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19th - century general practitioner could: render the entire spectrum of then-
known medical services, but in 1966 we cannot expect and we should not expect
an internist to perform heart surgery. |

The growth of specialization has been dccelerating. In 1940, 21 percent of the
doctors in private practice were specialisﬁs‘. In 1964, 69 percent were specialists.
Four out: of five medical students are ih training for specialty prgctice. The
idealized general practitioner is rapidly glisappearing from-the American scene.

Along with this trend toward specialigation is the increasing dependence of
the me 1 profession on  expensive diagnostic and therapeutic/ equipment,
usually available only in such institutiondl settings as hospitals or group practice
clinics. ‘Therefore, physicians are increasingly establishing offices within or in
close proximity to hospitals. 4 .

What it comes down to is this. Advanges in medical knowledge ang technology
mean that medicine can no longer be prhecticed efficiently without organization
of medical personnel and faeilities and that teamwork is becoming (inereasingly
important as a necessary element to both efficiency and to quality. Specializa-
tion without cooperation is'costly, inefficient, and detrimental to (ﬁuality care.
These principles are recognized in our Hetter hospitals but the isspes are con-
tinuously: and deliberately being confuseéd by such empty slogans as “socialized
medicine,” “free choice of physician,” “ifjterference with'the doctor-patient rela-
tionship,” and “interference with the practice of medicine.”

Solo, individual practice in medicine is jiot-only inefficient but of relatively poor
quality as well. Quality care requires standards and procedures for evaluating
perforihance. This kind of review and dvaluation of the practice of medicine is
all to'the good. We need more of it. ; |

Dr. George Baehr, former president df the New York Academy |of Medicine,
warng that “Under the prevailing system of solo practice, there aré no enforce-
able standards of quality, no supervision of professional perfomaqce, no deter-
mination of errors of omission or commission in practice, no measurement of
waste in unneeded services and costs * * %2 ‘

Some measurement of both waste and lack of standards of professional per-
formdtice is indicated by the experience. of Federal -employees |under their
multiple :choice health benefits program. - Federal employees may elect their
health béneflts covertige under three options, namely: Blue Cross/Blue Shield,
commercial insurance, or a comprehen#ive direct service group practice pre-
payment!plan such as the Kaiser Foundation health plans on the west coast
and in Hawaii, The Health Insurance Plan of Greater New York, Group Health
Association in Washington, D.C., and others. Those electing Blué Shield cov-
erage for surgery had 70 surgical procetlurés per 1,000 subscribers for the sec-
ond contract year, November 1, 1961, to-October 81, 1962. Those choosing
group practice plans had 39 surgical procedures per 1,000 subsecribers

Confirmation that these statistics for/group practice plans reflect a substan-
tial reduction in unnecessary surgery comes from medical audits which have
been conducted by the Schools of Public Health of Columbia Umniversity and
of the University of California: at Los Angeles. 'These medical audits indicate
a substantial amount of unnecessary |surgery under prevailing| patterns of
practice; particularly for hysterectomies, tonsillectomies, and adenoidectomies.

A sttldy sponsored by the Universityjof North Carolina and the Rockefeller
Foundation during 1953-54 among general practitioners in the State indicated
the following weaknesses among this group of solo praetiti(mers; (1) limited
history taking; (2) limited physical examinations; and (8) limited use of aids
to diagnosis. ¢ |

‘We do not claim quality medical car“e automatically. and necessarily results
from: the association of doctors and ‘other paramedical personhel in group
practice but we do believe: group practice provides the necessary framework
within which quality control can be builtin.

Herman and Anne Somers, in their classic in the field of ‘medical economies,
“Dootors, Patients, and Health Insurancé’ : point out that :

“The reasons for the positive effect|of group practice on quality are both
‘obvious and subtle. The structural dr institutional factors include medical
center orientation, higher standards of physical equipment and facilities, record-
keeping, group standards of professionhl procedures, easier accesy to a larger
range of specialized personnel, more frequent exchange of profesgsional judg--
ment, more time off for refresher and post-graduate courses, ete.” |

Dr. Gunner Gunderson, former presidént of the American Medical Association,
has said, “There is no question that group practice can provide better medi-
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