
EDITORIALS 

Lowering Blood Cholesterol: 
What an Opportunity! 

EPIDEMIOLOGIC, clinical, and  an imal -exper imenta l  
evidence have long sugges ted  that the level of 
serum cholesterol is related to the risk of coronary 
heart disease.  1 However, in the absence of evi- 
dence from long-term clinical trials, it was  not clear 
that lowering blood cholesterol would reduce the 
risk of coronary heart  disease.  Recently, the Cor- 
onary Primary Prevention Trial (CPPT) resolved this 
question by demonstra t ing in a large, well-de- 
signed, randomized, double-blind, placebo-con- 
trolled trial that lowering blood cholesterol among 
persons with cholesterol levels in the upper 5% re- 
duces the risk of coronary heart  disease.  2, 3 Whether 
the CPPT is considered the definitive test of the 
cholesterol-heart  d i sease  hypothesis  or merely an 
efficacy trial of the bile-acid sequestrant  choles- 
tyramine, the results of the trial are likely to have 
profound implications for general  internal medi- 
cine. 

Based upon the recommendat ion of a recent 
National Institute of Health Consensus  Conference 
on Lowering Blood Cholesterol to Prevent Heart 
Disease, 4 the Office of Prevention, Education, and 
Control of the National Heart, Lung, and  Blood In- 
stitute has  init iated a National Cholesterol Edu- 
ca t ion  Project. This project  wil l  promote  the 
identification, treatment,  and  control of hypercho- 
lesterolemia. Awareness  of the relation between 
cholesterol and  heart  disease,  and  screening pro- 
grams for hypercholesterolemia,  are likely to in- 
crease substantial ly.  As a result, primary care 
physicians will increasingly face clinical ques- 
tions regarding the evaluat ion and  treatment of 
hypercholesterolemia.  

In this issue of the fOURNAL, Peters and  Goroll 
review what  is known about cholesterol metabo- 
lism and  the pathophysiology of hypercholesterol- 
emia, the influence of diet on blood cholesterol, 
and the relation between blood cholesterol and  cor- 
onary heart  disease.  5 Based upon this basic knowl- 
edge, Peters and Gorroll proposed a clinical schema 
for the evaluat ion and  treatment of hypercholes- 
terolemia. Finally, they suggest  practical dietary 
and pharmacologic approaches  to therapy. 

Whether pr imary care physicians should play 
a major role in the identification, treatment,  and  
control of hypercholesterolemia is no longer an  is- 

sue. The question now is: How should we integrate 
these activities into the practice sett ing and  into 
the rest of our heal th  promotion/disease prevention 
programs? Diet and/or drug therapy can lower blood 
cholesterol. 5 However, the long-term effectiveness 
of these therapies  involves both efficacy (does the 
treatment do more good than  harm to pat ients  who 
follow medical  advice) and  patient  compliance (the 
wil l ingness of pat ients  to follow medical  advice). 
Practical problems related to pat ient  acceptance  
may limit the effectiveness of both diet and  drug 
therapy. Nevertheless, cl inicians have  a respon- 
sibility to make recommendat ions  to pat ients  re- 
garding lowering blood cholesterol based  upon a 
careful consideration of avai lable  knowledge.  

The role of general  internal medicine in low- 
ering blood cholesterol should extend beyond clin- 
ical practice into our research programs. We should 
examine the effects of currently recommended cho- 
lesterol reduction strategies on clinically important 
outcomes other than coronary heart  d i sease  and  
cholesterol level, e.g., functional status, and  cost 
of care. For example,  will label l ing asymptomat ic  
patients "hypercholesterolemic" adverse ly  affect 
their functional s ta tus  and  well being? We also 
should develop, ,implement, and  evalua te  inno- 
vative practice-based strategies for the identifi- 
cat ion,  t r ea tmen t ,  a n d  control  of hypercho-  
lesterolemia. In our ambula tory  care practices, we 
have the opportunity to s tudy large numbers  of pa- 
tients and  physicians.  Through these efforts, re- 
s ea rch  in g e n e r a l  i n t e rna l  m e d i c i n e  can  
significantly extend the evidential  base  re la ted to 
the effectiveness of cholesterol reduction activities 
in the clinical setting. 

In addit ion to clinical care and  research, gen- 
eral internal medicine should contribute to efforts 
to lower blood cholesterol through medical  edu- 
cation. In our teaching programs for students,  
housestaff,  fellows, and  colleagues,  we should in- 
crease basic knowledge, influence att i tudes,  and  
provide instruction in clinical and  organizat ional  
skills related to cholesterol reduction. Curriculum 
development related to cholesterol reduction will 
require innovative a p p r o a c h e s  to medical  educa- 
tion in such areas  as changing  patient  behavior 
and  nutrition counseling.  
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The resources required for research and  edu- 
cation related to cholesterol reduction include many 
in which general  internists can a l ready claim a 
track record: heal th  promotion and  d isease  pre- 
vention, behavioral  medicine, computers in med- 
icine, medical  education, clinical epidemiology, 
heal th  services research, decision analysis ,  and  
medical  economics, to name a few. General  inter- 
nal medicine has  demonstra ted the ability to in- 
tegrate these disciplines. The development and  
application of knowledge related to the prevention 
of coronary heart  d isease  through lowering blood 
cholesterol should provide a major new patient- 
care challenge for general internal medicine - -  and 
what an  opportunity] - -  David S. Siscovick, MD, 
Associate Editor 
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Studying and Teaching the Gatekeeper 

THE GATEKEEPER concept uses case managemen t  as  
one proposed solution to the problem of rising med- 
ical care costs. The plan places the primary care 
physician squarely at the entrance to the medical  
care system. Primary care physicians control the 
care that their pat ients  get, unless the patients  are 
willing to pay more out-of-pocket. Without the case- 
manag ing  physician 's  approval,  the plan will not 
pay for medical  care. In most gatekeeper  plans, 
the primary care physician has  an  incentive to save 
money by ordering fewer services. 

Case managemen t  is being adopted by in- 
creasing numbers  of prepaid groups and  individ- 
ual  practice associat ions,  and  it is now being 
considered by Medicaid plans  around the nation. 
Although the gatekeeper  plan often is thought of 
as  a component of prepaid practice, neither is de- 
pendent  on the other. Not all prepaid plans use the 
strict gatekeeper  system, and  one could imagine a 
fee-for-service system that would not pay for serv- 
ices unless they had  been approved by a gate- 
keeping physician.  

In the gatekeeper  plan, primary care physi- 
cians have the manda te  to serve as  their patients '  
advocates,  as  their guides through the increasingly 
specialized medical  maze, but also as the rationer 
of their medical  services. It is the task of rationing 
that makes  the gatekeeper  concept unlike tradi- 
tional delivery systems. In the role of rationer, the 
physician must become guard ian  for the medical  
purse as  well as  the patient 's  health.  Now we are 
being asked to allocate health resources and health 
dollars closer to the level of care - -  not in the board 
rooms of hospitals,  in the hal ls  of Congress  or in 
the offices of the Health Care Financing Adminis- 

tration, but in the physician 's  exam room and  at 
the bedside.  

The emergence of this concept of physic ian as 
rationer issues a manda te  for researchers  and  ed- 
ucators in general  internal  medicine and  other pri- 
mary  care  d i s c ip l ines  to a n s w e r  some of the 
fundamenta l  quest ions posed by c a s e  manage-  
ment and  to find better ways  of preparing future 
physicians to fulfill this role. 

RESEARCH ISSUES 

It would seem self-evident that gatekeeper  
plans should be adopted on a widespread  basis  
only after critical evaluat ion of their impact  and 
demonstrat ion of their effectiveness. Although ex- 
periments with gatekeeper  plans  are now being 
implemented,  there is really no solid evidence that 
they save money or provide superior medical  care. 
Nor is there satisfactory evidence that the qual i ty  
or access to care suffers. In fact, the current "ex- 
periments" are actual ly  "demonstrat ion projects," 
since few of the gatekeeper  plans  are des igned 
with control groups in a rigorous experimental  de- 
sign. Whatever we call these ventures, most of them 
have little or no critical evaluat ion,  including the 
mandatory  Medicaid plans.  

Will gatekeeper  plans  be hea l th  care delivery's 
version of gastric freezing - -  highly touted but in- 
effective, even harmful? These systems could have 
adverse effects on the access to care and  its quali ty 
because of the incentives that may  encourage 
underutil ization and  denial  of care. On the other 
hand,  access and  quali ty of care could be improved 
because  of more continuous and  coordinated care. 


