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They say that misery loves company. So let meesiéh you some of troubles | have
had in my life so | may feel a little better. Apdu can feel good that you are helping me

feel better.

| am a Professor in the School of Public HealtBexkeley. And | have had a hard life.
When | began my career, my goal was to identifly féstors for disease so that | could
tell everyone about them. My thought was that peofo heard my message would

rush home and change their behavior to lower tisgase risk. | was on a mission.

My first job was in a Heart Disease PreventiongPam in the U.S. Public Health
Service many, many years ago. Heart disease wasitnber one cause of death in the
country at that time and, of course, it still But when | began work on this disease, we
knew none of the risk factors for it. During therijpd 1950 to 1970, however, we were
able to identify dozens of important risk factaos this disease. You know the ones | am
talking about: cigarette smoking, serum cholestdrgh blood pressure, diabetes,

obesity, physical inactivity. The list is now w&lhown. But it wasn't then.

Anyway, since we now had good information abous¢hesk factors, we decided in
1970 to do a nationwide clinical trial to show thenefits that would occur if we were
able to get people to take action on these ristofac We decided to recruit into our
clinical trial middle-aged men in the top 10% afkrin the country. Based on their
cigarette smoking, cholesterol levels, and bloaspure. Unfortunately, we went to our
statisticians to get their advice on the size gfypation that we would need to do this



study. We shouldn’t have done that. They tolavasvould need to enroll 12,000 men
in the study: 6,000 to work with us in our cliiod 6,000 to work with their own
doctors as a control group. If we had included wonthe number would have been
30,000. That was a shock and a setback, but wdeatkto proceed with this important
study anyway - but only with men.

To find 12,000 men in the top 10% risk categoryhie nation, we had to screen almost
500,000 men in 22 cities in the country. This wasrwhelming hard work, and it was
overwhelming expensive too. But we figured it wamth it because we had identified
the major risk factors for this disease and we wer in a position to prevent the
number one cause of death in the country. Waedigjthe cost, and the work, was worth
it.

After that first screening in 22 cities, we did tadditional, very intensive screenings
totaling about 1¥2 hours each. During the seconeesiing, these men were mercilessly
probed, punched, run, stuck, pulled and squeeaédr it was over, we told some men
that they did indeed seem eligible for the trigdey did seem to be at high risk and they
did seem to be free of coronary heart diseasettithe. We then told them that we
needed them to come back to the clinic one more tonanother 1 1/2 hour screening to
be sure of their eligibility. We told the men tliathey were still eligible for the Trial
after that third screening, they would be randoadgigned to work either with us or their
own doctor and that they should not volunteer lier study if that was not acceptable.
And we told them that if they were assigned to wwith us in the clinic, we would ask
them to change their diet, take pills for theirthlgood pressure and stop smoking.
Further, they would be asked to come to the clreiy frequently at the beginning,
oftentimes with their family, and that the Trial wd go on for 6 years. They should not
volunteer if they had any reservations. And we glave them a big stack of
guestionnaires to fill out when they came for thbird, and last, screening. And we had
a psychologist in every clinic who recommended teatain men be rejected because

they did not seem to be good prospects for the haug.



In the end, we selected a highly informed and lyighbtivated group of men. And we
involved them in a superb intervention programr &ample, we invited the men and
their families to the Clinic to demonstrate low-faoking. We took them to the
supermarket to show them how to read labels. Wh# wetheir homes to cook with

them. And so on. We did the study about as veeit eould be done.

And the Trial failed. After 6 years, there wasstatistically significant difference in
heart disease rates between the Special Care gralghe control group. This was
primarily because so few men in the Special Canegchanged their behavior in

comparison to men in the control group.

As | said at the beginning, | have had a hard IBeit there is even worse news. It turns
out that all the heart disease risk factors wetitied only help us a little. It turns out

that all of these risk factors, combined, accoonbhly about 42% of the heart disease
that occurs. So for the disease that is the nue cause of death in this country and
for which there has been an enormous amount oflerteesearch all over the world to
discover risk factors, more than half of the diseidiat occurs is not explained by that
research. And it's not likely that we missed samportant risk factors because those
missing risk factors would have to account for @%b of the remaining heart disease
that occurs. It's not likely that we would misskifactors of that importance. So we
have only done a medium job of identifying riskttas for heart disease and, even when

do, we can't get people to change their behavigway. A tough life.

As if all this isn’t bad enough, there is even veongws. Even if everyone did change
their high risk behavior perfectly, new people wbabntinue to enter the at-risk
population, forever, because we have done notloitig the problems that caused the
problem in the first place. So we just keep paiglas best we can but we will never get

ahead.

Let me share with you a made-up story | tell toibeigng students in my Public Health
class. | tell of a curvy road in the mountains veh@t one point, cars fall off the cliff at a



very high rate. And they crash at the bottom causery serious damage. Head
injuries. Spinal cord injuries. And the medicate at the bottom is not good. As a
consequence, people have to be transported lotapdes, usually by helicopter or

ambulance, to get help. Not good.

In my story, | suggest that we develop a statdietfdrt health promotion and injury
prevention program for this road. First, we wih@lop a hazard assessment and barrier
program that will prohibit certain groups from dng on this road. Certain old people or
people with vision and physical problems will beedied to take an alternative road.
Those drivers who are permitted to proceed willehvsubmit to a behavioral
intervention: a safe driving course. But we wil@adevelop an environmental
intervention by reinforcing the cars, structurattymake them safer. And we will build a
state-of-the-art medical facility at the bottontloé cliff. This new facility will have the
best medical staff imaginable — neurosurgeonsppetic people, and other specialists.
And we will remove all economic barriers for cacetkat everyone has universal access.
And we will insure that everyone gets culturallyegpriate medical treatment with
language translation help when necessary. In,shlerwvill do everything that it is now

being recommended in first-rate health promotiot disease preventions programs.

In my classes, someone will eventually raise thaird and quietly ask, “How about
fixing the road?” | then attack that person byimagkow they can permit the diversion of
funds from critically injured and bleeding peopbedio a highway construction project?
Eventually, someone will tentatively suggest tiate don’t do the highway work,

people will keep falling off the road. We eventyalgree that a truly effective health
promotion program must take account of the funddatéorces that cause our problems

in the first place.

In my field of Public Health, we have not done ayvgood job of identifying
fundamental forces. Instead, we tend to focusadapeople and on people at risk of
becoming sick. On people who are driving on thedrand on people who have crashed
at the bottom of the cliff. When | was workingtive heart disease clinical trial, | spent



time as a smoking counselor. Every time | was &bleelp one of these men to stop
smoking, I recall driving back home over the BaydBe from San Francisco to Berkeley
and thinking that one or two kids were probablyirigkheir first tentative puffs on a
cigarette that day in some school yard somewhém@n not arguing against helping
people who are sick. Nor am | arguing against heglpieople lower their disease risk by
changing their behavior. Obviously, these are ingyd and worthwhile things to do.

But unless we fix the road, new people will keeteang the at-risk population forever

and we will never get ahead of the game.

And this story about heart disease is one of tlwel gbories. Our success in dealing with
most other diseases is even worse. We have netrkarly as well with cancer. Or
arthritis. Or stroke. Or diabetes. Or obesiynd on and on. | should have chosen

another profession.

Another way to approach this problem is to say,ck,at may be hard to prevent these
diseases but let’s at least provide good mediaal fca people. If we could do a good
job in caring for people, we can improve the heaftthe nation that way. It may not be
perfect, but it's certainly a good thing to do.’hé'problem with medical care is that it is
limited in its effectiveness. | know this is camtersial and not something we want to
hear. Medical care is of obvious value for certagdical conditions: cataract surgery
really works; the treatment of people who have d&eart attack is fantastic; hip surgery
is very effective; so is the use of antibioticsnddmedical care is also very effective in
relieving pain. So | am not against medical caWhat | am against is the argument that
good medical care is the solution to our healttblgnms. Because it isn’t and it never

will be.

Let me give you an example demonstrating the lidnitepact of medical care. In
England following the Second World War, considegaigisearch was done showing that
many people did not have access to good medicalarat it was decided to do
something about it. Their goal was to improveltikalth of all those people who were
without good medical care. They said that thesguabties were unconscionable. In



1948, the English government therefore developed\titional Health Service. In 1980,
32 years later, an expert committee chaired byp8iuglas Black issued a report to see if
the National Health Service had in fact narrowealthenequalities. The committee
found that providing good medical care to everydrex of cost, had improved the
overall health of the country. But they also fouhdt this had no effect at all on
widespread health inequalities. They concludedead; that the main cause of these
inequalities was poverty, and that to attack thesqualities, the gap between people in
the upper class and lower class needed to be nedroim 1998, 50 years after the
establishment of the National Health Service, amotommittee, this one chaired by Sir
Donald Acheson, found the same thing. Canadadahed the same conclusion.
Medical care is obviously important for all of ustht will not solve all of our health
problems. New people keep entering the populaiahkeep suffering from the same

health problems. We need to fix the road.

These are especially serious problems because ity boomers in our country.

There may be some of you in the audience this mgrriidon’t mean to pick on you if
you are in fact out there. It's not your faultutBas we all know, 78 million babies were
born between 1946 and 1953, following the SeconddXar. This giant population

will enter the over 65-year-old population betw@@il and 2030. When they do, the
number of people in our country over the age oivBbbe double what it is now. We
know that our medical system is overburdened mgit. When the number of older
people is doubled, our medical care system wiltb@ned beyond anything we can
imagine now. Not only will the number of peopkeding care increase but so will there
be an increase in costs of their medical care.aMeeage cost of providing medical care
to each person in America is about $2,700 per y&he average cost of medical care for

older people is about $3,900, an increase of 45%.

So, what to do? One obvious answer is to do @hjeth of preventing disease in the first
place and working to insure that people enteriregaver 65 year old population are
healthier to begin with. Unfortunately, as | inalied earlier, we do not do a very good

job of prevention. | happen to be an expert os tibpic. A few years ago, | chaired a



committee of the Institute of Medicine of the Naiab Academy of Sciences to review
and evaluate our success in interventions to ptelisaase. My distinguished Committee
worked for two years, we interviewed dozens ancedsf authorities, we read thousand
of pages, and we produced a 500-page report ahfysd The report said that we had
done a fairly good job in preventing many infectialiseases but that we had a poor job
in preventing the major non-infectious diseasesamdlitions of concern today:

coronary heart disease, cancer, arthritis, pulmodiseases, stroke, obesity, smoking,

diabetes, and so on. So you can see why mydsedleen a very difficult one.

One might argue about my including cigarette smgldin this list. The prevalence of
smoking in the U.S. has plummeted from about 45%btmut 18%. Is this not a major
triumph? It is, but we public health people cdretanly a little credit. It is true that we
in public health did the research showing that ampkvas an important risk factor for
disease. But we were really, really ineffectiveamvincing people to stop smoking. We
spent years showing people the statistics regasimaking and health, and we made
pamphlets showing people the diseased lungs oferepénd so on. This had very little
impact. Then everything changed. Data on passngkisig began to appear showing
that your smoking affected me, a non-smoker. Swigidéhe issue of smoking was no
longer just your business but the business of everyaround you. Your wife, your
children, your friends. Suddenly, laws were padseiing where you could smoke.
Prices were increased. It became more difficuliug cigarettes. Smoking advertising
was strictly limited. Tobacco companies were sssfidly sued everywhere in the
country. Were public health people involved indlthis success? Sure. But only
marginally. When we public health did it ourselves failed. When everyone got in on

the act, we succeeded. We learned how to fixdhd,rtogether.

So, what to do? Do | have anything to suggest héyomplaining and moaning about
our troubles? Well, | do. Let me explore sonmmgdgve ideas with you. It turns that the
major determinant of health and disease is soldakc Whether we assess social class in
terms of income, education or occupation, peopta@lowest social class positions have
the highest rate of virtually every disease, coadjtand risk factor that you can name.



So let’s do away with these differences in sodiads and that will fix everything. Not
likely. Social class divisions have been with im€s the beginning of recorded history
and it is not likely we can make them go away Aexsday. Even revolutions that were
specifically designed to bring about this resutrwally failed. In fact, social class is
such an important and enduring determinant of headt disease that we public health
researchers have been taught that we must rembeenitour statistical analyses because
if we don't, social class will overwhelm everythietse and we will not be able to study
our favorite topics such as physical activity,@flution, nutrition, child care practices,
whatever. As a result, for many, many years, wes mot really studied social class
itself. But why study a factor like social clagshere is nothing one can do about it?

Social class is here to stay so let’s ignore it geidon with our lives.

If we were willing to take on the issue of socikss as an intervention focus, what

would we intervene on? Money? Is poverty the niagmedient driving the social class-
disease connection? Or is it education? Or perhegulequate nutrition? Or

inaccessible and costly medical care? Or bad hg@siOr bad jobs? Or a contaminated
physical environment? Which of these is mostdartgmt? The answer, of course, is

that these factors are all important and they hisaextricably bound up together. It
makes no sense to try to tease them apart andhgdrétat one is more important than the
other. The temptation therefore is strong to clkahg subject and study issues that seem

more amenable to change.

This has been a difficult challenge. A breakthrgugbwever, occurred several years ago
when a former student of mine, Dr. Michael Marnsbtidied coronary heart disease in
10,000 British civil servants. He found, as onauldcexpect, that workers at the bottom
of the civil service hierarchy, workers who weregls and delivery workers, had
coronary heart disease rates 4 times higher thasetbivil service personnel at the very
top of the hierarchy. As any self-respecting resdezr would be expected to do, he
adjusted these data to take into account all ofithel heart disease risk factors that we
are familiar with such as serum cholesterol, smgpkinhood pressure, obesity, and so on.
After adjusting the data for all these factors, difeerence in heart disease rate between



those at the top and those at the bottom was rddocg 1/2 times. This is still, of

course, an enormous difference.

The interesting part of the story is that he obseéra gradient of disease from top to
bottom of the civil service hierarchy. Thosels top had the lowest rates of disease but
those one step below them, professionals and exesyutloctors and lawyers, had heart
disease rates twice as high as those at the very\te might be able to explain the high
rates among those at the bottom in terms of poyertgoor education, or inadequate
nutrition, or poor housing but that would not explerhy doctors and lawyers had rates
of disease twice as high as those at the very Bmgztors and lawyers are not poor. They
do not have bad educations, poor medical carepa@r ipousing. And yet they have
disease rates twice as high as those above thesse Hibove them are the directors of the
civil service agencies all of whom are very sewigil servants who wear black bowler
hats and black suits with striped pants and wha:atg run the British government and

whom the Queen of England knights when they retire.

Below the professionals and executives in the hibsg there is a step-wise gradient of
increasing rates of disease. And this gradiergigisreven after account has been taken
of virtually all the well-known risk factors thatigit otherwise explain this phenomenon.
And it is well to remember that the British natibngedical care insurance program
covers all of these civil servants. One hypoth&siaccount for this gradient is that the
statistics apply only to coronary heart disease.checked that possibility and found
exactly the same pattern for all of the diseaséisarcivil service. Another hypothesis is
that these observations are limited to employedisarBritish civil service. We did a
review of this possibility and found that gradiemtsts for virtually every disease in

every industrial country in the world.

This is a major breakthrough in our thinking. &&d of shaking our heads at the
complexity of social class as a determinant ofakise perhaps there is something that can
do about it. Marmot’s observations do not meanwecan ignore those at the bottom.
They do mean that perhaps something else is gairigad would explain the higher rates



even near the top. This does not solve all ofppablems but it at least it gives us
something to think about and to work on. Whichester than simply ignoring the issue.
For his work, Marmot was himself knighted by thee®u of England. So one of my
students now insists he be called Sir Michael!t Kigkling. But Michael’s work has

opened up a whole new field of research.

How can the gradient be explained? Many people¢ram&ing about this but my
hypothesis deals with the concept of “control oftdg/”. By this phrase | mean the
ability of people to deal with the forces that afftheir lives (even if they decide not to
deal with them). Another term that has been usexpoess this idea is “empowerment”.
| don’t know if this is a good idea or not butjtifsn’t, we will need to come up with a
better idea. The point is that if we are goingléal with health problems in our society,
we will need to think about fundamental forces tat at the root of our problem and not

simply deal with the easy explanations that comaitad. We need to fix the road.

How can we improve people’s ability to deal witle florces that affect their lives? |
have two thoughts about this but we all need toktimmore creatively about this issue and
we need to come up with better ideas than | hane do far. One of my ideas deals
with the workplace, the other deals with broadenecwnity settings.

First the workplace. We have been studying 23&0 Francisco bus drivers for many
years now. The project started when a former stiuoiemine became the Director of
Health for San Francisco city employees and, asgbder job, supervised the physical
exam for the bus drivers when they get their dgJvinense renewed. She called me one
day to say that she thought the prevalence of gpgion was too high and would |
come and have a look. 1did. And she was rigtihong drivers over the age of 60, the
prevalence of hypertension was 90%! So we applied research grant to study this
problem in detail. We did all the things you woiudthgine and wrote several journal
articles about the problem. Then we began to dgvah intervention program to help

the drivers.
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Then we noticed that the drivers were complainingua a lot of back pain. We got
another grant to study this problem and we wrowes# journal articles about that. And
we brought in some ergonomic experts to help wighredesign of the driver’s seats and
so on. Then we noticed that the drivers had hidgsrof gastrointestinal problems and
respiratory difficulties. And recently we have ebged that they have high rates of
alcohol problems (after work — not while they aridg!). And we get research grants
for everything and design interventions for altledése problems and, while what we are
doing is not a waste of time, it certainly is notrgy to solve the problem for the drivers.
For example, even if we did a wonderful job onlth@od pressures and the back pain and
the stomach problems and the breathing difficuliles the drinking issue, as new drivers
come to work for the bus company, they will soohibit the same disease profile as the
old drivers because none of our work is addressiadundamental problem. The
fundamental problem is the job itself. We gotsoused on the various specific disease
problems of the drivers that we did not recognieegroblem common to all the

complaints: the job.

| need to say here that | am not against payirgnatn to specific diseases. | want to
help drivers with their medical problems and | amh suggesting we ignore them. What
| am suggesting is that we already have physiaaadsnurses and other clinicians who
look after people with medical problems as pathefr jobs. But we have virtually no

one who has the job of preventing disease in tiseplace.

We therefore began a new project to see if we chgiate out what it is about the job of
bus driving that is problematic. It didn’t takenlpto discover the problem. It is the
schedule. In San Francisco, drivers must keepasthedule but it cannot be done. For
example, if you were to look at the schedule, yould see that you had to get from
Mission and Army Street to Mission and Geneva $ire2 minutes. It cannot be done.
Even if you drove your Ferrari on Sunday morninghwio traffic to contend with, and

no passengers to pick up, it would take much lotigem 2 minutes.

11



| always thought that a bus schedule was develbpettiving a bus from stop to stop
and seeing how long it took. That would be OKatiyhad lots of buses available. There
is a shortage of buses in San Francisco and tleelstehis therefore made by a computer
that simply allocates times depending on the nurobbuses that are available. But
then, drivers are penalized when they are lateriniiag at the bus stop. The drivers
compensate for this by giving up their rest stapgb@end of the line. They just keep
driving and hope to minimize their lateness in thigs/. They dash into a fast-food

restaurant when they need to use the bathroom hed they need food.

And since they are almost always late, passengemlmost always mad at them. The
drivers feel that they are being unjustifiably b&drfor a situation that is not in their
control and they sometimes behave impolitely taspagers who then get upset with the

driver. Then there is the traffic over which thegve no control.

Most drivers have a terrible shift arrangementeylmust come to work very early for
the morning rush hour and they must be at workHerevening rush hour but they have
nothing to do in the hours between these two ialsrvThere is generally not enough
time to go home so the drivers generally hang at@mnd do little. At the end of their
very long day, they are usually completely worn aoudl many go to the local tavern to
wind down. By the time they get home, they arermftot in good shape for social

interaction. They go to bed and get up at 4 ANMdgin another grueling day.

Yes, they have hypertension and back pain and stoesad breathing and alcohol
problems and they should be helped with those prosl But the job needs to be fixed.
The management and bus drivers union have notdreéme best terms for many years
but they are willing to meet to discuss healthessuManagement is motivated to do this
because 1/3 of their budget has to be put asitlegsubstitute drivers when regular
drivers don’t come to work. 1/3 of their budgetirther, they are concerned over the fact
that so many drivers quit soon after they have detag a very expensive training

program. And many others take early retiremenigr&at cost to the company. And bus
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companies have high accident rates. These ayeseepus problems that, in my view,
are caused primarily because the drivers have ttihtrol over issues in the workplace.

Another way to think about control deals with adder issue in the community:
education. | have, over the years, been enormaugiressed by the results achieved in
an early education program begun many years aypsiianti, Michigan. This was the
very first pre-school program ever offered in toamtry. It was called Head Start. It
was begun in the early 60’s and is now being uiealar the world. The first results
from this program later led to the nationwide H&aalrt program but the national
program turned out to be a watered down versighebriginal Ypsilanti effort. The
Ypsilanti program invited poor Black children, ag&tb 4, to participate in a 2-year
preschool program. The children were randomlyd#idiinto 2 groups: those who got
the program and those who did not. These childrerewhen studied when they were 18
years old and again when they were 28 years olchgaoh when they were 38 years old.
And the difference in their lives was profound. o$k who participated in the program
had significantly higher rates of high school gratilbn and college training, higher
monthly earnings, significantly higher percentagksome ownership, significantly
lower percentages receiving social services, agmfsiantly fewer arrests. The first
book they wrote about this was called “Changed &’ive think that was a good title.

What did they do in this program? | interviewedead Start teacher in Oxford England
about this. She explained that children were askeat they wanted to work on and
then, she said, all the resources of the schod@ weganized to help them do that. She
said that the day before, a little boy said he wdmd work on airplanes and all the other
kids said “Me too!” So they made paper airplanes #ew them. And they crashed. So
they re-assembled, talked about the crashes, add n&v airplanes. And they crashed
too. So they talked about that and tried againd,Ahe said, that's all they did that day.
And, she said, that's basically all they do eveyydahave heard similar reports from
other Head Start teachers including a nationalipgeized expert on Head Start at

Stanford University.
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My interpretation of this phenomenon is that thidgls were learning how to accomplish
their own goals and learning how to fail and hovetrn from failure and how to go on.
How, in short, to deal with the things that werkeeting their lives. When they went to
first grade, they were already different childrénterestingly, the Stanford expert told
me that this program does not work very well withidren from upper middle class
backgrounds. Those children are bored by the &psiapproach. My expert thought
that those kids already knew about these thingd.th&at poor kids can’t get enough of it.

And evidence is now available to show that whermppeare better able to deal with the
challenges they face in everyday life, the headthdfits are clear. We saw this first in
the workplace. We saw that when workers had m@s@etion and latitude in dealing
with work life, they had much better health outcasrttgan when they did not have this
opportunity. We are now seeing this in other diicumstances as well. We are also
now beginning to develop an ability to measureitipgrovement in basic biological
processes affecting the body’s immunologic effesiass due to this kind of

empowerment.

This new research evidence now explains why thaludisease risk factors didn’t do a
good job in explaining the diseases they were ssgghto explain. It turns out that

having high cholesterol or high blood pressureoiseamough to cause disease. Your body
has to be vulnerable to these risk factors. If gmavulnerable, if your immune system is
compromised, you are at higher risk to getting sigkthat does not predict what disease
you will get. What disease you get depends omistkefactors you are exposed to:
smoking, viruses, bacteria, high blood pressunet itBakes both risk factors and a
compromised defense system. We never took intouaxt¢hat two steps are needed to
cause disease. That's why the usual risk factqpammed only about half of the disease
that occurs.

So early education has been shown to make an enerdifference in the lives of

children. Improved education in later years i @<ritical issue. This education does
not necessarily come from formal schooling butuisincome from some source. The key
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is to help people manage the events that impinganers life. To learn to work the
system. Along these lines, let me offer a new dkgdim of stress. | now define stress in
terms of one’s ability to deal with challenge.l thallenge you with a major life problem
that you know how to deal with, it is not stressfifl however, | challenge you with a
minor issue, which you do not know how to deal wittat is stressful. So, to me, the
key to improving the health of the population isieation.

The evidence supporting this view is clear. Mydiate piece of evidence on this comes
from the Indian province of Kerala. Kerala is mi¢he poorest and most densely
populated provinces in all of India and it usethéwe the poorest health. Unbelievably
high infant mortality rates, poor life expectantgrrible medical care, and so on.
Reforms in Kerala focused almost entirely on imjmgweducation in the province. Little
else. Kerala today is one of the most literate gertler-equitable regions in India and it
is now also the healthiest region. Kerala hasafritke most advanced educational
systems in India and, unlike the other Indian staterala's basic human development
indices are roughly equivalent to those in the tpad world. Kerala is now
substantially more environmentally sustainable tay other country in Europe or North
America and it is the least corrupt state in thentry. These achievements are almost
entirely attributable to the revolution in educatio

So, after a lifetime of failures and false startsjnk | am beginning to see a way to
improve the health of the population. You neelaoery skeptical of my latest idea
based on my miserable track record. But | redligk I've got it right this time. On the
other hand, | always say that. Assuming for thenmat, however, that | am right this
time, what are the implications of these ideasrfgroving the health of the people in
this country? If these ideas really do lead toronpd prevention, will this lead to
lowering the cost of medical care? If that iskally scenario, how can we help people
behave in healthier ways?? They need to stop smpliiry need to eat better, they need
to watch their weight, they need to be more phylyieative, they need to get periodic
check-ups. We all know this story. But | hopeal/d impressed you with the fact that
these activities are only a part of the storyfakt, they are a small part of the story.
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First, people rarely do what we want them to ded £ven when they do, new people
keep coming to take their place, forever. We ngetrahead. In the end, we will have
to really take seriously the concept of communitiekealth. We will need to take
seriously the idea that health is more than heslth and that there are social forces in
the community that shape our lives, our hopes,camdhealth. And that some of these
forces are amenable to change. We can organidzesedahat employees have a more
meaningful role in the workplace. We have solidlexce that this really does affect
heath in important ways. We don’t know exactly wt@mponents are involved in

developing a more meaningful role but we know sdwingtabout this issue is important.

We can offer high quality early education to obilldren. We have solid evidence that
these programs changes lives in important wayshidnat consequences for better health.
| haven’t specified what it is about education thas$ this important effect. | haven’t
specified what are the critical components of tthecational experience that we need to
understand, emphasize, and emulate. But we knatettucation is really important. |
don’t think we understand this issue very wellwétuld be worth our time to think about

this more deeply and creatively.

There are surely other important issues we alsd teeanderstand better. We need to
begin a serious discussion of these problems. hdyghts are really just beginning
ideas. They need to be thought about and discumseli of us. We should begin the

dialogue.
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