories were required to segregate AIDS testing 

from their traditional sexually transmitted disease 

testing programs.

“I’m still not sure AIDS-HIV should have 

been spun out from the STD program,” Blank said. 

“Under the old VD programs, if you got a positive 

serology, the VD trackers would get out there and 

find the persons affected.”13 But in the supercharged 

political atmosphere surrounding AIDS, STD inves-

tigations were seen as unwarranted intrusions into 

private sexual practices.

Many state public health laboratories never 

got involved in full-scale HIV 

testing, due to geography. 

States in the sparsely populated 

Mountain West, for example, 

had minuscule gay populations. 

Gays in rural areas of the West, 

the South and the Midwest typi-

cally left for large urban gay 

communities on both coasts.

Dr. Burt Wilcke was 

named head of the San Bernar-

dino County Public Health 

Department Laboratories in 

1983. He recalled that many of his laboratory 

colleagues in the California Association of Public 

Health Laboratory Directors (CAPHLD) were work-

ing on HIV protocols as early as 1984 and 1985.14

Dr. Eric Blank recalled that the AIDS crisis had 

at least one silver lining for the public health labora-

tory community. Blank, the son of Dr. Carl Blank 

and a 1982 graduate of the University of North 

Carolina doctorate of public health program, took 

over as head of Missouri’s public health laboratory 

in 1987 just as AIDS began to appear in the Show-

Me State.

“AIDS had a hell of a lot to do with making 

public health laboratories visible,” Blank said. “It 

gave us a little bit of confidence. We were pushed 

out front. We responded. We responded well. We set 

down the testing algorithms still used today.”15

The State of the Laboratories—1984
AIDS testing was not the only concern of state 

public health laboratories dur-

ing the 1980s. Anti-microbial 

resistance became an increas-

ing public health concern. The 

laboratory community also 

saw its toxicology testing pro-

grams rise dramatically, due in 

large part to society’s increased 

focus on drug use in the work-

place.16

“Many state medical 

examiners choose to use pub-

lic health laboratories rather 

than law enforcement labs for such testing because 

defense attorneys challenge these latter labs as being 

‘biased,’” explained Dr. Carl Blank. “This is a time-

consuming and costly program for public health 

laboratories because of chain-of-command require-

ments and court time required of analysts.”17

Clinical chemistry was another major compo-

nent of the public health laboratory’s workload in 

the 1980s. The number of specimens increased from 

just over 4 million in 1979 to 7.5 million in 1984, 

and to 10 million in 1987.18

“Most of this increase has been in the area 

of screening for inborn errors of metabolism,” 

explained Dr. Blank. “Initially, funding for PKU 

served as the basis for development of expanded 

clinical chemistry capacity and exper-

tise in the public health laborato-

ries, which worked and works closely 

with the maternal and child health 

programs of the various state health 

departments.”19

Although the numbers weren’t 

particularly large, virology sampling 

showed a large percentage increase 

during the 1980s. Virology samples 

more than doubled from 1979 to 

1984 and increased another 15 per-

cent by 1987.20 Most of the increase 

was reflected in viral isolations—Arbo, 

which encompassed both human and 

animal cytomeglia virus [check spell-

ing] (CMV), genital lesions, herpes, 

pox and chlamydia.21 State privacy 

laws caused a corresponding decrease 

in public health laboratory syphilis 

serology testing programs, but the 

public health laboratory community remained on 

the front lines of the fight against sexually transmit-

ted diseases during the 1980s.

Environmental chemistry was another area in 

which sampling by state public health laboratories 

showed a steady increase during the 1980s. Nearly 

1 million specimens were tested in 1987, up 17 

percent from the 1984 figures.22 Environmental 

microbiology specimens actually dropped throughout 

the decade, plummeting from 3 million specimens in 

1974 to just under 2.3 million specimens in 1987.23

The volume of environmental samples could 

have been much higher. The fact that 

they were not primarily was due to 

increasing competition in the pub-

lic health laboratory business. Many 

states transferred environmental 

tests to newly created environmental 

department laboratories. Other states 

assigned the specimens to agricultural 

department laboratories. And com-

mercial, private laboratories entered 

the environmental testing business, 

mainly because it was so profitable.24

The rise in private laboratories 

was a sometimes uncomfortable fact 

of life for ASTPHLD members during 

the 1980s. When ASTPHLD and CDC 

statisticians surveyed the nation’s pub-

lic and private health laboratory com-

munity for the Consolidated Annual 

Reports (CAR) in 1979, 1984 and 

1987, they found a large, vibrant and 

growing clinical laboratory community.

By 1987, there were 15,865 clinical laborato-

ries reporting to the CAR, compared with 439 state, 

territorial, city and county public health laborato-

ries. There were an additional 308 private dairy and 

1976Public health laboratories on the East Coast help identify the source of Legionnaire’s Disease  
and an outbreak of potentially fatal Swine Flu.
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food laboratories, as well as 2,306 private water and 

environmental laboratories.25 During an era when 

political philosophies emphasized less government 

rather than more, debate increasingly turned to the 

question of whether government should be involved 

in the public health laboratory business at all.

“Things became political when talk started 

of privatizing public health laboratories,” recalled 

Charles Sweet, then head of the Texas Department 

of Public Health Laboratories. “We went through 

a period in the 1980s when efforts were made to 

remove the chemistry compo-

nent in Texas. “Fortunately, we 

had a lot of support in the Texas 

Senate. ASTPHLD put out pub-

licity to help laboratories that 

were under fire. That was a real 

threat at the time.”26

Dr. Stan Inhorn, then chief 

of the Wisconsin State Laboratory 

of Hygiene in Madison, said that 

state public health laboratories have always been 

“small potatoes” when compared to private laborato-

ries, hospitals and clinical laboratories. Inhorn noted 

that the commercialization of public health labora-

tories in the 1980s is a trend that has continued to 

the present day.

“Politics is important in any form of human 

activity,” Inhorn pointed out. “Most of the laborato-

ries today simply have to change. The conflict with 

the private environmental and clinical laboratories 

that began in the 1980s brought pressure on the 

state legislatures. Like it or not, we’re political ani-

mals, and we have to be aware of potential threats to 

our very existence.”

CDC Reorganizes
A far greater threat to the status of the pub-

lic health laboratory community during the 1980s 

involved structural changes at CDC. Since ASTPHLD 

had been founded in San Francisco in 1952, CDC 

had been a fairy godmother for the public health 

laboratory community. CDC had provided state 

public health laboratorians with material, expertise, 

consultation and training.

The HIV workshops estab-

lished by CDC for state public 

health laboratory personnel after 

1986 were only the latest mani-

festation of a training regimen 

that CDC had provided state 

public health laboratories for 

more than 40 years. State public 

health laboratory directors could 

send staffers to Atlanta for week-long workshops on 

the latest techniques and technology, often at no cost 

to the public health laboratory.27 CDC personnel 

would travel to Denver, Minneapolis, or Seattle to 

conduct workshops and seminars for public health 

laboratory personnel from the surrounding region.

“At one time, CDC provided reference and 

identification services to the state public health 

laboratories,” said Dr. Carl Blank. “The CDC 

also used to provide all the standardized reagents 

we used.”28 Through most of the 1970s and early 

1980s, CDC made available financial support for 

1979The federal government releases the landmark study, Healthy People:  
The Surgeon General’s Report on Health Promotion and Disease Prevention.

First national meeting on Neonatal Screening Programs, Atlanta, GA.
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the biennial conferences of ASTPHLD. Without 

CDC’s support, ASTPHLD would never have been 

able to publish the Consolidated Annual Report 

between 1964 and 1987.

A new wind was blowing through the corridors 

of power in Washington. In 1976, President Jimmy 

Carter had captured the White House as an outsider. 

The former Georgia governor had entered office on 

a platform of reducing the size of the federal govern-

ment and returning funding and juris-

diction for many government programs 

to the state.

Bob Kingon was a section chief 

responsible for training when the first 

Carter budget hit CDC’s offices in 

Atlanta. It was obvious to longtime CDC 

staffers that the spare-no-expense way of 

doing business during the Kennedy, 

Johnson and Nixon administrations was 

about to end.

“There was pressure since 1977-

1978 for us to collect reimbursements for 

training,” Kingon recalled. “Previously, 

most training had been done for free. We 

went out to the states, and we brought 

people in to Atlanta. And we typically 

paid the bill.”29

CDC began to charge laboratories for its costs 

of conducting seminars and workshops. “We called 

them user fees,” Kingon explained. “And we knew 

that laboratories had the largest training component 

of the CDC program.”30

The situation only worsened under Ronald 

Reagan, the charismatic former California gov-

ernor who had ousted President Carter from the 

White House in the 1980 elections. When the 

Office of Management and Budget (OMB) deliv-

ered President Reagan’s first budget to Congress in 

the spring of 1981, the event sent tremors through 

CDC’s Atlanta offices. The Reagan budget proposed 

cutting CDC’s budget exactly in half, from $320 

million to $160 million.31

“Under Reagan,” Kingon noted, 

“there was all the more pressure to have 

training pay for itself.”32 At CDC head-

quarters, the mantra became “We’re get-

ting out of the business of laboratory 

training,” Kingon said. “We’re also getting 

out of laboratory proficiency training.”33

A measure of what the cost-cut-

ting meant to CDC came in 1983. For 

the first time since it had started pub-

lishing in the 1950s, the Morbidity and 

Mortality Weekly Report began charging 

subscription fees.34

At the same time that the Centers 

were undergoing unprecedented funding 

pressures, CDC was embarking upon a 

long planned reorganization that had 

little to do with Reaganomics. In 1981-

1982, CDC’s Bureau of Laboratories, Bureau of 

Epidemiology and Bureau of State Services were 

reorganized into one comprehensive Center for 

Infectious Diseases (CID). Three program offices—

the Epidemiology Program Office, the Laboratory 

Program Office and the International Health 

1980

(Top) Dr. Nathalie J. Schmidt 
receives the 1977 Kimble 

Methodology Research Award  
from Kimble representative 
John L. Arkebauer. (Bottom) 

Dr. John B. Brooks (left) 
receives the 1978 award  
from Richard Calabro.

Public health laboratories in Minnesota and Wisconsin identify nine cases of  
toxic shock syndrome in adult women in less than a month.
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1981

Program Office—were grouped together under the 

CID’s umbrella.35

The Program Laboratory Office later evolved 

into CDC’s Public Health Practice Program Office 

(PHPPO), but it was clear by the mid-1980s to 

both CDC and the state public health laboratory 

directors that the centers’ role in training labora-

tory personnel rapidly was ending.

“You still had the need to train laboratory 

workers,” Kingon said. “But we absolutely had to 

reduce the full-time equivalents (FTEs) we allotted 

to laboratory training.”36

As President Reagan’s second term in office 

drew to a close in 1987, ASTPHLD members and 

CDC staffers agreed that a new laboratory train-

ing model had to be created. How that laboratory 

training model evolved would shape the future of 

ASTPHLD—and the direction the nation’s state and 

territorial public health laboratories would take in 

the 1990s.

The first AIDS patient is seen at the National Institute of Health in June;  
by August, the CDC reports 108 cases of the new disease.
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The public health laboratory itself 

changed dramatically during the late 

1980s and 1990s. Increasingly complex 

computerized technology invaded the 

laboratory, arming state and territorial 

public health laboratory leaders sophis-

ticated new tools to wield in the never-

ending battle against disease.

State and territorial public health 

laboratories continued to serve as the 

nation’s first line of defense in the fight against 

known disease vectors such as contaminated food 

and water, influenza outbreaks and sexually trans-

mitted disease. AIDS testing became increasingly 

A DECADE OF CHANGES

 he cutback in federal funding for CDC, as well as 

the organization’s restructuring during the early 1980s, brought about significant change for the nation’s public 

health laboratory community. The evolution of a Cooperative Agreement between the CDC and ASTPHLD 

in 1989 resulted in two momentous changes for the nation’s public health laboratories: the creation of the 

National Laboratory Training Network (NLTN) and the conversion of ASTPHLD from a volunteer organiza-

tion of state and territorial public health laboratory directors into a professionally staffed association with a 

Washington, DC presence.

common as the scope of the disease wid-

ened dramatically during the late 1980s 

and early 1990s.

But laboratories faced a host of 

new challenges during the period. Tuber-

culosis made a strong comeback in the 

US during the 1990s. Antibiotic-resis-

tant microorganisms began appearing 

in force. The rise in international travel 

brought exotic new diseases, such as 

West Nile Virus, Creutzfeldt-Jakob Disease and 

hemorrhagic fever, to American shores. Laboratory 

researchers began to see more home-grown killers 

including Lyme disease and hantavirus.

1985The first international AIDS conference is held in Atlanta.
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finally, the nation’s public health laboratories 

took a lead role in the mid- to late-1990s in explor-

ing ways to combat the very real threat of chemical 

and biological warfare on American soil.

The Cooperative Agreement
CDC devised the Cooperative Agreement 

approach in 1987-1988 as a way to support train-

ing of public health personnel. During the 30-year 

period from the mid-1950s to the mid-1980s, CDC 

had provided support and training to ASTPHLD and 

dozens of other public health associations. The bud-

get and staffing cutbacks of the Carter and Reagan 

administrations had forced CDC to establish a new 

structure for public health training.

“The problem was really quite simple,” said Dr. 

Eric Blank, who had joined ASTPHLD as Missouri’s 

new public health laboratory director in 1987. “The 

CDC had money, but no staff. So they were trying to 

decentralize training.”1

CDC’s Cooperative Agreement model was in 

line with the then current government dictum that 

money and responsibility for health care decisions be 

returned to the states. The Cooperative Agreement in 

effect established CDC as a clearinghouse for infor-

mation and training support for the public health 

community. CDC would be funded for its time and 

expertise, and the public health community would 

gain autonomy in deciding how and where training 

dollars were to be allocated. Instead of dealing with 

each of the states, however, CDC elected to negoti-

ate Cooperative Agreements with the leading public 

health associations.

“We asked ourselves a two-part question,” said 

Bob Kingon, at the time CDC’s deputy director in 

the Office of Program Development. “How can we 

continue doing what needs to be done, but in a dif-

ferent way, while at the same time strengthening that 

individual association?”2

In 1987, CDC signed its first Cooperative 

Agreement with an affiliate of the Association of 

State and Territorial Health Officers (ASTHO).3 

Early in 1989, CDC signed a Cooperative Agree-

ment with ASTPHLD.

Two Immediate Tasks
Dr. Carl Blank was named the first project 

officer under the Cooperative Agreement between 

CDC and ASTPHLD. Blank and the committee he 

chaired had two immediate tasks under the terms of 

the Cooperative Agreement.

ASTPHLD had to shift its focus from an all-

volunteer organization to a professionally staffed 

association. And the committee had to establish 

criteria for an association-funded training organiza-

tion.4 Meetings between the ASTPHLD commit-

tee and CDC representatives in Stone Mountain, 

Georgia and Atlanta in February and December 1988 

had hammered out the details of the Cooperative 

Agreement.5

The first goal was accomplished by the time 

the ASTPHLD held a joint meeting with ASTHO 

in Vail, Colorado in March 1989. The committee 

had hired Maribeth Winklejohn as ASTPHLD’s 

first executive director. Winklejohn, an assistant to 

George Degnon, executive director of ASTHO, for-

merly had been with the Public Health Foundation.6 

Because Degnon had experience with the first 

1986First Consensus Conference on Testing for Human Retroviruses.

The Food and Drug Administration approves AZT as the first antiretroviral drug  
to be used as a treatment for AIDS.
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Cooperative Agreement with CDC, Winklejohn 

was a logical choice to run ASTPHLD. To ensure 

the benefits of Degnon’s experience, ASTPHLD 

leased office space at ASTHO’s building in McLean, 

Virginia.7

Dr. Burt Wilcke attended that joint 1989 

ASTPHLD-ASTHO meeting. A native of upstate 

New York, Wilcke took his PhD in microbiology 

to the California Health Department in Berkeley 

in 1975. He then spent six years at the Michigan 

Department of Public Health in East Lansing. In 

1983, Wilcke returned to California as director of 

the San Bernardino County Health Department 

Laboratory. In 1988, he was named director of the 

Vermont Health Department Laboratory and as 

the new state direc-

tor, he assumed the 

state’s membership in 

ASTPHLD.8

Wilcke recalled his 

first ASTPHLD meet-

ing in Vail. He sat next 

to Maribeth Winkle-

john on the bus ride to 

a meeting social function at a Vail ski resort. “I just 

shared a seat with the entire staff of the organiza-

tion,” Wilcke remembered thinking.9

There was “a mixture of feelings, both trepi-

dation and excitement,” about the Cooperative 

Agreement at the Vail meeting, Wilcke said. “There 

was the acknowledgement that CDC had suffered 

severe rescission in its budget during the 1980s. 

There was the feeling that we were losing a long-

standing partner in public health. There wasn’t 

really any resentment, but there was clearly some 

sadness in seeing it go.”10

At the same time, Wilcke noted, “there was a 

feeling of ‘Can we really pull this off?’ One of the 

first things we had to do was the creation of this enti-

ty called the National Laboratory Training Network 

(NLTN). It was the real focus of the Cooperative 

Agreement.”11

NLTN
The National Laboratory Training Network 

took shape during the remainder of 1989. Blank and 

his committee had determined from the beginning 

that a regional framework would be the best possible 

way to administer NLTN. Southerners had found-

ed the original Public 

Health Laboratory 

Directors’ Conference 

back in the mid-

1920s, and ASTPHLD 

members still referred 

to their Southern col-

leagues as the “boll wee-

vils.”12 New Englanders 

had banded together in a regional organization of 

environmental and public health laboratory directors, 

and Great Lakes laboratory directors met informally 

on a regular basis to discuss mutual concerns.

In the spring of 1989, ASTPHLD put the 

NLTN proposal out for bid. Nine states responded; 

seven were selected as sites for regional NLTN 

offices.13 The contracts with the states were renew-

able every five years. The program was to be 

coadministered and jointly operated by personnel 

1985 ASTPHLD Conference attendees.

1989 ASTPHLD and CDC create the National Laboratory Training Network (NLTN)  
and National Laboratory Partnership (NLP). 



50
APHL 50TH ANNIVERSARY

selected by CDC and personnel hired by ASTPHLD. 

The association membership had primary oversight 

for the program.14

“The ASTPHLD training committee for NLTN 

was made up of the laboratory directors from those 

seven states,” Wilcke explained. “It very much was 

a process that involved the membership. It was very 

much member-driven.”15

Pennsylvania, Massachusetts, Illinois, Califor-

nia, Louisiana, Tennessee and Colorado were select-

ed as the original host state laboratories for NLTN. 

The various regions were designated Area Laboratory 

Training Alliances (ALTAs), and the regional offices 

in suburban Philadelphia, Boston, Chicago, Berkeley, 

New Orleans, Nashville and Denver 

were dubbed Area Resource Offices 

(AROs).16

In the spring of 1989, Barbara 

G. “Bobbi” Albert was working as a 

program director at Vanderbilt Univer-

sity marketing a laboratory outreach 

program for the medical technology 

department when a message came across her desk 

from Dr. Michael Kimberly, the director of the Ten-

nessee Public Health Laboratory. Kimberly, who had 

been a member of the ASTPHLD committee that 

helped design the NLTN, was looking for a regional 

coordinator for the Nashville office.17

Albert, a Nashville native who had spent 20 

years in her career field of medical technology, 

applied. “My background seemed to fit,” she said, 

“especially my education, work experience and mar-

keting expertise.”18 Kimberly interviewed Albert 

and scheduled a phone interview for her with Dr. 

Michael Sherrill, the director of the West Virginia 

Public Health Department Laboratory and one of 

her former students at Vanderbilt. On September 1, 

1989, Albert started work as the regional coordinator 

for the Nashville ARO. She was NLTN’s first hire.19

Joining Albert as the CDC coordinator in the 

Nashville ARO was Judy Delaney. In September, 

Albert and Delaney traveled to Atlanta for an ori-

entation session at CDC headquarters. The two 

women frankly didn’t know what to expect. “What 

do you think we’re going to be doing?” Albert asked 

Delaney. “I don’t know,” Delaney replied. “We must 

be the biggest risk-takers in the world.”20

Albert and Delaney returned to Nashville to 

begin setting up shop in a tiny cubicle 

at the reporting office of the Tennes-

see State Public Health Department 

Laboratory. “We had one computer,” 

Albert recalled, “and we didn’t know 

how to use it very well. We were merg-

ing letters to a sheet-fed printer, and 

the papers were flying everywhere.”21

By October, all seven AROs were up and run-

ning. That month, the ALTA coordinators met in 

Durango, Colorado to introduce themselves and 

plan a course of action.22 State laboratory training 

personnel at the meeting were skeptical that the 

new model would replace CDC’s expertise in labo-

ratory training.

“Most of the states were upset that CDC 

was pulling back,” Albert said. “They were brutal. 

Judy and I were in tears. It was a real transitional 

period.”23 Charlotte Billingsley, the state training 

coordinator from West Virginia, was instrumental in 

1990ASTPHLD establishes a Washington, D.C. presence.

First National Conference on Lyme Disease Testing.
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getting her fellow state coordinators on board with 

the program during the next year.

In December 1989, NLTN conducted its first 

course in Des Plaines, Illinois in a hotel just off the 

runway at O’Hare International Airport. The course 

on “Laboratory Safety and Health” drew 40 partici-

pants. In February 1990, 33 participants attended a 

three-day course on “Mass Spectral Interpretation” 

in Austin, Texas, and the next month 34 people 

attended a “PCR Overview” course in Anchorage, 

Alaska. In June 1990, NLTN sponsored its first wet 

workshop on “HIV Serology” in Raleigh, North 

Carolina with 20 participants.24

“Once we started working on our first work-

shop,” Albert said, “things just started to click.”25

NLTN proved to be one 

of the more popular and suc-

cessful Cooperative Agreement 

programs CDC undertook 

with its association partners. 

By 1999, the end of its first 

decade of existence, NLTN had sponsored nearly 

2,000 courses for almost 75,000 participants.26

The partnership didn’t always proceed smooth-

ly. “It’s like we had two parents fighting with each 

other all the time,” Albert said. “ASTPHLD wanted 

us to be a moneymaker, and CDC often wanted us 

to do things that didn’t make money.”27

But as the two sponsoring agencies matured, 

they managed to focus and agree on the ultimate 

goal of NLTN: to be the best possible laboratory 

training vehicle in the US.

“The NLTN in a short 10 years has surpassed 

everyone’s expectations,” Dr. Katherine “Kati” 

Kelley, director of the Connecticut Public Health 

Laboratory and a member of the original ASTPHLD 

training committee, saluted the network on its 10th 

birthday in 1999. “It makes you wonder what the 

next 10 years will bring.”28

Dr. Michael Kimberly had no doubt 

about where the organization was headed. “Like 

McDonald’s,” he noted in 1999, “the NLTN contin-

ues to serve.”29

Painful Growth Years
With the NLTN framework firmly in place, 

Dr. J. Mehsen “Joe” Joseph, ASTPHLD’s president 

from 1988 to 1990, and the association’s board of 

directors set about cementing into place the goal 

of creating a Washington, DC 

staff. Maribeth Winklejohn 

had gone back to ASTHO after 

serving as half-time executive 

director of ASTPHLD. The 

association began searching for 

a new full-time executive director and in 1990 hired 

Jerome Cordts.

Cordts had been the first area resource 

director for NLTN’s Eastern Office in suburban 

Philadelphia.30 Joseph and the board charged Cordts 

with three tasks. He was to incorporate ASTPHLD as 

a non-profit 501(c)3 organization, find the associa-

tion new office space in Washington, DC, and start 

building an association staff.

But before Cordts could proceed with his mis-

sion, the ASTPHLD board had to agree on the asso-

ciation’s larger goals. Dr. Eric Blank, who had been 

attending ASTPHLD meetings as an observer since 

1991ASTPHLD establishes an office of international activities.
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1980 and a member since 1987, saw three changes 

facing the organization in 1990.

“There were several changes going on at several 

different levels,” Blank said. “Because we were becom-

ing a professional organization with an actual mission, 

we finally had something to do. Before, we had been 

more of a networking organization with no other over-

arching objective. We came to a crossroads in 1990.”31 

Blank credits Dr. Joe Joseph and Dr. Dave 

Verma, the ASTPHLD’s presidents during the transi-

tion period, with the vision “to see something bigger 

for the organization. We had some very good lead-

ership on the board, but very little continuity. We 

never had a good grasp of what 

the board function was versus 

the staff function. Some of the 

members wanted to manage the 

association like they micro-man-

aged their own laboratories.”32

Fnally, Blank said, the 

traditionalists among the mem-

bership questioned whether 

ASTPHLD should even change 

at all. “A lot of the old-time 

members still saw the activities as theirs,” he 

explained. “They understood the association was 

doing things, but they wanted to make sure they 

controlled what was done. It was very hard to dis-

cuss the business of the organization without things 

deteriorating into personal differences. Fractures 

were starting to occur in ASTPHLD.”

Dr. Burt Wilcke found the period “an exciting 

time. It was not threatening to me at all, but I didn’t 

have this long history with the organization. I could 

see it was ready to take off, that it was beginning this 

immense growth stage.”33

At the same time, Wilcke said he viewed the 

transition period between a membership organiza-

tion and a professionally staffed association “as pain-

ful growth years. We knew that the association was 

going down a path that would lead to something 

much different than in the past. The membership 

and its influence were being folded in with the influ-

ence of some very good staff people. That was quite 

threatening for some of the members.”34

Some of ASTPHLD’s early bylaws required 

votes taken at the annual meeting by the entire 

membership. In the early 1990s, 

the board moved to create an 

executive committee consisting 

of the president, president-elect 

and secretary-treasurer.

“That was viewed as a lit-

tle too much power in the hands 

of too few people,” Wilcke said. 

“But it was necessary because 

of the flexibility of being able 

to respond quickly to various 

situations. We needed to have a streamlined deci-

sion-making authority. Even our board was too large 

for that. We required a body that could be called 

together quickly and act quickly. We were moving to 

the equivalent of a New England town meeting.”35

Creating a Staff
While ASTPHLD’s board was restructuring for 

the new challenges of the 1990s, Cordts was mov-

ing quickly to accomplish the three charges he had 

1993First Conference on Laboratory Aspects of Tuberculosis.
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been given. In 1991, Cordts secured 501(c)3 status 

for the organization. Late in 1990, he had signed a 

lease for office space at 1211 Connecticut Avenue, 

Northwest, Suite 508. The suite of offices in the 

downtown Washington, DC commercial building 

would remain the association’s headquarters for most 

of the next decade.

In the summer of 1991, Cordts made his first 

professional staff hire. Doug Drabkowski was a soft-

spoken Marylander who joined the ASTPHLD staff 

in 1991 as director of international activities. “This 

was a new position,” Drabkowski said, “and at the 

time there was nothing formalized within ASTPHLD 

as far as global health activities. This 

was the first opportunity for the asso-

ciation to work on a funded interna-

tional or global health project. CDC 

received funds from the US Agency for 

International Development which were 

then passed on to us through a Cooper-

ative Agreement.”36

The global health project involved 

assisting the government of India to devel-

op HIV training and laboratory expertise. 

Details of the project had to be worked 

out from “square one,” Drabkowski said. 

“Nothing was developed. We were kind of beginning 

with a clean slate, and one of the key leaders of this 

activity was Dr. Dave Verma from Delaware.”37

With the $200,000 global health grant, 

Drabkowski was the envy of everyone else in 

Suite 508. “I was given a 386 computer,” he said. 

Everybody had 286 computers, and there was quite 

a lot of jealousy about my 386.”38

Drabkowski’s success with the global health 

project was recognized by additional assignments. 

Late in 1991, Cordts asked him to coordinate 

ASTPHLD’s relationship with NLTN. It soon became 

obvious to Cordts and Drabkowski that the associa-

tion needed more help, and late in 1991, ASTPHLD 

hired Eva Perlman.

Perlman said she was hired to help Drabkowski 

“provide logistical support, programmatic support 

and to help further develop some of the processes 

involved with supporting the NLTN. It included 

providing logistical and on-site support for a big 

conference that the association had received funding 

to do. It was the Laboratory Initiatives 

for the Year 2000 Conference, which 

was held in Orlando, Florida.”39

At the beginning of 1992, the 

staff included three full-time employees: 

Cordts, Drabkowski and Perlman. Ann 

Ulm was the part-time office admin-

istrative assistant, and Vicki Gannon 

worked two days a week as a part-time 

bookkeeper.40

In 1992, ASTPHLD hired Dr. 

Nancy Warren to serve as the asso-

ciation’s science advisor. ASTPHLD’s 

members had become more and more involved in 

working with multi-drug resistant tuberculosis and 

other infectious diseases, and Warren’s expertise was 

invaluable in coordinating the response of the nation’s 

public health laboratories to the new threats.41

The expansion of the staff meant that Cordts 

had to find more office space. By late 1992, space was 

so tight in Suite 508 that whenever a staff member 

Summit Award for ASTPPHLD’s 
training program in India, from 

the highest honor bewtowed 
by the American Society of 

Association Executives (ASAE).

1994Establishment of ASTPHLD’s Environmental Health Program through Cooperative Agreement  
with US Environmental Protection Agency, later through CDC cooperative agreement
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had to meet with an outside vendor, contractor or 

program sponsor, Cordts had to vacate his office so 

it could be used as a conference room. In early 1993, 

ASTPHLD moved to new, larger offices one floor 

up—at Suite 608. For several years, the association 

also retained its offices on the fifth floor.42

Another valuable addition to the staff was 

Lynn Bradley. A native Virginian, 

Bradley had worked or consulted with 

numerous agencies and associations 

involved in environmental health, 

including the Environmental Protec-

tion Agency (EPA), the Department 

of Energy (DOE) and ASTHO.43 

In 1994, ASTPHLD had started an 

environmental health program in its 

Washington, DC office. The pro-

gram was staffed by an EPA employee 

in a Cooperative Agreement arrange-

ment.

Bradley, who was hired in 1996, 

quickly expanded the program to cover federal envi-

ronmental and food regulatory requirements. She 

served as a liaison between the association and EPA, 

the Food and Drug Administration (FDA) and the US 

Department of Agriculture. Bradley’s responsibility 

encompassed drinking water and food safety, water 

quality initiatives, and the public health laboratory 

community’s response to the emerging issue of chemi-

cal and biological terrorism.44

By 1996, ASTPHLD had 

established itself as a clearinghouse 

and coordinator for numerous gov-

ernment programs dealing with 

public health. The association was 

an increasingly respected voice for 

the public health laboratory com-

munity. But the complexities of 

administering an ever more sophis-

ticated network of sponsored pro-

grams dictated the need for new 

leadership and an increasing focus 

on strategic planning. The latter 

half of the 1990s would be dedi-

cated to taking the association to the next level of 

professionalism.

1996First Conference on Drinking Water and Public Health to establish how better  
to utilize drinking water monitoring data for public health assessments.
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The association’s org

anizational, scientific and 

planning strengths came 

into play in October 2001 

when the nation learned 

that the long-feared threat 

of bioterrorism was real. 

The anthrax scare that 

gripped the nation in the 

fall of 2001 put the public 

health laboratory community on the front lines of 

America’s war against bioterrorism.

APHL and the US public health laboratory 

community responded with confidence and profes-

APHL AND THE 21ST CENTURY  
PUBLIC HEALTH LABORATORY COMMUNITY 

PHL went through momentous changes in the late 1990s. The organization hired a 

new executive director with years of experience in the public health association community, 

changed its name in 1998, and broadened its membership. APHL expanded its professional staff and instituted 

new financial controls to monitor a dramatically increasing annual budget. The association began a compre-

hensive strategic planning process to allow APHL to cope with the emerging public health threats of the 21st 

century, which are increasingly global in nature.

sionalism. The loose-knit 

organization of state and 

territorial public health 

laboratory directors that 

had formed in San 

Francisco a half-century 

before had grown into an 

organization encompass-

ing nearly 400 state, ter-

ritorial, county and city 

public health laboratories, and laboratory leaders. 

Along the way, it had become an effective and 

respected voice for public health laboratory issues 

on the global, national, state and local levels.

The APHL logo immediately after the name change  
in 1998 until a new logo was developed.

1997PulseNet Update Conferences begin.

ASTPHLD changes its name to the Association of Public Health Laboratories (APHL).
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New Blood
Scott J. Becker joined APHL as executive direc-

tor in June 1997. A University of Maryland gradu-

ate, Becker brought 12 years experience in public 

health non-profit management to what was then 

still ASTPHLD. Becker had grown a Cooperative 

Agreement at the Association of Schools of Public 

Health (ASPH) from $750,000 to $14 million.1 In 

1989-1990, Becker had been selected by the World 

Health Organization (WHO) to administer a global 

conference on AIDS from their headquarters in 

Geneva, Switzerland.2

Becker’s selection as executive director was 

part of a painstaking reassessment of 

the association, ongoing since the mid-

1990s. Dr. Burt Wilcke, state public 

health laboratory director in Vermont, 

served as ASTPHLD president in 1996. 

“It was clear to the board that a dif-

ferent style of leadership was needed to 

take the organization to the next level, 

and that’s when the transition was made,” 

Wilcke explained. “It was also obvious 

that the association needed to have some-

body the entire association could rely upon, and that 

really was a new role for the executive director.”3

Eric Blank was secretary-treasurer of the 

ASTPHLD board during the transition in staff 

leadership. The director of the Missouri state pub-

lic health laboratories, Blank said that the decision 

to change association leadership was cumulative. 

“It is not like a light bulb went on in anybody’s 

head,” he said. “We did not all come to the same 

conclusion at the same time.”4 

For Blank, the new executive director had to be 

someone with association management experience 

who could also manage a rapidly growing budget. 

“The board had started looking at business practices 

and fiscal management,” Blank said. “And that led 

to the question, ‘What was the executive director 

responsible for?’ That’s what we focused on from 

1994 to 1996.”5 

Becker recalled being asked during his half-

day interview with the board in the spring of 1997 

what he thought of moving the organization to St. 

Louis. “I said, ‘Well, if that is the case ...,’ and I 

closed up my interview book,” Becker explained. 

“I said, ‘You found the wrong person. 

You have not given the fact that you 

have a Washington-based organization 

a chance. No one knows you exist. You 

are obscure. You are not well under-

stood. No one knows you are here.’”6

Becker laid out several steps the 

association could take to increase its 

visibility, and the group politely broke 

up after lunch. Becker said he remem-

bers thinking he would probably never 

again hear from ASTPHLD. The interview commit-

tee, however, was impressed with Becker’s experi-

ence—and his candor.

“I went back to my office,” he said, “and lo and 

behold, they called and offered me the job.”7

During the spring of 1997, Becker began split-

ting his time between the ASPH and ASTPHLD. He 

worked closely with Dr. Carl Blank and Carol Clark, 

the association’s controller. The association had spent 

down half of its reserves, and the financial situation 

1992 award from the 
International Health Program 

Office.

1998CDC invites APHL to establish the Laboratory Response Network as the first line of defense  
in the nation’s bioterrorism prevention initiative.
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wasn’t improved that June when CDC cut $250,000 

from the 1997-1998 Cooperative Agreement with 

ASTPHLD.8 In addition, CDC was conducting a 

financial review of its Cooperative Agreement with 

the association.

“They were looking at the books,” Becker 

said, “and I needed to spend a lot of time on image 

building, program development and instilling a new 

energy. But I also knew that we couldn’t get very far 

if we were always to be the Association of State and 

Territorial Public Health Laboratory Directors. If 

we were going to represent 56 people, then we were 

always going to be a club. And that wasn’t what I 

heard the selection committee or the 

association’s leadership express that 

they were interested in.”9

A Four-hour Train Ride  
to Seattle

In August 1997, Scott Becker 

attended his first National Laboratory 

Training Network (NLTN) meeting in 

Edmonds, Washington. Becker and 

Carol Clark flew to Portland, Oregon 

prior to the meeting to brief Dr. Mike 

Skeels, the head of the Oregon public 

health laboratories and then ASTPHLD president, on 

the association’s dire financial straits.10

“I needed him to understand, face-to-face,” 

Becker said, “that we would do everything we pos-

sibly could, but that, the organization needed to be 

transformed, and that was going to take resources. I 

wasn’t quite sure how or what we were going to do, 

but I knew it needed to be done. He did not really 

like hearing about the resource challenges, but he 

listened intently and heard it.”11

Becker and Clark left Skeels and took a four-

hour train ride from Portland to Seattle for the 

NLTN meeting. As the Amtrak Metroliner passed 

Mount St. Helen’s, Chehalis and Olympia, the two 

staffers methodically listed everything that needed 

to be changed in the association: a new name, a 

more inclusive membership, tools for increasing the 

association’s public image, budgets, and importantly, 

increasing federal government financial support for 

the organization’s mission.

By the board’s October meeting, Becker had 

prioritized many of the items. At the 

top of the list was the need to change 

the association’s name. “I can’t get 

any visibility for the organization if 

I say we are ASTPHLD,” Becker told 

board members. “By the time I say 

that to a Congressional staffer, we are 

out the door.”12

The name change also implied 

a more inclusive organization with 

new membership categories. Mike 

Skeels chaired a January 1998 board 

meeting that began to examine 

Becker’s proposed changes. At that organizational 

meeting, opponents to the changes were numerous 

and vocal. They argued that county, local and private 

laboratory staffers could belong to any number of 

scientific organizations, and that ASTPHLD’s very 

exclusivity made it an elite organization in the 

public health community.

But supporters of the proposed changes made 

Cartoon from the March, 1993 
PDK Magazine, adapted by Kapan.

1999West Nile Virus discovered in the US.
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the case with equal passion that the organization was 

stretched too thin with its 56 members. “We had 

been talking for many years about bringing more 

people in,” Blank said. “We were talking about a 

broader perspective that was not restricted to state 

laboratories. The board needed to represent labora-

tories. It couldn’t restrict membership.”13 

Between January and June 1998, President 

Mike Skeels and board members campaigned for 

the changes among the membership. When the 

association met in the Colorado mountain resort of 

Breckenridge for the June 1998 annual meeting, it 

was obvious that not all of the members agreed with 

the board.

Burt Wilcke recalled it 

as “one of the two most dif-

ficult meetings” he had ever 

attended.14

“The idea of expanding 

the membership preceded the 

name change,” he said, adding 

that the suggestion had first 

been made and voted down 

at the 1993 annual meeting in 

Minneapolis. “But it was obvi-

ous that we had to have the name change to attract 

new members.”15

Still, support for the changes was by no means 

unanimous. “Maybe it was the rarified air,” Wilcke 

explained. “There were people who were opposed to 

both changes. And there were people who opposed the 

name change but who weren’t against expansion.”16

The vote, as Scott Becker recalled it, “was very 

close. It was a real challenge. They kept voting—up, 

down, up again—and it was one of these emotional, 

passion filled type of things.”17

Wilcke, who had campaigned hard for the 

changes, remembered the vote as a watershed. “At 

that meeting in Breckenridge,” he said, “we were at 

the bottom of the change curve. Let’s go forward. 

We had that sense in Breckenridge and soon there-

after. Once it was accomplished, people got used to 

it real quickly.”

Evolution
With the organizational changes in place fol-

lowing the June 1998 meeting, the newly named 

APHL evolved into an asso-

ciation radically different 

from what it had been just 

five years before. Becker and 

the staff knew that if the 

association was to continue 

its growth, it needed flexible 

spending ability beyond the 

confines of the Cooperative 

Agreement. APHL continued 

to establish strong ties with 

CDC, and the organization 

added to its already strong core staff.

APHL solidified the association’s traditional 

focus on infectious disease when Rosemary Humes 

joined the staff in 1997. Humes and Chicago CDC 

training advisor Valerie Johnson were both micro-

biologists, so much of the NLTN training that the 

team offered throughout the Midwest in the late 

1990s focused on infectious disease. “We did train-

ing programs on HIV, on antibiotic resistance, the 

Participants of the 1998 ASTPHLD meeting in 
Breckenridge, Colorado, during which the  

association’s name was changed to Association  
of Public Health Laboratories (APHL).

1999The American Academy of Pediatrics’ Newborn Screening Task Force publishes its report  
“Serving the Family From Birth to the Medical Home”.
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emergence of Hepatitis C, and molecular diagnostics 

in infectious diseases,” Humes said.18

Humes brought 20 years of experience when 

she came to APHL as director of infectious disease 

programs. Dr. Nancy Warren, who had 

served as APHL’s advisor for tuberculosis 

and infectious diseases, had returned to 

the clinical TB laboratory in 1998. “The 

association was sort of in a point of tran-

sition,” Humes explained, “and I think 

Scott was identifying the need to expand 

the program to include more infectious 

disease.”19 

Becker also strengthened the associa-

tion’s commitment to global public health. 

In August 1998, he hired Kajari Shah, a native of 

India who immigrated to the US at the age of five, 

as the director of APHL’s global health program. 

The program had started back in 1991. When Shah 

arrived in 1998, it was ready for new lead-

ership and growth. 

“When I first started, we had a bud-

get roughly of $120,000, maybe a little 

less,” Shah said in a 2001 interview. “It 

was primarily focused on TB activities 

between the US and Mexican border states, 

and there was one other project to develop 

training materials for the Caribbean countries. In 

the last three years, I think it is safe to say that it has 

actually developed into a department with CDC and 

other international partners and organizations recog-

nizing us and our members’ technical expertise.”20

Between 1999 and 2002, APHL increased its 

annual global public health budget to more than 

$2.5 million. Instead of just focusing on Mexico, the 

program has helped laboratorians in more than 20 

countries. “It was a change in perspective not just of 

our members, not just of our donors, but of society, 

almost to the point where disease has no 

borders,” Shah said. “That is the thing that 

is being more accepted and realized.”21

Like many of the association’s domes-

tic programs, APHL’s global public health 

initiative focuses on infectious disease, 

with HIV, TB and anti-microbial resis-

tance comprising the three main target 

areas. Shah and her staff find fellowship 

and training opportunities for overseas 

professionals and send APHL members to 

consult on laboratory manangement and procedure 

in Africa and Asia. Members also help rehabilitate 

laboratory facilities in nations devastated by natural 

disaster. Additionally, the program develops and dis-

seminates standard operating procedures 

and training materials in English, Spanish 

and French. A video and training bro-

chure on how to diagnose tuberculosis, for 

example, has been distributed around the 

world and recently has been translated and 

dubbed in Russian.

“I am under no false pretenses,” 

Shah said. “We are a national, domestic organiza-

tion that has international activities. So balancing 

the national and global activities is always a chal-

lenge, especially when our state and some of our 

domestic programs want and need funding for 

workforce development or infectious disease train-

ing or whatever it is.”22

The APHL Lifetime 
Achievement Award, with 

the new logo.

2000APHL moves into its current offices at 2025 M Street in Washington, D.C.;  
APHL members in forefront of identifying spread of West Nile Virus in US.
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The other challenge for APHL’s involvement in 

global public health activities springs from the inher-

ent nature of domestic state or local bureaucracy in 

which most APHL members must oper-

ate. Shah noted: “We had one member 

at a meeting we were presenting on the 

global health activities get up and say, 

‘How can I go to Zimbabwe when my 

governor or health commissioner won’t 

let me go to New Jersey?’”23

Anthrax
The US public health laboratory 

community in the US was thrust under 

a very bright media spotlight in early 

October 2001 when inhalation anthrax 

was diagnosed in a photo editor at a South Florida 

tabloid newspaper. Coming just three weeks after the 

World Trade Center and Pentagon terror attacks, the 

anthrax scare quickly escalated into public anxiety 

when postal workers in New Jersey 

and suburban Washington, DC were 

exposed to anthrax spores in mail sent 

to congressional leaders.

Overnight, APHL board mem-

bers and staff became highly visible 

spokespersons for the public health 

community’s response to the anthrax 

threat. Dr. Mary Gilchrist, APHL’s 

president, head of the Iowa public 

health laboratory and a microbiologist for 37 years, 

testified eloquently before a US Senate subcommittee 

chaired by fellow Iowan Tom Harkin.24 Katherine 

A. “Kati” Kelley, head of the Connecticut public 

health laboratory, was the feature of a USA Today 

cover story,25—including a half-page portrait at her 

bench—Scott Becker, APHL’s executive director, 

took as many as eight to ten press calls a 

day from the national media, including 

The Wall Street Journal, The New York 

Times, and The Washington Post.26

APHL board members played a key 

role in quieting the fears of the public in 

their local communities. In Minneapolis-

St. Paul, Dr. Norman Crouch, head of 

the Minnesota public health laboratory, 

worked with his staff to assure jittery 

workers at the Twin Cities airport that 

a suitcase with an oily residue on it 

found abandoned at a luggage carousel 

contained nothing more toxic than a shipment of 

curry butter from Ethiopia.27 In Richmond, Dr. Jim 

Pearson, head of the Virginia public health laboratory, 

fielded a call from police who had confiscated green 

peppers with a white power on them 

from a local grocery store. Pearson’s 

staff was quickly able to determine that 

the white powder was dried salts from 

the hard water in the grocery store’s 

produce misting system.28

But for all the stories involving 

green peppers, powdered doughnuts 

and suitcases of curry butter, the real-

ity was that public health laboratories 

truly were on the front lines of the nation’s defense 

against bioterrorism. Pearson’s staff cultured the nasal 

swabs from postal workers at the Brentwood facil-

ity outside Washington, DC, making the definitive 

November 9, 2001 article in 
The Washington Post.

2000

December 26, 2001 
USA Today "Lifestyles" front 

page story featuring Katherine 
Kelley, DrPH.

All states, at a minimum, screen newborns for PKU and congenital hypothyrodism.  
Most states test for many other diseases.



Scott Becker added that at APHL’s 1998 annu-

al meeting, we “got a very small work group together 

to talk about something unknown to us, which was 

bioterrorism. We knew it was coming, we just did 

not know when.”32 

APHL surveyed members on bio-

terrorism needs and used that infor-

mation to successfully lobby Congress 

for the inclusion of $13 million to 

help laboratories prepare for the pos-

sibility of bioterror threats.33 In 1999, 

CDC tapped APHL to help establish 

the Laboratory Response Network 

(LRN), the nation’s first public health response to 

bioterror threats.34

APHL Today and Tomorrow
APHL celebrates its golden anniversary with a 

renewed commitment to the association’s half-century-

old mission of protecting the nation’s 

public health. No longer an exclu-

sive organization of state and territo-

rial public health laboratory directors, 

APHL is a respected, Washington, 

DC-based association that represents 

the interests of public health labora-

tories on the state, territorial, county 

and local levels. The nearly 400 members represent a 

cross section of public and private laboratories, as well 

as dozens of laboratory specialties.

The association has grown dramatically since 

signing a Cooperative Agreement with CDC in 1989 

and incorporating as a 501(c)3 non-profit association 

in 1991. Much of the growth has been planned.
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determination that several of the workers had been 

exposed to the virulent strain of inhalation anthrax.

In Florida, the staff of the state’s public health 

laboratory were instrumental in detecting anthrax 

spores in the initial case of the tab-

loid photo editor from suburban 

Miami. Ming Chan, the head of the 

Florida public health laboratory in 

Jacksonville, explained that the sam-

ple from the affected worker arrived 

in an overnight mail package from 

the South Florida hospital that had 

taken the sample.

“Our guy immediately started working the 

procedure that he was trained to do,” Chan said. “By 

Wednesday evening, October 10, he was pretty sure 

that it was anthrax, so he started calling the CDC.”29 

The sample went to Atlanta that evening via Delta’s 

Dash service. By Thursday afternoon, CDC staffers 

and FBI were swarming into Palm 

Beach County to search for the 

source of the anthrax.30

The second reality was that the 

anthrax outbreak did not particular-

ly surprise APHL and its members. 

The nation’s public health labora-

tory community had been preparing 

for bioterrorism since at least the late-1990s.

“In 1999, we started to focus on bioterror-

ism,” noted Rosemary Humes of the APHL staff. 

“All of the NLTN offices were actively involved in 

developing bioterrorism training, and so we did a 

couple of big courses, with one in Chicago and one 

in Michigan.”31

On October 23, 2001, APHL 
President, Mary J.R. Gilchrist, 
Ph.D. testified before a Senate 
Appropriation Subcommittee.

2001Evolution of the traditional Newborn Screening Symposia  
to the Newborn Screening and Genetic Testing Symposium
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Strategic planning had been occurring infor-

mally since 1993. APHL began a formal strategic 

planning process in 1996, even before the associa-

tion changed its name and broadened membership. 

Doug Drabkowski, now the director of program 

development for APHL, explained that the 1996 

plan experienced major revisions in 1998 under 

the leadership of Dr. Burt Wilcke. The association 

crafted a vision and mission statement, and the next 

year, APHL prioritized 36 objectives and eight goals 

in its strategic plan.35

“The mission is to re-think the role of the 

board,” Dr. Mary Gilchrist, 2001-2002 president, 

told attendees at APHL’s strategic planning meeting 

in Atlantic Beach, Florida in January 

2002. “Essentially, we want to start 

anew and come up with major goals.”36 

Those goals included advocacy issues, 

communications and marketing for 

public health laboratories, organiza-

tional effectiveness, leadership educa-

tion and program development.

“I would rate APHL highly,” said 

Bob Kingon, a CDC retiree who now 

works with public health associations as a planning 

consultant. “Number one, they have been doing it 

for nine years, which is kind of unusual. You can 

just see how they have evolved. So now, I think their 

strategic planning is more practical, more usable, 

and they are using it as a marketing tool as well as 

just driving the organization.”37

It is unlikely that ASTPHLD founders like Sam 

Damon, Mel Koons, Henry Bauer and J.V. Irons 

would recognize some of the more esoteric compo-

nents of the planning process. And it is unlikely that 

those pioneers would feel at home in the computer-

ized laboratory of the 21st century, culturing exotic 

organisms from overseas that are often resistant to 

antibiotics. 

What the pioneers would under-

stand is the underlying dedication of the 

public health laboratory community to 

serve as America’s front line of defense 

in the never-ending battle against illness 

and disease. That is unchanging and will 

be the public health laboratory com-

munity’s primary mission when APHL 

celebrates its centennial in 2052.

2001The Florida Department of Health Laboratory identifies a strain of anthrax spores sent to the offices of a weekly  
tabloid newspaper; APHL members assist US Postal Service in testing facilities for anthrax contamination.
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America’s First Line of Defense: 
The Public Health Laboratory 
1850-1950 (pp. 1-6)
1 Quoted in Roger O. Valdiserri, “Temples of the 

Future: An Historical Overview of the Laboratory’s 
Role in Public Health Practice,” Annual Review of 
Public Health, 1993, v.14, pp.635-648.

2 Patricia L. Faust, Editor, Historical Times 
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York: Harper & Row, 1986, pp.484-485. Civil 
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known here as the Spanish Influenza range from 
20 million to more than 100 million worldwide. 
Nearly one-half million Americans died in the 
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the influenza during the course of its infection. 
Some 43,000 American soldiers and sailors died 
from the flu, slightly more than the number who 
died in combat or of wounds during US partici-
pation in World War I. In one year—1919—life 
expectancy in the US dropped 12 years, from 
51 to 39. See Gina Kolata, Flu: The Story of the 
Great Influenza Pandemic of 1918 and the Search 
for the Virus That Caused It. New York: Farrar, 
Straus and Giroux, 1999, pp.4-9; See also Alfred 
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