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paper by Knodel and Hermalin can only in part resolve
outstanding controversial issues. Nevertheless, these Ger-
man data on 9,000 women and 48,000 births have three
distinct advantages: the number of observations is sufficient
for adjustment or stratification by subgroups of particular
interest; the population did not practice birth control, so self-
selection for higher birth orders should be minimal; and
unlike cross-sectional or truncated longitudinal studies,
these historic data are based on completed reproductive
histories over a woman's entire reproductive life. The au-
thors confirm previous findings that extremes of maternal
age or short preceding birth intervals are independently
associated with an increased risk of infant death. However,
they also show that larger completed families have higher
mortality at each birth order, even after controlling for
maternal age and the length of the preceding birth interval,
whereas birth order per se is not independently associated
with mortality risk. This effect is most pronounced in
families with seven or more children. These findings suggest
that membership of a larger family confers a higher risk of
dying at all stages offamily formation, and it is the character-
istics of larger families that influence mortality risks via
behavioral or biological mechanisms. Unfortunately, these
historical data do not allow us to unravel causal mecha-
nisms, but it is likely that breast-feeding was a critical factor
since certain villages with a short duration of lactation also
have shorter birth intervals, higher mortality, and a larger
average completed family size.

The importance of completed family size as a determi-
nant of mortality has implications both for research and
policy. From the research perspective, it is clear that the
association between higher birth order or parity and in-
creased mortality observed in previous retrospective or
cross-sectional studies2,7 is, in part, an artifact due to the
inappropriate comparison of families at different stages of
formation, since lower birth ranks may arise from either
small or incomplete larger families, but higher birth ranks
can only occur in larger families. Conversely, the declining
mortality risk with higher parity reported in truncated pro-
spective studies8 is also probably in part an artifact whereby
women who lose children selectively progress to further
pregnancies, but women without child loss selectively stop
reproduction.'4"5 There is, however, still need for further re-
search to determine what specific factors associated with
larger families lead to poorer child survival, and what are the
mechanisms through which these factors influence mortality
risk.

From the perspective of policy, it is clear that priority in
the provision of family planning services should be given to
those women with large families, women at the extremes of
reproductive life, and women who have recently had a birth.
Such policies would potentially minimize the risk of infant
and child loss, and contribute to a reduction of maternal
morbidity and mortality. Thus, the health rationale for
family planning remains unchanged, although the quantifica-
tion of the health benefits remains elusive.
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Can a Time-Honored Model Solve the Dilemma of Public Health Nursing?

Public health nursing embodies all the best in the ideals
in American nursing and yet also all the failings that have
plagued the field since its 19th century origins. With the
publication in this issue of the Journal of Melanie Dreher's
strongly positive analysis of a historically popular form of
public health nursing,' we are given the opportunity to
reflect upon these hopes and dilemmas. As historians and
health policy analysts, we are pleased to see a well-argued
plea for this model in which public health nurses provide
both bedside and preventive care.

Generalized district nursing, as this model is labeled,
has an intrinsic appeal to many: to nurses anxious to create a
more "rational" division of labor than the present physician-
dominated arrangement; to over-burdened families of the
chronically ill; and to policy makers searching for less costly
alternative systems of care. Despite complex social, medi-
cal, and economic problems that create a contemporary need
for just this kind of home-based nursing care however, it
remains an ideal obtainable only in the rarest circumstances.
It is imperative that historical evidence be considered in
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understanding why this model has not been implemented
nationally, despite numerous well-funded attempts to do so
throughout the 20th century.

District nursing began in the United States in the late
19th century under the control of small groups of wealthy
women who hired one or two nurses to visit the sick poor in
their homes. These nurses quickly became both bedside
caretakers and missionaries of health. They were expected
to take the latest knowledge of scientific medicine and public
health practice and translate it into the terms of personal
responsibility. The district nurse taught the importance of
exercise, proper diet, sunshine, fresh air, and cleanliness.
Some public health officials and nurses thought this
"health" nursing differed so greatly from "sick" nursing it
might one day constitute a distinct profession.

This new field did grow and became what we now call
public health nursing. By 1910, most of the larger visiting
nurse associations had initiated new preventive programs for
school children, infants, mothers, and tuberculosis patients.
But many voluntary organizations saw these programs as
primarily experimental. Their responsibility ended, they
believed, once the work was established and public interest
aroused. Many of these programs were taken over either by
boards of health or education. But a division of labor was
created that left innovation and "sick" nursing in the hands
of voluntary associations, teaching and prevention in the
bailiwick of the publicly funded agencies.

Health officers often favored this division, viewing any
unnecessary association with curative programs as an un-
wise and,politically indefensible extension of public health
activities. They believed that nurses who spent any signifi-
cant part of their time providing bedside care should not
even be classified as public health nurses. Such a role was
therapeutic rather than hygenic, it was argued, and dealt
with individuals rather than the maintenance of community
health.2

In contrast, by the 1920s many nursing leaders were
campaigning for the public health nurse to become again the
"community mother, the trained and scientific repre-
sentative of the good neighbor," as described by public
health leader C.-E.A. Winslow.3 Realizing that separating
curative and preventive functions in public health nursing
had been a mistake, they argued for a combined model that
would unite both the voluntary and publicly funded agen-
cies. These views were substantiated in numerous demon-
stration projects and major reports throughout the 1920s and
1930s.4-6 Despite widespread support for this unification mod-
el and its proven ability to meet the needs of most patients
effectively, it remained more a nursing ideal than an obtain-
able reality.

It is this "failure to thrive" that bears explaining. While
public and private agencies viewed themselves as integral to
their community's health care system, most still operated in
isolation. Relationships to other providers were casual and
haphazard, except where foundation funds made cooper-
ation possible."-6 Public health nursing was administered on
an agency basis without any rational division of labor or
clear lines for catchment areas. This meant both gaps and
duplication in services. With both public and private agen-
cies providing a perplexing assortment of both bedside and
preventive nursing services, the meaning of public health
nursing seemed vague, idiosyncratic, and confusing to the
public.

However, in some small communities, it was possible to
create a nursing service which provided both preventive and

bedside care in a defined district. Many of these nurses were
supported in rural areas through the Red Cross in the post
World War I years. While at its peak, some 2100 Red Cross
public health nursing services had been organized. But by
1931, only 268 remained. Looking back on this disaster, Red
Cross public health nursing director Elizabeth Fox conclud-
ed that success had been obstructed "by general apprehen-
sion of Red Cross's intention and capacities, by vigorous
opposition from health authorities, by coldness and open
hostility on the part of the medical profession, by the
inexperience of the (Red Cross) chapters, by lack of stan-
dards in rural nursing, and by a scarcity of qualified
nurses."'7 Developing under the aegis of a variety of dispa-
rate, different, and often competitive private and public
agencies, public health nursing never succeeded in generat-
ing the kind of structure that might have allowed it to
become a cohesive, recognized, and powerful group within
the health care system.

Even if the historical circumstances had been different,
the district model presents a number of difficulties. The
district nurse cum "community mother" as embodied in
Nurse Broderick and described by Dreher,' suggests the
problems inherent in the "native healer." Mrs. Broderick is
socially accountable to her neighbors in the ways of her
predecessors, the neighborhood or "professed" nurses who
rode through the same Berkshire hills of New England 200
years ago. As a known and respected figure in the communi-
ty, she can be asked the most personal of questions, at all
hours of the night, and can be expected to remember when a
grandchild needs shots, and when a grandparent has missed
a clinic visit. But as public health planners found in the 1920s
and 1930s, the knowledgeable and powerful local public
health nurse often knew too much. She could be relied upon
by those who paid her to report on moral lapses in communi-
ty norms that resulted in unwanted pregnancies or venereal
disease, or a mistress and extra children in a back hollow
cabin. Furthermore, in the rural South, it was often the local
public health nurse whose close fit with community norms
left the Black population with little or no decent health care
services.* A Mrs. Broderick may be acceptable and account-
able to her community, but that indeed can be a double-
edged sword.

On the other hand, public health planners have for years
stressed the value of the seemingly more neutral outsider
who could be expected not to share certain expectations of
individuals or the prejudices of the local community, while
bringing in what was perceived as an alien class culture. It is
naive to assume that contemporary professionalism would
protect a community from both these dilemmas. But the
difficulty of the trade-off between an acceptable local com-
munity nurse and a more distant outsider has to be assessed.
As the Red Cross Town and Country service found earlier in
the century, it was often a question of finding the right
individual in these situations. A usable model for public
health nursing, however, cannot rely only upon personality.

Many of the district nursing models of the past found-
ered on the shoals of town financing. In the model described
by Dreher, the nurse is paid for a five-eights position out of
the town coffers. But as a Montana nursing leader noted in
recent Congressional hearings on rural health care: "Rural
nurses are asked to assume greater responsibility, are often
on call 24 hours a day. . . . Rural public health nurses find
their salaries and working conditions determined by county
commissioners who are often more concerned with building
and maintaining roads and bridges than quality health
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care."8 District nurses have always been expected to do
more, for less, especially in rural areas. In the Massachu-
setts example, turnover may have been almost nil. But
elsewhere in the country it has been the all too frequent
norm.

Reliance upon what might be labeled "state nursing"-
available to the entire population regardless of ability to
pay-may indeed be an ideal to which many of us would like
to strive. Historical examples of the challenges to this
model, from the New York State medical society's 1920s
attacks on state funded health care centers to the more
recent defeats of national health insurance, are too numer-
ous and painful to recount. But they prompt us to take a
more sophisticated and sobered look at- the political realities
surrounding any model which forces health care into the
battle for public funding.

Furthermore, it is imperative that we assess the context
in which the ever-changing boundaries are drawn between
"health" and "sick" nursing. As both medicine and general
nursing are increasingly appropriating aspects of prevention
into their own practice, we are left to raise, once again, the
question of where the public health nurse fits. If prevention
continues to be a commoditized health care product, what
will the public health nurse be left to "give away" or even
"to sell?" Will public health nurses be able to mount the
kind of political momentum necessary to define their prac-
tice before, once again, it is shredded into pieces and
parceled out among other more powerful providers?

The district public health nurse question thus permits us
to remember that ultimately all public health decisions are
questions of power, not merely of cost efficient administra-
tive modeling. It is effective control over the powers in the
health care system that continue to elude public health
nursing and to undermine its ability to create a practice equal

to its ideals. Can this history lesson be learned so that an
ideal can also become implemented practice?
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Venceremos
This issue of the Journal carries a brief account of the

remarkable progress in health system reform achieved under
the Sandinista regime in Nicaragua. I The Nicaraguan record
resembles that of Cuba; many of the approaches and pat-
terns of organization and service seem derived from eastern
Europe via Cuba. The success of these particular approach-
es to health care and the governments from which they
derive appear, at first blush, to point to their superiority over
other systems, at least for developing countries. Like all
simple associations, however, the appearance is deceiving.
While some of Nicaragua's neighbors-notably Guatema-
la-show no sign of improving health status, others-nota-
bly Jamaica, Costa Rica, and Panama-are doing quite well;
their current and projected health status indicators are
almost identical to those of Cuba.2.3

What Cuba, Nicaragua and its neighbor Costa Rica have
in common is not their form of government or the specific
patterns of its health services and health resources. These
are quite different from country to country. The commonal-
ity on which their success rests is a commitment to primary
care and equity of access backed by the will to bring about
change. The pre-revolutionary situation in Nicaragua was
not unlike that which continues to exist in many Latin

American countries: fragmented and disorganized services
with a major portion of the available pie taken up by a
minority of the population-those covered by social security
care and living in cities. The very rich, meanwhile, may have
had their own private hospitals or been flown to major
medical centers in the United States for minor complaints.

Merging the resources of Latin American Social Securi-
ty Systems with those of the Ministries of Health into a
single system of health care has been done in different ways
in different countries. This, too, is not the prerogative of a
particular form of government but a reflection of the motiva-
tion and will to act in the best interests of all the people. It is
interesting to contrast the behavior of a sizable portion of
Cuban physicians (who fled) with that of the Nicaraguans,
Costa Ricans, and Chileans who supported and even led the
movement of unification.4 It suggests that not all physicians
are money grubbers, and that they can work as partners with
government provided the government is honest and dedicat-
ed to the welfare of all.

There are other lessons to be learned from the Nicara-
guan experience. For developing countries the changes that
have occurred since 1979 show what organization and dedi-
cated, well-prepared professional leaders can do when the
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