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[The task force replies:]

Criticism of the task force's initia-
tive has focused on the process
used. Dr. Horlick feels that there
was inadequate consultation with
experts in lipid disorders and too
little "consensus". We did con-
sult international experts in the
field, including Dr. Alan Garber,
Dr. Scott Grundy, Dr. Thomas
Kottke and, indeed, Dr. Horlick,
as chairman of the CCCC. Opin-
ions among these experts dif-
fered, so that not all their recom-
mendations could be included in
the report. Producing practical
guidelines for optimal practice
pattems called for a group
trained in evaluation of medical
data rather than a group of ex-
perts in various aspects of lipid
metabolism. The guidelines were
intended to provide Ontario phy-
sicians with a practical guide for
deciding who should be tested
and who should be treated that is
based on the best analysis of the
best current scientific evidence.

This exercise represents a
major advance in collaborative
efforts to develop therapeutic rec-
ommendations that are based on
impartial and critical review of all
scientific evidence available in
the hope of reducing inappropri-
ate use of drugs or techniques.
The Ontario Ministry of Health
must be commended for endors-
ing the recommendations and ac-
cepting the fact that the imple-
mentation of these guidelines
will substantially increase the
costs of the diagnosis and treat-
ment of asymptomatic hyper-
cholesterolemia over present lev-
els. The expected benefit will
come from avoidance of the ex-

cessive or unnecessary testing
and drug use that might result if
not constrained by coherent sci-
entific recommendations.

The OMA also endorsed the
guidelines, signalling its willing-
ness to cooperate with govern-
ment in initiatives aimed at im-
proving the quality of health
care. The task force recommenda-
tions do advocate some restraint
in testing and treatment of hyper-
cholesterolemia, but these are
based on clinical considerations
that balance the adverse effects
of medical intervention with the
benefits expected. Like any
guidelines supported by the
OMA these are voluntary, flexi-
ble and subject to immediate
modification when new evidence
appears.

The members of the task
force confirm their support for
the policy document, which we
believe provides guidance for
physicians based on complex
data analysis that would be be-
yond the capabilities of virtually
any individual physician. We did
not expect that the report would
be universally accepted, and we
welcome debate both on its sci-
entific conclusions and on the
development of better methodol-
ogy with which to address simi-
lar problems in the future.

Adam Linton, MB, FRCP,
FRCPC, FACP
Walter W. Rosser, MD, FCFP
For the Task Force on the Use
and Provision of Medical Services
Toronto, Ont.

[The workinggroup replies:]

The mandate of the Toronto
Working Group on Cholesterol
Policy was to review the evi-
dence concerning the potential
benefits, side effects and costs of
detecting and treating elevated
serum cholesterol levels in the
diverse adult subpopulations at
risk for CHD. We were also re-
quired to weigh the respective
roles of community-wide health
promotion strategies and individ-
ualized medical strategies. These
tasks are not within the usual
domain of either bench research
in lipid biochemistry or sub-

specialty referral practice in lipid
disorders.

As case-finding becomes
commonplace, testing and treat-
ment of asymptomatic persons
for elevated serum cholesterol
levels will take place almost ex-
clusively in the offices of those
engaged in adult primary care.
Indeed, when Blue Cross-Blue
Shield in the United States
sought an extemal review of the
cholesterol testing conundrum it
tumed to a group not unlike ours
- ambulatory care practitioners
with expertise in clinical epidemi-
ology and health economics.'

The important point is a
willingness to appraise the rele-
vant evidence critically. Dr. Hor-
lick, for example, daims that the
NDHS showed an "average 10%
reduction in cholesterol levels"
with a diet similar to the A-HA
level 1 recommendations.2 The
treatment group actually follow-
ed diets much higher in poly-
unsaturated fats than recom-
mended for the AHA level 1 diet.
The average decreases of 8.4%
and 9.3% were observed relative
to a control group consuming
prepared foods with high saturat-
ed fat and low polyunsaturated
fat contents. The NDHS subjects
were a self-selected volunteer
group comprising only 11% of all
those asked to participate. More
important still, the subjects were
randomized to obtaining one of
three varieties of all fat-contain-
ing foods at study distribution
centres. The difference in the de-
crease in cholesterol levels over 1
year between the single cohort
randomized to dietary instruc-
tion, who obtained their food on
the open market, and the "con-
trol" group in the same city, who
obtained fatty foods at a distribu-
tion centre, was less than 4%
averaged over the last 40 weeks
of the year and 2% at the end of
the year. We suggest that such
analyses are not "gloomy" but a
realistic prerequisite to policy for-
mulation.

Horlick misrepresents the
Ontario policy. The poster mailed
to Ontario physicians states: "Re-
gardless of whether serum cho-
lesterol is measured, practitioners
should encourage all patients to
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