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The cause of schizophrenia has fascinated psychiatrists,
epidemiologists and geneticists for decades. Though the
currently accepted hereditary factor accounts for 60% to
70% cases, this leaves a proportion to be accounted for by
environmental factors. It is well recognized that schizophrenics
have birth dates in winter and spring more often than in
summer and autumn.' This has suggested a possible infective
aetiology, supported by a series of studies showing a transient
rise in births of schizophrenic patients after influenza
epidemics. (However, there is an almost equal number of
papers showing no such effect.) A recent study- started from
the premise that certain types of prenatal infections may
affect the development of the foetal brain and predispose to
the occurrence of schizophrenia. A large family study from
SwedenJ suggested that pre-school children are the commonest
vehicles for the introduction of viral infections into the family,
thus increasing the risk of maternal and hence in utero infec-
tion. Their findings supported this hypothesis. However,
another paper' has produced an association between obstetric
complications, especially foetal distress, and the development
of schizophrenia in the offspring. This effect was particularly
evident in males. The obstetric complications were unrelated
to family history or season of birth, but were associated with
a significantly younger age of onset than in schizophrenics
born without obstetric complications. One possible conclu-
sion would be that the foetal brain is sensitive to more than
one type of insult, resulting in a proportion of cases of
schizophrenia; or is schizophrenia a single entity?

Bernie Grant, the Labour Politician, has suggested a scheme
for financially assisted repatriation of 'black' people. Predict-
ably, this produced a storm of protest from a number of
'black' groups, accusing Mr Grant of having a racist attitude.
A recent article> by a young married Sikh woman, who has
lived in England since the age of one year, has described her
attitude to a possible return to live in India. She paid two
visits to Punjab, the second with two of her five daughters.
She decided that she would not be happy living in her home
village in India, and her daughters agreed. The heat, dust
and poverty oppressed her, also the difficulty of being an
independent woman. It is generally agreed that Bernie
Grant's scheme would be unworkable and involve impossibly
complicated decisions on eligibility.

REFERENCES
Hare EH. Temporal factors. and trends. including birth seasonality and the
viral hypothesis. In: Nasrallah HA (ed). Handbook of schizophrenia. Vol. 3.
Amsterdam.Elsevier, 1988:345-77.

2 Sham Pt,', MacLean CJ. Kendler KS. Risk of schizophrenia and age difference
with older siblings. Evidence for a maternal viral infection hypothesis? Br ]
Psychiatry 1993;163:627-34.

3 Lindelius R. A study of schizophrenia: A clinical. prognostic and family investi-
gation. Acta Psychiatr Scand [SuppljI970;216: 1-125.

4 O'Callaghan E. Gibson T. Calahan HA. et al. Risk of schizophrenia in adults
born after obstetric complications and their association with early onset of illness:
A controlled study. 8M] 1992;305: 1256--9.

5 Kaur J. Going back just doesn't work: I tried it. The Independent 1'1'1.' Oct
IIUD.
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Letter from North America

DOCTORS' INCOMES: PRIVATE OR PUBLIC?
Physicians in the United States have always achieved a socio-
economic status that placed them in the rarified category of
professionals whose potential income was unlimited. Indeed,
it has always been known that within five years of completion
of a residency programme, a physician could earn enough
money to put him or her in the top second percentile of
earnings. All that is now changing. Health care reform is
re-arranging delivery systems increasingly driven by a
marketplace economy, and will change forever the complexion
of 'private' practice.
The Clinton Health Care Reform package, a 239-page

document, represents the boldest, most expensive social
initiative undertaken by any President, the final implementa-
tion of which will intimately affect the health and livelihood

of every American. Overall, the plan would cost an incredible
$700 billion over five years, half of which represents new
spending. It proposes to cover cost mainly through a new
$1-a-pack tax on cigarettes added to savings in existing
federal health care programmes with $91 billion left over to
reduce the federal budget deficit. 1 The entire country is
reacting with a multitude of questions. The pharmaceutical
giants, high technology manufacturers, doctors, lawyers,
and all those who supply or derive from the health care
industry-a $1 trillion business-are worried. Big labour
organizations and senior citizens are supportive; and small
businesses are opposed.
Emotions are running high among physicians. An adviser

on the White House Health Professional Review Group,
comprising 47 members, half of whom are physicians,
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recently opined that the Clinton Plan, although alleging that
there would still be a place for private practice within the
health care system, will lead to its demise. In a giant exercise
of practical politics the Administration has tried persistently
to woo the American Medical Association (AMA) to its side,
or at least to keep its public position neutral. This has not
worked. The AMA remains skeptical. Among their demands
are a removal of price controls, a $250 ()()()limit on jury
awards for pain and suffering as well as a cap on insurance
premiums.
The proportion of non-federal physicians working for pay

cheques rose from 22.6% in 1987 to 25.2% in 1990. This
modest though important rise is expected to accelerate. A
recent survey of 2600 physicians indicates that 98% expect
the number of primary care doctors employed by health
care organizations to grow. More and more doctors are
willing to switch from being entrepreneurs to working for a
salary. There are business, cultural and personal reasons for
this shift. Young physicians are struggling with large debts
after paying for a medical education. They are finding
it less profitable and more time-consuming to run an
independent medical practice. Physicians are also caught up
with the general societal movement toward improving the
quality of their lives and sharing family responsibilities
equally with their spouses.
For some, the benefits of predictable hours clearly out-

weigh the financial rewards of private practice. A physician
recruiter for a major agency has seen a growing trend among
doctors to seek regular hours and security over high income
potential: 'It used to be said that if you opened a medical
practice, you succeeded and you succeeded very well.
Entrepreneurial doctors no longer have that guarantee.' He
adds that the costs associated with starting a practice and
the growing difficulty of qualifying for a loan have caused
many doctors saddled with debts to opt for the predictable
income of a salaried practice.
There are alternatives, of course. Many doctors who are

unable to afford a solo practice join a group, planning to
acquire equity gradually. A family physician who left the
United States Air Force, after looking carefully into buy-in
plans opted for a salaried position. He made this choice
because he felt that he would constantly be calculating
how much it would cost to buy into the group and this would
influence his management of patients. However, not all
doctors agree that security is more important than the
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potential for earning large sums of money. When two doctors
from a large group left to move into fee-for-service practices,
the Director stated: 'They were very entrepreneurial. And
their position here was a bit constraining for them in terms
of business.'
An important consideration is that the value of salary plus

benefits is relatively easy to determine. But the financial-
benefit options of private practice can be difficult to calculate
or predict. Most studies that compare doctors' salaries look
strictly at income, ignoring the value of equity, pension plans
and other benefits. One of the few that did address this was
commissioned by the military. Primary care physicians in the
Armed Forces earn about 10% less and specialists about 30%
less, than those in private practice. But when benefits and
pensions are considered, a doctor who spends 20 years in
service will generally do as well financially as one in private
practice, even when practice equity is included. While the
primary reason some doctors prefer private practice might be
financial and the need to be their own bosses, there is likely
to be a cultural reason as well. In the words of one expert,
The profession teaches us that because we are privileged
enough to be among the chosen, to have a balanced life is
terrible. The truth is that my contribution is just as valuable
now if I had a 50-hour work week as it was when I had an
8O-hour week.'
Selling a practice is getting extremely difficult. Few buyers

are willing to pay much for blue sky or goodwill. The business
climate is also diminishing another advantage of private
practice, freedom to practice medicine as one wishes.
Physicians in primary care practices are increasingly
burdened with Medicare and Medicaid regulations, as well
as by restrictions from private party payers. The drive
towards cost-effectiveness is changing the scope of practice,
especially the choice of procedure-based therapy.
Not even their most enthusiastic supporters believe

salaried positions are for everyone. But there are many
doctors who would be happier and even better off financially
with a salary but do not know it. Salaried doctors remain the
minority, but the gap is closing.
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