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and perinatal hypoxia found in this study and in other stud-
ies, the pathologic abnormality found in the brain stern
thought to be secondary to hypoxia, and the physiologic ab-
normalities found in near miss infants will help us to ulti-
mnately understand the cause of death in some SIDS victims.

Thus, evidence which has been accumulated over the
past 10 years suggests that, in the majority of infants, SIDS
is related to intra-uterine and perinatal hypoxia-ischemia
which affects brain stem structure and function predisposing
to instability in regulation of breathing which can result in
uninterrupted sleep apnea.
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Who Shall Deliver Primary Care?

Virtually all aspects of the health care service system of
the United States display a pluralism that is unique among
the countries of the world. One of these unique aspects is the
nature of the personnel who provide primary care: since
World War II, primary care has been delivered to the Ameri-
can people by an increasing and unrivaled variety of profes-
sionals. Because maternity care is sometimes in and some-
times out of a definition of primary care, it is simplest to
exclude it. The developed countries of the world can then be
divided into those where primary care is in the hands of fam-
ily physicians and those where primary care is in the hands
of pediatricians and internists, depending upon the age of the
patient. The United States falls squarely on the dividing line,
both sets of hands providing care to about equal proportions
of its population. To top it off, in the late 1960s the United
States initiated some ambitious programs to train nurse prac-
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titioners and physician's assistants of different sorts (mod-
eled on the diversity of its primary care physicians). Gradu-
ates of these programs also provide some portion, however
small, of the primary care delivered to Americans.

Given this diversity and given the concerns about the
cost and quality of care, which have mounted coincidentally
with and about as rapidly as the number and variety of its
professionals, it is extraordinary that the United States has
made so few efforts to compare the primary care outputs and
impacts of different types of physicians. The dearth of such
efforts, when contrasted to the abundance of research that
has checked nurse practitioner or physician assistant find-
ings against those of physicians or compared their outputs in
many other ways, is even more extraordinary. It seems to
expose either a blind spot in the eyes of the medical profes-
sion or an area too sensitive to be touched by the planners
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and administrators of health care services or the scientists
who produce health services research.

In this issue of the Journal we publish a small study by
two pediatricians from New Mexico who had the imagina-
tion to examine the hospitalization experience of children in
a defined rural community before and after they set up their
ptactice in it.' The choice of hospitalization as an outcome
measure is particularly cogent in the case of children where
hospitalization is not only a costly process, but also in-
troduces a hazard to both the physical and mental health of
the child.

The study findings indicate a decrease in the hospital-
ization rate of children after the pediatricians had taken over
their care from the general practitioner/family physicians
who had provided it before their arrival. The implications of
these findings are strengthened by data showing an increase
in length of stay of those children whom the pediatricians
hospitalized, and an analysis of discharge diagnoses, both of
which suggest that unnecessary hospitalizations were re-
duced.

It is interesting to find-contrary to the expectations of
some-that hospital utilization should have declined after an
increase in the number of physicans in practice. However,
the findings provide no justification for favoring the pediatric
side of the primary care dividing line. The experience was an
isolated one, the impact of hospital bed reduction could not
be measured, nor was it possible to discriminate between the
old and new breed of family physician. The study data are of
more interest because they derive from a population-based
natural experiment that capitalizes on the American plural-
istic system of primary care delivery.

The New Mexico findings are, however, in line with the
few existing efforts to compare the primary care practices of
pediatricians and family practitioners. Hulka, et al, in two
reports found that the pediatrician's communication to2 and
management oP patients were superior to those of the family
physician/general practitioner. Unfortunately, these studies
also were unable to distinguish clearly between the old and
new breed of family physician. The same criticism has been
advanced4 of a more recent attempt to differentiate the prac-
tice profile of the internist from that of the general practition-
er/family physician by using data produced by the National
Ambulatory Medical Care Survey.5

In one of the earliest efforts to assess the quality of med-
ical care, Makover pointed out the direct relationship be-
tween indices of high quality in physician performance and
the length and type of training to which the physician had
been exposed.6 This relationship has often been noted in
studies using different methods of assessing physician per-
formance.' Although assessment methods in general leave
much to be desired,8 a study by Becker, et al, provides rein-
forcement for the belief that recent graduation from medical
school and length of postgraduate training are strongly re-
lated to appropriate prescribing practices among family phy-
sicians.9

The tragedy of focusing various measures of efficiency
and effectiveness upon different types of primary care physi-
cians, however, is that the well-established potential of the
nurse practitioner and physician assistant may be neglected
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in the process. Both types of personnel must now contend
with the increasing numbers of primary care physicians
being produced, the entrenched dominance of the medical
profession with which they must collaborate, and the legal
and financial barriers erected to preserve this domi-
nance. I' "I The situation should give pause to those who are
naive enough to believe that planning is a rational process
rather than a political balancing act that does its best to con-
tend with vested interests and consumer plaints.

A rational answer to the question posed by the title of
this editorial would begin by an analysis of the knowledge,
competencies and skills demanded of the primary care pro-
vider, go on to erect educational structures and curriculums
that operated over an entire professional lifetime, and then
place the product in an accessible system designed to in-
tegrate primary, secondary, and tertiary care. Instead, we
are barely beginnintg to understand the requisites needed by
the primary care provider; we are confronted by continually
escalating educational structures that derive from the Middle
Ages, and an unintegrated series of systems that delivers
care unevenly to many but not all segments of the popu-
lation. It is no wonder that we are unable to cope with the
rising costs that the inexorable march of advancing tech-
nology and demands for equity thrust upon us.

A rational answer to the question is not equivalent to an
answer whose application is feasible. In this sense the very
pluralism of primary care providers and the systems in which
they are placed can work to our advantage rather than dis-
advantage. Health services research cannot be conducted
under laboratory conditions, and double-blind trials have
limited applicability. Natural experiments comparable to that
reported from New Mexico must abound within this plural-
ism, and practitioners must be aware of them. Researchers
may need to stray beyond the bounds of academe to find
them and learn to cope with new kinds of constraints in order
to exploit them. Regardless of whether the nurse practitioner
or physician's assistant, the family practitioner, pediatrician
or internist, practicing alone or in groups, comes out on top-
or whether some or all of these professionals can provide
services of equivalent quality and costs-the results of such
research would be a welcome relief from the rhetoric which
currently surrounds the apotheosis of primary care.
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ERRATA

Due to our printer's error, the cover table of contents of the August 1980 Journal incorrectly
identified the authors of the two invited editorials appearing in that issue, and misspelled "Tecumseh"
in the title of another article. We apologize to the authors and our readers for the mistakes; the printer
failed to follow our instructions for corrections. The editorials should have been identified as follows:

Medicaid Monitoring
Leonard S. Rosenfeld . ................................................ 775

Adolescent Pregnancy: A New Look at a Continuing Problem
Lorraine V. Klerman . ................................................ 776

* * * *

Additionally, one line of typeset was dropped in the article: Whittemore AS and Korn EL:
Asthma and air pollution in the Los Angeles area. Am J Public Health 1980; 70:687-696.

In paragraph 1, column 2, line 6, page 694, which begins: "As a third check, residuals were ..
the third sentence should read: "The Figure indicates significant departures from the model: an excess
of observed attacks in April and September, and a deficit of observed attacks in December." The
underlined matter above is the material omitted from the published version.
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