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SYNOPSIS ...............................

Are research and training programs in pediatrics,
internal medicine, and obstetrics and gynecology
(OB-GYN) comprehensive enough to give trainees
proficiency in primary care? Controversy exists about
which subject areas should be added to the training
schema to make them more applicable in primary

care. One approach to this controversy is to use the
most frequent of serious patient problems that are
outside these disciplines as feedback into the process
of selecting areas for more comprehensive training.

In this study, patients' serious problems were de-
fined as those requiring hospitalization. Diagnoses
from the National Hospital Discharge Survey were
grouped into categories of morbidity by age and sex.
The most frequent categories outside the three dis-
ciplines were identified. For pediatrics these prob-
lems were trauma, mental disorders, and unintended
pregnancy; for internal medicine, trauma, mental and
gynecologic disorders, and unintended pregnancy;
for OB-GYN, trauma and mental, cardiovascular,
pulmonary, gastrointestinal, and arthritic disorders.

Since primary care is largely ambulatory care, the
next step in the resolution of the controversy would
be to define the competency level needed for the
prevention, early recognition, and early management
of these disorders in the ambulatory care setting.
Once defined, competency levels can be examined
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among trainees in the three specialties, and areas
where competency is found inadequate can be em-
phasized. Although hospitalization data are not the
only logical criteria for choosing areas for emphasis,

these feedback data offer a method of integrating
patients' most frequent severe problems into the
selection process.

PRIMARY HEALTH CARE HAS BEEN DEFINED as ac-

cessible, comprehensive, coordinated, and continuing
care by accountable providers of health services (1).
Primary care is generally recognized as the first level
of personal health services and, as such, it largely is
given in the ambulatory setting.
A current controversy is whether specialty re-

search and training programs in pediatrics, internal
medicine, and obstetrics-gynecology (OB-GYN) are
sufficiently comprehensive for trainees to become
proficient in primary care. For example, it has been
proposed that internal medicine programs should add
extensive ambulatory care experience and more
comprehensive training by exposing trainees to other
specialties such as dermatology, psychiatry, neurol-
ogy, orthopedics, gynecology, otorhinolaryngology,
ophthalmology, and allergy (2,3). It has also been
recommended that those in primary care OB-GYN
programs should have additional exposure to internal
medicine, psychiatry, urology, renal disease, hyper-
tension, and general endocrinology and metabolism
(4). Other specialty areas have also been suggested
for programs in pediatric primary care. Since length
of the training period is limited, these proposals
renew the challenge of selecting the areas of experi-
ence that will lead to competency in primary care
without compromising expertise in the specialty area.
A traditional approach in designing research and

training programs is to (a) identify patients' prob-
lems deserving attention, (b) define a competency
level judged to be required to handle these problems,
(c) determine if the trainees have attained the
required level of competency, and (d) add educa-
tional experiences in areas where the level of com-
petency is found to be inadequate. The current
controversy concerns areas of training outside the
three specialties: pediatrics, OB-GYN, and internal
medicine. Thus a beginning towards resolving this
controversy would be to identify patients' problems
outside these specialties.
The problems of patients that most frequently are

the reasons for office visits (5-7) are one measure
of morbidity used to identify some areas for research
and training in primary care. A disadvantage of this
measure, if used alone, is that it tends to emphasize
minor illnesses, since they are more frequently

treated in the office setting. Major morbidity, for
which additional training may be more critical,
would be underestimated. The use of an index assess-
ing the severity of the problems on office visits (5)
somewhat lessens this criticism. Another disadvan-
tage of using problems patients bring to a physician's
office is that this measure neglects major morbidity
occurring in persons who have never, or have not
recently, consulted a physician. Major problems of
these underserved persons also deserve to be con-
sidered for inciusion in primary care that is striving
to be accessible, coordinated, and continuing as well
as comprehensive.
The most frequent diagnoses of patients admitted

to hospitals are an alternative measure of morbidity.
This measure has the advantages of emphasizing the
more serious problems and including the major ill-
nesses of those who never, or infrequently, receive
ambulatory care.
For primary care practitioners, the hospital man-

agement of morbidity has less applicability than the
prevention, early recognition, and initial management
before the condition requires hospitalization. Never-
theless, frequency of hospitalizations is a measure of
morbidity or health outcome and, as such, can be
used as feedback to identify patients' serious prob-
lems outside of specialty disciplines.

In this study we examined the most frequent
causes of hospitalization for males and females of
various ages. We have summarized the reasons for
hospitalizations and interpreted them with respect to
the disciplines of pediatrics, internal medicine, and
OB-GYN. Areas of frequent and severe morbidity
that are not part of these traditional disciplines were
identified and offered as potential subjects for ex-
panded training for primary care.

Methods

Since 1965, the National Center for Health Statis-
tics (NCHS) has conducted the continuing National
Hospital Discharge Survey (8) based on a national
sample of non-Federal short-stay general and spe-
cialty hospitals. A detailed report on the design of
the National Hospital Discharge Survey has been
published (9). The data for this survey are obtained
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from the face sheets of the medical records of
inpatients discharged from these hospitals. Medical
data collected includes information on the diagnoses
of the patients discharged. In our study we used
1978 data which included approximately 219,000
medical records from 413 hospitals (10). These
data were weighted to produce essentially unbiased
estimates for all similar hospitals in the United States
for that year.

Medical diagnoses were coded according to the
"Eighth Revision International Classification of Dis-
eases, Adapted for Use in the United States"
(ICDA) (11) with some modifications used by the
National Hospital Discharge Survey (12). A maxi-
mum of five diagnoses was coded for each medical
record. In this study, only the patient's first-listed
diagnosis in the 1978 survey was examined. Al-
though ICDA codes are divided into 18 major
classes, a more useful classification system employs
121 disease categories (13). In our study these 121
categories were grouped within similar preventive
systems, specialty areas, and age and sex distribu-
tions. For example, all categories relating to preg-
nancy were combined because they had similar age
and sex distributions and the preventive strategies
(if chosen) would be similar. This grouping reduced
the number of disease categories to 40.
Many specialty programs of pediatrics, OB-GYN,

and internal medicine have already been broadened
to include training in morbidity areas outside of
these disciplines. For example, many pediatric pro-
grams may already include training in the recognition
and management of mental disorders, which tradi-
tionally are of the discipline of psychiatry. In our
study, the feedback comparison was between the
morbidity and the traditionally recognized specialty
area. We used the terms "hospital discharge," "hos-
pitalization," and "hospital admission" interchange-
ably in this report.

Results

Excluding newborn infants, there were an esti-
mated 35,616,000 discharges from short-stay hospi-
tals in 1978. The 20 most frequent diagnostic cate-
gories observed for both sexes and all ages are shown
in table 1. These categories accounted for 78.23
percent of all discharges.

This listing served as a measure of the most
frequent severe illnesses and conditions affecting
persons in the United States whether or not they
received care before hospitalization. To use this
information as feedback to programs in pediatrics,

internal medicine, and OB-GYN, the most frequent
diagnoses were arranged by sex and age groups
consistent with the populations served by these
specialties.

Pediatric age group. Research and training programs
in primary care pediatrics are concerned with the
needs of all ambulatory (or preambulatory) persons
ages 0 to 14 years. (The new specialty of adolescent
medicine was not considered in this analysis.) The
most frequent diagnoses that are listed on hospital
discharges in this age range (excluding newborns)
are shown in tables 2 and 3 for girls and boys respec-

Table 1. Percentage distribution by most frequent cate-
gories of 35,616,000 hospital discharges

Cumulative
Rank Category and ICDA code Percent percent

1 Complications of pregnancy, child-
birth, and the puerperium (630-
678) .........................

2 Heart diseases and hypertension
(390-429) .....................

3 Trauma (800-845; 848-959; 996) .

4 Diseases and disorders of female
genital organs (180-184; 199.3-
199.4; 218-221; 612-629) .......

5 Pneumonia and other respiratory
diseases (480-486; 501-519) ....

6 Mental disorders (290-315) .....
7 Gastrointestinal symptoms, enteri-

tis, colitis, appendicitis (009; 540-
543; 561; 563; 564; 784-785) ....

8 Upper respiratory disorders (460-
474; 490-491; 493) .............

9 Ulcers, gastritis, hiatal hernia
(531-535; 551; 553) ...........

10 Tonsil and ear disorders (380-389;
500) .........................

11 Kidney and bladder diseases (580-
591; 593-599) ................

12 Other diseases of circulatory sys-
tem (441-458) ................

13 Back pain and intervertebral disc
(725; 728; 846-847) ............

14 Oral cavity and other digestive
system diseases (520-530; 536-
537; 565-569) .................

15 Liver, biliary and pancreatic dis-
eases (570-577) ...............

16 Other diseases of nervous system
(320-373; 375-379) ............

17 Diabetes mellitus and endocrino-
pathies (240-258) ..............

18 Arthritis and fracture of femoral
neck (710-718; 820) ............

19 Special examinations and compli-
cations of care (793; 997-999;
Y00-Y14) .....................

20 Other musculoskeletal diseases
(720-724; 726-727; 729-738) ....

11.95 11.95

8.83 20.78
7.19 27.97

5.71

4.86
4.86

3.30

3.25

2.63

2.56

2.49

2.49

2.46

33.68

38.54
43.40

46.70

49.95

52.58

55.14

57.63

60.12

62.58

2.40 64.98

2.40

2.37

2.17

2.13

67.38

69.75

71.92

74.05

2.09 76.14

2.09 78.23

Sep!ember-October 1983, Vol. 98, No. 5 459



Table 2. Categories of most frequent hospital discharges
for females, by age group

Cumulative
Rank Category and ICDA code Percent percent

Ages 0 to 14 years, estimated
1,541,600 discharges

1 Tonsil and ear disorders ........
2 Upper respiratory disorders .....
3 Trauma.......................
4 Gastrointestinal symptoms, enteri-

tis, colitis, appendicitis .........
5 Pneumonia and other respiratory

diseases .....................
6 Congenital anomalies and perina-

tal morbidity (740-759; 772-778) .

7 Viral, infective, and parasitic dis-
eases (000-008; 010-136) .......

Ages 15 to 44 years, estimated
10,471,700 discharges

1 Complications of pregnancy, child-
birth, and puerperium ..........

2 Disorders of female genital organs
3 Mental disorders ..............
4 Special examinations and compli-

cations of care ................
5 Trauma ......................
6 Gastrointestinal symptoms, enteri-

tis, colitis, appendicitis .........
7 Oral cavity and other digestive

system diseases ...............

Ages 45 to 64 years, estimated
4,402,500 discharges

1 Disorders of female genital organs
2 Heart diseases and hypertension .

3 Mental disorders ...............
4 Liver, billary, and pancreatic dis-

eases ........................
5 Pneumonia and other respiratory

diseases .....................
6 Trauma.......................
7 Diseases and malignant neoplasms

of the breast (174; 199.2; 610-611)

Ages 65 years and older, estimated
4,833,100 discharges

1 Heart diseases and hypertension
2 Arteriosclerosis and cerebrovas-

cular diseases (430-440) .......
3 Arthritis and fracture of femoral

neck .........................
4 Pneumonia and other respiratory

diseases .....................
5 Trauma ......................
6 Malignant neoplasm of digestive

system, diverticulosis, and bowel
obstruction (150-159; 197.4-197.9;
560; 562) .....................

7 Other diseases of circulatory sys-
tem ..........................

17.36
11.21
9.90

9.53

8.23

5.39

4.96

40.35
12.93
4.59

17.36
28.57
38.47

48.00

56.23

61.62

66.58

40.35
53.28
57.87

3.65 61.52
3.53 65.05

2.89 67.94

2.16 70.10

11.69
9.97
5.08

4.57

11.69
21.66
26.74

31.31

4.37 35.68
4.12 39.80

4.05

18.78

6.26

43.85

18.78

25.04

5.81 30.85

5.62 36.47
5.46 41.93

4.42

3.74

46.35

50.09

I ICDA codes are not repeated from table 1.

tively. The traditional discipline of pediatrics is well
known for its contributions to research and training
for most of these disorders: respiratory, infectious,
gastrointestinal, and congenital disorders. An excep-
tion is trauma, which was the cause of 10 percent of
the hospitalizations of girls and 14 percent of the
hospitalization of boys in the 0- to 14-year group.
Trauma is traditionally a part of the disciplines of
public health (prevention) and surgery (early recog-
nition and management). Thus trauma is a cause of
frequent, severe morbidity that is outside the tradi-
tional pediatric discipline.
When the hospitalizations for children age 14

years and younger were further divided into 5 age
groupings (figs. 1-3), two other frequent problems
were evident. For girls in the age group 10 to 14
(fig. 1), the fourth ranking cause of hospitalization
was complications of pregnancy, abortion, and child-
birth (with and without complications), and com-
plications of the puerperium. This category ac-
counted for 21,000, or 5.4 percent of admissions of
the 10- to 14-year-olds and was equivalent to the
frequency of upper respiratory disorders (5.2 per-
cent) in this female age group. Research and educa-
tion in teenage pregnancy (sex counseling, contra-
ceptive methods) are usually considered part of the
disciplines of public health and OB-GYN and thus
are outside the traditional discipline of pediatrics.

For both boys and girls in the age group 10 to 14
years, mental disorders were a frequent cause of
hospitalization (figs. 2 and 3). Training in the early
recognition and management of mental disorders is
traditionally within the discipline of psychiatry, and
these illnesses are also outside traditional pediatrics.

Internal medicine age group. Research and education
programs in internal medicine at the primary care
level are concerned with the needs of all ambulatory
persons aged 15 years and older. Traditional pro-
grams in internal medicine are well known for their
contributions to research and education for most
of the frequent disorders in this age group (tables
2 and 3, figs. 1-3): neoplasms and cardiovascular,
respiratory, gastrointestinal, and arthritic disorders,
including back pain. One exception (as with the
pediatric age group) is trauma. Research and edu-
cation in the prevention (public health) and early
recognition and management of trauma (surgery) is
not customarily in the traditional discipline of in-
ternal medicine, and yet trauma is the cause of fre-
quent and severe morbidity.

For females 15 to 44 years, 55 percent of the
causes of hospitalization were related to obstetrical
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and gynecological disorders (table 2). These dis-
orders included (a) those related to pregnancy, (b)
disease and disorders of female genital organs (in-
cluding benign and malignant neoplasms, cervicitis,
and disorders of menstruation), and (c) special
examinations and complications of care (of which
53.5 percent were for sterilization and pre- and
post-natal care). Thus, these data show frequent
diagnoses in the gynecology and birth control cate-
gories which are outside the traditional discipline of
internal medicine.

For persons of both sexes, aged 15 to 64 years,
mental disorders were a frequent cause of hospitali-
zation (tables 2 and 3, figs. 2 and 3). These dis-
orders are the province of psychiatry. Thus, mental
disorders in the age group served by internists occur
with high frequency and are outside the traditional
sphere of this discipline.

OB-GYN sex and age group. Research and training
programs for primary care practitioners of obstetrics
and gynecology are concerned with the needs of all
ambulatory females over 15 years. The most fre-
quent diagnoses (hospitalization) in this group are
shown in table 2 and figs. 1 and 2. Traditional pro-
grams in OB-GYN are well known for their contri-
butions to research and education in many of these
disorders. For example, as stated previously, 55 per-
cent of the admissions of females aged 15 to 44
years were related to OB-GYN disorders. However,
the frequency of hospitalization for these diagnoses
dropped to 12 percent in ages 45 to 64 years and
4 percent in ages 65 years and older. Thus, many
frequent and severe illnesses and conditions of fe-
males are not part of the traditional OB-GYN
discipline. In addition to trauma (public health
and surgery disciplines) and mental disorders (disci-
pline of psychiatry), there were also frequent
hospitalizations for cardiovascular, gastrointestinal,
pulmonary, and arthritic disorders, which are within
the scope of internal medicine. Thus several frequent
and severe diagnoses are outside the traditional OB-
GYN discipline.

Discussion

Designers of training programs that produce spe-
cialists are faced with the challenge of (a) providing
the depth of training needed to give the trainees the
expertise to handle major and difficult problems in
that discipline and, at the same time, (b) providing
the breadth of training in areas outside the specialty
to give physicians competence in preventing, recog-

Table 3. Categories of most frequent hospital discharges
for males, by age group

Cumulative
Rank Category and ICDA code Percent percent

Ages 0 to 14 years, estimated
1,946,300 discharges

1 Tonsil and ear disorders ........
2 Trauma.......................
3 Upper respiratory disorders .....
4 Pneumonia and other respiratory

diseases ......................
5 Gastrointestinal symptoms, enteri-

tis, colitis, appendicitis .........
6 Congenital anomalies and perina-

tal morbidity ..................

7 Viral, infective, and parasitic dis-
eases ........................

Ages 15 to 44 years, estimated
4,565,300 discharges

1 Trauma ......................
2 Mental disorders ..............
3 Back pain and intervertebral disc
4 Gastrointestinal symptoms, enteri-

tis, colitis, appendicitis .........
5 Pneumonia and other respiratory

diseases .....................
6 Other musculoskeletal diseases .
7 Heart diseases and hypertension

Ages 45 to 64 years, estimated
3,980,900 discharges

1 Heart diseases and hypertension
2 Mental disorders ..............
3 Trauma ......................
4 Pneumonia and other respiratory

diseases .....................
5 Ulcers, gastritis, and hiatal hernia
6 Other diseases of circulatory sys-

tem ..........................
7 Back pain and intervertebral disc

Ages 65 years and older, estimated
3,875,100 discharges

1 Heart diseases and hypertension
2 Pneumonia and other respiratory

diseases .....................
3 Neoplasms and hyperplasia of

prostate (185; 199.5; 600) .......
4 Arteriosclerosis and cerebrovascu-

lar diseases ..................
5 Malignant neoplasms of digestive

system, diverticulosis, and bowel
obstruction ...................

6 Other diseases of circulatory sys-
tem ..........................

7 Kidney and bladder diseases ...

14.84
14.01
12.26

8.81

8.68

14.84
28.85
41.11

49.92

58.60

6.13 64.73

4.36

21.30
10.74
5.78

69.09

21.30
32.04
37.82

4.74 42.56

4.35 46.91
3.79 50.70
3.65 54.35

18.34
6.54
5.88

5.38
4.07

3.89
3.58

19.66

18.34
24.88
30.76

36.14
40.21

44.10
47.68

19.66

9.00 28.66

7.00 35.66

5.78 41.44

4.07 45.51

4.05 49.56
3.47 53.03

ICDA codes are not repeated from table 1.
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nizing, and managing many of their patients' other
problems. Specialty programs have been and are
meeting this challenge by providing indepth specialty
training in hospital care and encouraging more
ambulatory experience in a variety of conditions
outside their specialities (14).

However, opinions vary greatly as to which areas
and how many, outside these traditional disciplines,
deserve to be emphasized in preparing physicians for
primary care. Recent proposals to broaden research
and training programs in primary care do not relate
their proposed changes to specific morbidity needs.
Rather, the proposals are related to generalities in
meeting patients' needs in primary care, adapting
programs to the changing role of the physician or to
the new breed of primary care physician. This ap-

proach is in contrast to the traditional rationale of
specialty programs, which has been to adopt changes
in training when specific needs of the populations that
they serve are identified. Over many years the pop-
ulations served by these specialties have greatly
shifted from those persons on one specialty service
in the hospital to larger numbers of ambulatory
persons. Thus using the most frequent, major diag-
noses of persons served by the specialty as feedback
would be consistent with the traditional rationale-
that is, using a health outcome measure as feedback
to evaluate training programs. For primary care
practitioners, the training objective would be to gain
skills in prevention, early recognition, and early
management of these illnesses in the ambulatory care
setting.

Figure 1. Frequent causes of hospitalization of females related to obstetrical and gynecological problems, by rank order of
frequency of diagnostic categories within 5-year age groups

NOTE: The occurrence of pregnancy Is a frequent cause of hospitalization younger). All 3 problems are frequent causes of admission In the age groups served
within the ages (see 10-to 15-year group) served by pediatrics (15 years or by intemal medicine (over 15 years).
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In this study, the most frequent major illnesses
(those severe enough to require hospitalization) were
grouped according to the sex and age of the popula-
tions served by specialists in pediatrics, internal medi-
cine, and OB-GYN. These illnesses were then used
as feedback for comparison with the traditional
specialty areas. For many diagnoses, the specialty
programs are leaders in research and education con-
cerning the prevention, early recognition, and early
management (primary care) of these disorders.
However, certain conditions appeared to be outside
the traditional disciplines. These conditions among
the pediatric population were trauma, mental dis-
orders, and teenage pregnancies; for the internal
medicine population: trauma, mental disorders, gyn-
ecologic disorders, and pregnancy; and for the OB-

GYN population: trauma, mental disorders, and
gastrointestinal, cardiovascular, respiratory, and
arthritic conditions.
Some comparisons can be made between the most

frequent causes of hospitalization and the most
frequent complaints coded as serious that patients
bring to physicians' offices (5). Diseases of the
circulatory system, mental disorders, and diseases of
the respiratory system are the reasons for many
office visits (5) and were frequent causes of hospi-
talization (table 1). Thus, both sources of data are
in agreement that these are areas of frequent, severe
morbidity among the ambulatory population.

Problems viewed from the physicians' offices and
those viewed from hospital admissions differ mostly
in two categories of diagnoses. Accidents and injuries

Figure 2. Frequent causes of hospitalization of females not related to obstetrical and gynecological problems, by rank order
of frequency within 5-year age groups

NOTE: Heart disease and hypertension Is a frequent cause in the age groups
served by OB-GYN and Intemal medicine (over 15 years). Mental disorders and
trauma are frequent cause for admission in the ages served by all 3 specialties.
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that prompt office visits (5) are less frequent and
much less serious than those that result in hospital
admissions. Thus, morbidity based upon office visits
alone would markedly underestimate the frequency
and severity of trauma morbidity.

Measures of morbidity associated with pregnancy
as reflected in office visits (5) and hospital admis-
sions (table 1), also differ greatly. The disagreement
was in the severity or seriousness of morbidity. Visits
for birth control and prenatal visits to the physi-
cian's office are classified under special conditions
and examinations without sickness and 95 percent
are coded as not serious or only slightly serious (5).
Thus the morbidity of pregnancy, if confined to office
visits, would underestimate the seriousness of this
condition, which requires hospitalization not only for
childbirth but also for complications of pregnancy
and the puerperium. Other measures can be used to
illustrate the seriousness of unintended pregnancies.

For example, in 1978 there were 1.37 million abor-
tions performed. One-third of these abortions were
obtained by teenagers, and 74 percent were obtained
by unmarried women. Between 1971 and 1976, 34
percent of births resulted from unplanned pregnan-
cies. Eleven percent were pregnancies that were
unwanted prior to conception and 23 percent were
pregnancies that the mothers felt occurred too early
in their lives (15). These other measures further
illustrate how morbidity based on office visits under-
estimates pregnancy as a serious problem for primary
care practitioners.

Although the rationale of using hospitalizations
as a measure of frequent and severe morbidity was
very useful, one exception was identified. Diabetes
mellitus did not appear with high frequency among
the reasons for hospitalization (table 1) or for office
visits (5). However, the presence of diabetes melli-
tus as a risk factor for cardiovascular, renal, and

Figure 3. Frequent causes of hospitalization of males, by rank order of frequency within 5-year age groups

NOTE: Trauma is the most frequent cause of admission In certain age groups sion In the age group served by intemal medicine (over 15 years). Heart disease and
served by pediatrics (see 10-to 15-year group) and internal medicine (see 15-to hypertension (not shown) are the most frequent causes in middle ages and older.
40-year groups). Mental disorders and back problems are frequent causes of admis-
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infectious diseases as well as for complications of
pregnancy is well established and its addition as a
frequent underlying patient problem can be easily
justified.
Two more steps are needed before these identified

areas of morbidity are proposed as additions to
specialty programs in pediatrics, OB-GYN, and in-
ternal medicine. First, a level of competency or
experience for primary care (prevention, early rec-
ognition, and management) has to be defined. The
definitions (subjective and objective) will require
interactions between specialties. For example, pedi-
atricians with consultation from psychiatrists would
define what level of competency or experience is
needed for primary care of mental disorders in the
pediatric population. This definition has already been
accomplished in some programs. The second step is
to determine if the trainees have attained that level
of competency or experience by subjective and
objective examinations. If the defined level has not
been attained, then the specific morbidity would
become an area of training or experience needed for
primary care.

With the recognition that there is this intrinsic
difference between the areas of morbidity and the
areas where training is needed for primary care, it is
still appropriate to make some comparisons between
the areas identified in this study as potential training
needs and additions to training programs proposed
previously.

In 1969, Meyer (16) reported a survey of research
and training in the prevention, early recognition, and
early management of trauma among pediatric pro-
grams. He raised significant questions at that time as
to the adequacy of training about trauma. A reexam-
ination of programs at this time would be helpful.
Adding the prevention and early management of
trauma has not been proposed for internal medicine
(2,3,17) or OB-GYN (4) programs. This may be
because morbidity has been underestimated; how-
ever, there may be other reasons. OB-GYN pro-
grams frequently encourage rotation through other
surgical subspecialties, and their trainees probably
have adequate background in the early management
of trauma for primary care. However, injury pre-
vention may not be a part of these other surgical
subspecialties. The current body of information on
the prevention of accidents that cause traumatic
injuries is not as well developed as are other tech-
niques of prevention. Some methods of prevention
such as use of smoke detectors, of car seat restraints,
of helmets by motorcyclists, and the reduction of
water heater temperature to prevent scald burns

are recognized as effective. It is less well recog-
nized that some interventions are effective in improv-
ing patient compliance with methods of trauma pre-
vention (18-20). Clearly more research to find
methods for improving compliance needs to be done,
and primary care programs are likely sites.

Although Ebert (17) has recommended that skills
in counseling on sexual and marital problems be
added to the primary care programs in internal medi-
cine programs, teaching patients about birth control
is not part of other proposals for internal medicine
(2,3), and the skills have not been emphasized in
proposals for pediatric primary care. This omission
may be due to the underestimation of morbidity
when using office visits as a measure, or it may be
an area developed so well in OB-GYN hospital pro-
grams that primary care pediatric and internal medi-
cine programs are reluctant to broaden their curric-
ulums in the presence of respected expertise. There
is certainly an extensive body of information on
effective means to prevent unwanted pregnancies
(birth control). In addition, these methods of con-
traception have been effectively used with adoles-
cents and have led to marked reductions in unwanted
pregnancies (21,22). Thus, unintended pregnancy
is a diagnosis for which the level of competency or
experience needed for primary care pediatricians and
internists remains to be defined.

Training in the early recognition and management
of emotional and mental disorders has been proposed
for, or has already been added to, many specialty
programs for primary care. The data from our study
would support continued focus on defining the levels
of competence or experience needed for primary
care. Several other areas have been proposed as
necessary additions to primary care programs: der-
matology, ophthalmology, neurology, otorhinolaryn-
gology, and allergy (2,3). The justification for these
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additions is not clear from the proposals. Their
rationale may be an attempt to reach the goal of
handling, without referral, more than 90 percent of
the health care problems of the population served
(1). Adding all the areas previously proposed to
specialty curriculums would either lengthen the train-
ing period significantly or compromise the indepth
expertise in that specialty (2,17). Both options
would require radical changes in programs. Length-
ening postgraduate training may be justified since
length of training is strongly related to indices of
high quality in physician performance (23). How-
ever, resources for lengthening the training period
are limited, and feedback concerning the most fre-
quent areas of severe morbidity can offer direction
for setting priorities.
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