
It is always enjoyable to return to Michigan — the State where I received

my public health training at the University of Michigan School of Public Health.

But, it is also ridiculous that I be invited to attend a meeting with Michigan

health professionals inasmuch as Michigan has always had more than its share of

nationally-known outstanding public health personnel in its School of Public Health,

other academic institutions, the State Health Department, and your local health

departments.

As President of the American Public Health Association, I wish to spend a very

few-minutes discussing the American Public Health Association and its relationship

to the State Health Associations. .Some of you may be active in APHA and have

detailed knowledge concerning APHA. But for those who do not have such knowledge,

I should provide a short overview. ' _

The American Public Health Association was organized 108 years ago, and now

enjoys a membership of some 52,000 national and affiliate members. APHA has had

and continues to have a significant impact on health standards, policy, and legis-

lation in the United States— and Worldwide through the activities of our Inter-

national Health Division. We have 55 full-time employees, and a 1980 budget of

some $2.4 million — both exclusive of International health activities. APHA

publishes 1) the prestigious American Journal of Public Health; 2) The Nation's

Health (a monthly newspaper reporting on current health legislation and policy

issues); and 3) The Washington Newsletter, which provides the latest summary of

health-related legislation and activities direct from the Nation's Capitol and

/federal agencies.

^ We have 25 different sections which run the gamut of all public health concerns

and provide forums for diverse interests and discussions. APHA publishes a variety

of books, such as "Control of Communicable Disease in Man", "Standards For Health

Services in Correctional Institutions", "Standard Methods", and many others.



—9—

More than 12,000 individuals attended our 1979 annual meeting and approximately

9,000 attended the 1980 annual meeting in Detroit. The 1981 annual meeting will be

held in Los Angeles, November 1-6.

The purpose of the APHA is to protect and promote personal and environmentalt

health, and this is the common goal and thread for the affiliates and the APHA. Any

differences-stem from program emphasis rather than differences in the goals of the .

various groups. All these groups are necessary and desirable for the effective

pursuit of good health and a good environment for all out citizens. APHA provides

a national forum for the harnessing and blending of the diverse beliefs and energies

of all health professionals. The challenge is to understand the system and make it

work rather than diffusing our energies through in-fighting. The challenge is to

. attempt to open doors and improve relationships between affiliates, branches, and

the APHA. The challenge is to build bridges and develop more effective and harmonious

relationships for the improvement of the public's health rather than destroying

bridges.

Affiliates continue to provide forums for thousands of individuals who may never

experience the value of attending a meeting of the APHA. Affiliates continue to

provide the primary entry for many public healthers into Association endeavors which

eventually culminate in membership in the APHA. We need each other. Affiliates

profit by the programs, efforts, standards, and publications of the APHA, and the

APHA needs the grass-roots affiliates. The relationships must constantly be enhanced

by the efforts of leaders of affiliates and the APHA. These relationships must be

viewed as an opportunity rather than a problem. We must continue to strive for

effectiveness rather than territorial defense. Affiliates and APHA must think of

both as "we", not "they".

Today, it is my privilege to visit with you regarding a number of current and

important issues in public health. The first such issue I would like to spend some
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time on is the issue of disease prevention.

Many of us old-time public healthers have never lost sight of the need for

prevention, the value of prevention, and the cost-benefit superiority of prevention

over treatment. We have watched with frustration and dismay while staggering

*billions have been poured into the sickness treatment system of our communities,

*states and Nation, with unsatisfactory (though expensive) attendant impact on the

"health status of our citizens. It was erroneously concluded that treating health

problems was sufficient to improve the health status of our citizens. Our citizens

and political leaders are now seeing that the sickness treatment methodology and

expenses have not been sufficiently effective.

During the last ten to twenty years, sickness treatment costs have escalated

'and skyrocketed to the end that such costs have become a serious economic problem

*which has become a priority issue for our political leaders, health care officials,

^and our health planning groups. Within the past few years, our political leaders

have finally realized that controlling health costs depends on keeping people healthy.

They have realized that we must build a conscience for disease prevention, health

promotion, and environmental quality. They have been advised that we are going to

be spending increasing piles of sickness treatment dollars with little overall

impact on health status unless we improve our prevention efforts. They are increas-

ingly recognizing that any national health insurance program will be doomed to

: failure and spiralling costs without more effective disease prevention and health

promotion measures as apre-requisite. Our leaders know that national health

insurance without such measures will be another expensive experiment in the matter

of misplaced priorities and improper timing. And our citizens are finally recognizing

that we must stop expecting medicine to bail us out from the consequences of our own

foolishness, and that we must stop waiting for tragedy before taking action.
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There are scores of governmental, voluntary, and professional groups which ,

have played a key role in disease prevention programs for many years. These include

programs administered through state and local health agencies, colleges, and

universities, schools, county agents, home extension specialists, professional

societies, voluntary groups, the U. S. Food and Drug Administration, the Consumer

Product Safety Commission, and scores of others too numerous to mention, but all of

which have been essential in the struggle for quality prevention programs. I am

sure you are proud of the preventive services delivered through the various agencies

in the State of Michigan, such as immunization, tuberculosis control, venereal

disease control, cancer screening, hypertension screening, diabetes screening,

maternal and child health, alcoholism prevention, mental health, substance abuse

prevention, water pollution control, safe drinking water programs, air pollution

control, radiation protection, occupational safety and health, insect and rodent

control, food sanitation, solid waste management, hazardous waste control .... all

in conjunction with the ever-present and vital support of their "silent partner", /

.your public health laboratory; and with the important support of the State Health

Planning and Development Agency and the Health Systems Agencies.

But despite a long-standing commitment to prevention, we have frequently

witnessed more prevention rhetoric than substance. Prevention continues to be

difficult to sell to the legislatures and local governing bodies, whereas treatment

and rehabilitation programs usually continue to be better funded and more acceptable

to those entrusted with authorizing and budgeting public funds. Even when a health

agency goes before'the Legislature with "prevention" as the number one priority, the

number one request is frequently by-passed in favor of lower priorities such as treat-

ment and rehabilitation. Prevention programs, unlike treatment and rehabilitation

programs, have lacked a constituency. When considering funding for any one of a

number of treatment or rehabilitation programs, the legislative hearing room may be
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filled with assertive constituents wearing their appropriate hats, banners, or

badges. Not so with prevention. Prevention has always been a rocky road and this

continues to be the case, because in the eyes of many people it provides no

immediate gratification or feed-back. It does require the ability to look to the

^future. Prevention, thus far, lacks the glamour commonly associated with physicians

Aand hospitals, diagnosis and treatment, and therefore does not compete well with

.^sickness treatment and crisis medicine.

While most of us have some reason to be proud of the various prevention

programs in our states, such as I have briefly alluded to, I do not share this

feeling when it comes to health promotion. By health promotion, I mean the

effective use of health education in ways that move people to action. Many depart-

ments have not had a good handle on health education and health promotion, and to

have not really packaged them properly so the services will be delivered in an

^effective, coordinated, and visible fashion. We have traditionally and historically

expert at telling people what to do, but frequently have not understood the

.desirability of working with people to determine what they want so that we might

correlate health goals with other personal aspirations and desires of our citizens.

Realistically, we must admit that most health policy still remains focused on

sickness treatment and rehabilitation rather than prevention and promotion, and

this continues to be evidenced by the lopsided funding allocations for treatment

and rehabilitation. Like beauty, health promotion lies in the eyes of the beholder

rather than in the funding allocated.

Despite the problems with funding and policy acceptance, we can be proud of

reduction in communicable disease, smallpox eradication, a high rate of immuniza-

tion of school children against seven diseases, a decline in infant mortality, a

decline in cardiovascular mortality, and a definite trend toward decision-makers

realizing that an investment in health promotion and disease prevention makes good
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sense. We have seen a decline from 51% to 37% in adult smokers since the first

Surgeon General's report; we have a tremendous interest in healthful diet; exercise

and physical fitness are much better accepted; we have an improved knowledge of

stress as a health factor; and better program relationships between mental health

and other aspects of public health. And, in general, we have a great deal of

public and social momentum toward acceptance and utilization of disease prevention

and health promotion.

Many agencies are involved in a number of health promotion activities such

as nutrition (including the Womens, Infants, and Children's Program), health

education efforts, some aspects of physical fitness, and smoking cessation activities

But, here again, we have not fully used health education as a tool to better deliver

these services in an effective manner. Running and jogging, for example, are usually

perceived as being an activity engaged in by the middle and upper-class citizens,

and may not be socially desirable at all for many citizens in other socio-economic

categories. Good involvement with health education would help us determine what

type of physical activities might be more desirable for people in various rungs of

the socio-economic ladder. People in the slums of urban areas, for example, may

place a great deal of emphasis on such physical activities as weight-lifting and

body-building, but are not at all interested in jogging in the beautiful and

inspirational environment of an urban slum.

But, back to prevention •— while the toxic effects of tobacco and alcohol

are well-documented, a little plague or cadmium in the environment frequently

creates havoc with health personnel and the news media. I cringe with embarrassment

and frustration when I note'the effort health personnel devote to minor public health

issues such as plague or rabies, and the space and attention afforded such issues

by news media; and always wonder how many humans suffered or died prematurely that

same day from the toxic effects of tobacco or alcohol. Or of equal importance,
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how many citizens are not enjoying positive health and well-being due to the

insidious creeping effects of tobacco? We need to re-define the term "crisis"

to include conditions which allow a crisis to exist, such as the growing of tobacco,

the sale of tobacco, the promotion of tobacco, and utilization of tobacco.

It is essential to understand, however, the large stakes that some industries

have in opposing widespread behavior change with respect to their products. For

example, an employee publication of the J. R. Reynolds Tobacco Company recently

included the following: "If the current efforts of anti-smoking groups to restrict

smoking in public places were to result in no-smoking laws which caused every smoker

to smoke one less cigarette a day, J.R. Reynolds Tobacco Company would stand to lose

$92 million in sales every year". Understandably, the Chairman of the company added,

"But we have no intention of standing idly by while this happens". As if to prove

its point, Reynolds spent $40 million in one six-month period in 1977 to launch a

single cigarette. The industry's highly successful advertising and lobbying efforts

are legendary.

Not too long ago, Russell Baker of the New York Times, was saying he had no

objection to people who did not smoke just so they did not do it around him. Now,

non-smoking has become more fashionable than smoking.

By and large, providing people with health information does not change health

attitudes and health behavior, and it is more important to learn what people want

than for us to tell them what they need. Public health information does create an

awareness, but not necessarily behavior change. People are more apt to respond to

public health information if it does not involve a change in lifestyle; for example,

the administration of polio vaccine. People are not so apt to respond to something

they fear and do not wish to discuss, such as cancer.

We must constantly elicit the view of what people themselves want. Only in

this way will the social pressures be developed for changing health behavior.
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We professionals bring an expertise, but so do consumers, and we need consumers

in alliance with us.

Our people are by nature suspicious of coercion, and resist both restrictions

imposed on them for their own good, and exhortations to shape up in their personal

lifestyles. Yet again and again, our citizens have responded to leadership and

reason when a convincing case has been made to them in terms they can weigh and

evaluate.

The Federal Alcohol, Drug Abuse, and Mental Health Administration has finally

recognized the importance and necessity of prevention, and has stated that the major

focus for policy and program development will be on primary prevention; the greatest

long-term potential for significant changes in health status appears to lie with

primary prevention efforts. That is a far step from the funding concepts used in

the past which have been totally oriented to treatment and rehabilitation rather

than prevention and promotion.

So much for the past and the present. What about the future? Surveys continue^

to indicate that more than 90% of our citizens agree that if we Americans lived

healthier lives, ate more nutritious food, ceased smoking, decreased consumption of

alcohol, maintained proper weight, and exercised regularly, it would do more to

improve our health than anything doctors and medicine could dp for us. There is

widespread recognition among the public of the need for a major shift of emphasis

toward more and better disease prevention and health promotion efforts. However,

many still have unhealthy aspects of their lifestyles. Knowledge alone is not

enough to change health habits. For example, the vast majority of smokers know that

smoking increases their chances of getting cancer or one of many other adverse

health conditions ... and yet they still smoke. But knowledge is a necessary first

step and is almost always an essential component of change.



-9-

We must organize our prevention and promotion activities within the logical

framework of:

1) Risk identification, to track down factors contributing to sickness and

death,

s~ 2) External risk reduction, consisting of improving the physical and social

environment within our states ... and such external risk reduction usually

requires the power of collective citizen action through local, state, and

federal governments, and

3) Personal risk reduction by the informed choice of individuals to adopt

lifestyles that prevent disease and accidents, and promote the quality

of life. This power of personal risk reduction lies within us as individuals,

but government, the media, schools, and other institutions have the responsi-

bility to inform the public regarding the matters on which they as indi-

viduals need to make choices.

" And this logically leads me into discussing community health education as one

.essential ingredient in attempting to further our disease prevention and health

promotion efforts. More than ever before, examination of the causes of poor health

and disability and the means available for improving health status must focus on

health education as the best means of achieving public health goals. The next

improvements in health status must come from changes in lifestyles and from

improved control of health hazards in the environment.

I have been advised that you are placing a renewed emphasis on health education,

have allocated a number of positions to this end, and have recently provided for

greater visibility, emphasis, coordination and effectiveness of health education.

You may still continue to face internal problems of staff acceptance, understanding,

and effective utilization of health educators. Too many continue to view health

educators as over-paid public information specialists and custodians of educational


