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Dear Henry, :

It was a pleasure to meet you and get to know more about the roots of the
Blackburn Family particularly the relationship to the Douglases.

Enclosed is a couple of editorials I have written recently and the U.S. Preventive
Health Task Force Report and a copy of the minutes of the first meeting of our Center for
the Study of Nutritional Medicine. As I told you, I was highly impressed with your
community based plan to empower the community leaders to take charge in the task of
public health program. I hope that we can work together on some of these projects in the
future. As I told you, I am hoping to get Chick Koop to take a leadership role in this
task.

I certainly will plan to visit you on my next trip to Minneapolis and hope you will
" do the same if you come to Boston. Nothing would please Susan, my wife, more than to

have you stay with us.
Singerely,

.Gcorgc L. Biackbum, M.D., Ph.D.

Best personal regards.

GLB:jl
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To the Editor: Regarding your recent Sounding Board — The Future of the American
Health Care System! — we would point out the conspicuous absence of any discussion

of the responsibilities of the recipients of such care.

All Americans must play a more active role in their own health care. While Shortell
and McNerney emphasize patient satisfaction, functional health status, and
achievement of treatment objectives, no criteria are described for promoting
patient-provider interactions aimed at preventive as well as therapeutic medical
care. The relevance of such criteria is supported by the U.S. Preventive Services Task
Force: of the seven major conclusions reached, the first and foremost dealt with the
importance of personal health practices2. The Task Force estimated that by adopting
healthier lifestyles, Americans would prevent 40-70% of the 12 million years of

productive life lost each year in the United States.

Lifestyle changes also offer a more cost-effective approach than do
pharmacotherapies. For example, the long-term costs involved in drug treatments for
mild to moderate hypertension range from $11,000-$61,000 over twenty years3.
However, it is well established that dietary intervention can produce a 10 mm Hg and
a 9 mm Hg drop in systolic and diastolic blood pressure, respectively. Patients who
achieve a ten-pound weight loss and who maintain certain behaviors — a 25 g
decrease in fai intake, a reduction in dietary sodium, and an increase in leisure time

and physical activity — can control their blood pressure throughout their life4-5.

Indeed, the Surgeon General recommends a similar nutritional and lifestyle regimen
for the control of five major chronic diseases®. We7 and others8.9.10,11 have reported
the many bencfits associated with the consumption of a low-fat diet, including the
reduction in body mass index; in risk for atherosclerotic and other cardiovascular
disease; in risk for hyperinsulinemia, hypertension, and other chronic disease; and

in risk for ccrtain cancers (breast, colon, ovarian, endometrium, prostate). By adding



exercise and relaxation techniques to a healthy diet, even more benefits could be
realized. Finally, the promotion of nutritional hygiene in a group setting shifts the
burden from the physician (to provide a pill or other quick fix) to the patient, who

will receive support from other group members.

In line with other successful programs, we put forth to Blue Cross/Blue Shield of
Massachusetts a preventive medicine plan for which, at the outset, each party would
pay one-third of the cost (the recipient of the coverage, the provider, and
employer/third-party payer, i.e., BC/BS). As the provider successfully implemented
behavior change (with no dropouts), they would be reimbursed for their cost. To
recipients who successfully met certain health outcomes by maintaining basic
lifestyle changes (e.g., smoking cessation, reduced alcohol intake, consumption of
low-fat, high-fiber diet, increased physical activity, stress management), the
employer/ third party payer would in turn refund 50-100% of their cost, depending

on the efforts made to remain healthy.

Although Shortell and McNemey do not discuss the option in their guidelines, they
would be well advised to add the use of incentives — for consumers and for health-
care providers — to their list of financial considerations. Americans would be given a
tangible, immediate motive rather than a philosophical, long-range recommendation
to change their diet and health habits, and physicians would be motivated to improve
their productivity, quality of care, and involvement in preventive medicine. This
type of health program would educate the public as to their individual responsibility
for their own health and to foster the doctor-patient relationship in a more positive

light as well.

Sincerely,
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George L. Blackbum, M.D., Ph.D.
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