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In the fall of 1993 the plans for the Health Security Act were unveiled: health education
was referenced no fewer than 18 times. This 1993 SOPHE Presidential Address examines
the role of health education under the plans for and principles of health care reform. As
Bill Clinton stated, "an intensified health education system must be designed to educate
and encourage the American people to change behavior that results in ill health and high
costs." It is argued that health education has been demonstrated to be effective at reducing
risk behaviors associated with each of the leading causes of death. Likewise health
education should, can, and does play a role in each of the health goals and objectives
for the year 2000. Health reform provides new opportunities to invest in prevention,
public health and health education&mdash;not only in medical care settings&mdash;but in schools,
at worksites, and in the community. Health education in these settings can help create
supportive environments that make healthy choices the easy choices, ensuring that health
reform can succeed.

INTRODUCTION: THE NEED FOR REFORM

As the discussion about health care reform intensifies, it is essential to examine
the role of health education in this debate. What is driving the reform movement
is that health care costs currently consume one-seventh of every dollar, making
health care costs in the United States (US) unrivaled by other nations. That
translates to 14% of the gross domestic product (GDP), or a $912 billion dollar
a year industry.’ Health care costs have risen at a rate that far exceeds inflation
and rises in other goods and services. For example, in 1992, the GDP rose 2.1%,
whereas health care costs rose about 9%.2
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The latest projections place health care costs at $1.5 trillion, or 19% of the
GDP by the year 2000.3 (See Figure 1.) Yet an estimated 35 to 40 million
Americans are uninsured, and an additional 22 million Americans are &dquo;under-
insured. &dquo;4 The US is said to have the most advanced and best health care delivery
system in the world, but for all our expenditures, our prevention system lags
behind. Using such outcome measures as infant mortality, childhood immuni-
zations, and life expectancy, the US does somewhat worse than other Western
nations.5 5

For decades our leaders have struggled with this problem without success.
More than 20 years ago, a report stated, &dquo;the fact is the nation does not have
the resources, no matter how great a portion of the GNP is allocated for health,
to provide sufficient services after the patient becomes ill. &dquo;6

Responding to the situation, President Nixon created the President’s Com-
mittee on Health Education. The resulting committee report recommended the
creation of public and private organizations to stimulate, coordinate, and eval-
uate health education programs. The result was the Federal Bureau of Health
Education at the Centers for Disease Control and the National Center for Health
Education, which was formed as an independent organization from SOPHE’s
research arm, the Health Education Research Council. The administration be-
lieved that they could preserve the health of Americans, control escalating health
care costs, and present a less costly alternative than national health insurance,
which was being proposed at the time.’
A Presidential report at that time stated that, &dquo;it is in the interest of our

entire country ... to educate and encourage each of our citizens to develop
sensible health practices. Yet we have given remarkably little attention to the
health education of our people. &dquo;7

Once again, it appears that health education is a high priority on the national
agenda. In one of his first writings on health care reform, presidential candidate
Bill Clinton stated that, &dquo;an intensified health education system must be designed
to educate and encourage the American people to change behavior that results
in ill health and high costs. The right to affordable health care-a right that is
the cornerstone of my plan-must be accompanied by the responsibility to

Figure 1. National health expenditures, 1960-2000.
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maintain our own health and to use the system wisely ... I believe we need a
health care system that stresses preventive and primary care, including ... health
education.&dquo;4

In the Fall of 1993, President Bill Clinton and First Lady Hillary Rodham
Clinton unveiled their plans for the Health Security Act (HSA).8 The plan has
30 different chapters, covering such diverse topics as ethical foundations of health
reform, rural communities, public health initiatives, and financing. While much
of the plan focuses on health care benefits, administration, and cost containment,
health education is referenced no fewer than 18 times.

THE HEALTH SECURITY ACT

Under the First Lady’s plan, there are six basic principles:

1) Security: Guaranteed, comprehensive benefits
2) Savings: Controlling health care costs
3) Quality: Making the world’s best care better
4) Choice: Preserving and increasing consumer options
5) Simplicity: Streamlining the system and reducing paperwork
6) Responsibility: Making everyone responsible for health care

The following examines each principle and discusses the role of health education.

Security of Guaranteed, Comprehensive Benefits

The first principle under the Clinton plan is security of guaranteed, compre-
hensive benefits. Responding to the fact that one out of every four individuals
will lose health coverage for some time, coverage is guaranteed even if a person
switches or loses his or her job. It makes it illegal for insurance companies to
raise premiums, drop individuals, or deny coverage because of pre-existing con-
ditions. Under the plan, preventive services, such as pap smears and immuni-
zations, would now be routinely covered. In addition, the benefits package
includes &dquo;health education classes.&dquo;

According to the plan, &dquo;participating health plans are permitted to cover
health education or training for patients that encourage the reduction of be-
havioral risk factors and promote health activities. Such courses may include
smoking cessation, nutritional counseling, stress management, skin cancer pre-
vention, and physical training classes. &dquo;s

In defining services, the plan defines services of physicians and other health
professionals as: &dquo;Include(s) inpatient and outpatient medical and surgical
professional services, including consultations, delivered by a health professional
in home, office, other ambulatory care settings, and in institutional settings.&dquo;’
A health professional is defined as &dquo;someone who is licensed or otherwise au-
thorized by the State to deliver health services ... &dquo;s

What is not clear is in which setting these classes will be offered and reim-
bursed. Nor is it clear who will be allowed to teach these classes. The narrowest
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interpretation of this passage presumes that nurses, nutritionists, and others
currently licensed by states would be covered when they are part of medical
practice, Health Maintenance Organization (HMO), or other medical institu-
tion.

Compared to other health professions, health education is relatively new to
professional certification and credentialing.9-1° But if we want to be included as
reimbursable health professionals, we need to ensure that health educators are
designated as appropriate providers. This might be obtained through state au-
thorization, legislation, or from approval by the state alliances-actions we
should all work towards. And we should campaign for health education to be
mandated, not just permitted, and for payment to cover more than just &dquo;classes.&dquo;

Health Care Costs That Are under Control

The second principle under the Clinton plan is cost-containment. The Health
Security Act proposes to control health care costs in six broad areas: limiting
how much insurance companies can raise premiums; streamlining the system by
such measures as requiring all plans to adopt a single, standard claim form;
introducing competition to the health care marketplace; cracking down on fraud;
reducing waste and inefficiency of Medicaid and Medicare; and lastly, asking
pharmaceutical companies to voluntarily control prices.

There seems little question that the Clinton plan has identified key problems
and has proposed needed solutions. Yet perhaps one of the biggest ways to
reduce health care costs is not even mentioned-reducing the need and demand
for medical services.&dquo; If there were no illness or injuries, then society’s health
care costs would theoretically be zero. For example, heart disease accounts for
approximately 760,000 annual deaths and $28 billion in direct medical expenses.3
Almost 300,000 coronary by-pass procedures are performed annually, each at a
cost of $30-$50,000.12-l3 Theoretically, preventing these procedures alone would
save over ten billion dollars-half the annual federal expenditures for public
health.

Unfortunately, public health, and health education as a fundamental com-
ponent of public health, have received minimal attention and funding throughout
the years. What is also unfortunate is that the figure has changed little over the
years. Twenty years ago, about 92% of the federal health care dollar was spent
for medical treatment, 4 to 5% was spent for biomedical research, 2 to 2 1/2%
for preventive health measures, and less than 1/2% for health education.6 While
there are no data that permit comparison of national expenditures for health
education, federal public health expenditures have grown from 1.5% of the 1960
budget (or $400 million) to 3.3% (or $22 billion) of the 1990 budget. (See Figure
2.) Assuming expenditures on health education grew proportionately, we can
estimate that they have risen from 4/ l0th of a percent to 7/ l0th of a percent .1 4

Despite the relatively low amount of expenditures for prevention and public
health, as a nation we have improved our health. The life expectancy in the US
has increased from less than 50 years in 1900 to a record high of 75 years in
1992. 15 Death rates and infant mortality rates are declining. Yet much of these
improvements in health status are attributable to public health activities (e.g.,
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Figure 2. National health expenditures, 1960-1990.

the provision of safe water, sewage disposal, and the control of infectious diseases
through immunizations), not medical care. 16-11

In spite of these improvements, there is much work to be done. About half
of the 2.2 million deaths which occur in the US every year are potentially
preventable.’ In looking at the leading causes of death, health education has
been demonstrated to be effective at reducing risk behaviors associated with
each of them. 18 (See Table 1.)

Likewise with the three health goals for the year 2000-1) increase the span
of health life for Americans, 2) reduce health disparities among Americans, and
3) achieve access to preventive services for all Americans-health education

should, can, and does play a role in each of the goals.13.19 And in each of the
22 priority areas, health education plays a major role in 13 of the 22, a minor
role in 8, and one could argue that Chapter 8, &dquo;Educational and Community-
Based Programs,&dquo; is health education. (See Table 2.) Thus, Chapter 8 recognizes
the critical function of health education and health promotion in building the

Table 1. Top Ten Leading Causes of Death
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Table 2. Role of Health Education in the Priority Areas of the Year 2000 Objectives

public health infrastructure to achieve the year 2000 objectives. Continued prog-
ress, however, requires resources. We must advocate for this support, for it is
these expenditures that may be the most cost-saving.

Improved Quality of Care

The third principle of the new Health Security Act is to improve the quality
of health care. It creates standards and guidelines, reorienting quality assurance
programs to measure outcomes rather than regulation; provides consumers with
information about the quality and costs of health care plans; increases the na-
tional commitment to medical research, primary and preventive care; invests in
public health, and enhances opportunities for non-physician providers.

Specifically, the plan addresses eight points:

1) Health plans are to be held accountable for delivering appropriate, quality
care.

2) Regular surveys of consumer satisfaction will be used to measure health
plans.
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3) Useful and easily understood information about quality and cost will be
published regularly to allow consumers to make informed choices among
health plans.

4) A special funding mechanism will be developed in order to strengthen the
role of academic health centers in research, training, and specialized care.

5) There will be increased investments in medical research in order to advance
medical knowledge.

6) New incentives will be developed to encourage physicians to choose pri-
mary care as the focus of their training.

7) Expanded funds will be available for education and new federal action will
help remove artificial barriers that hinder the practice of nurses and other
professionals.

8) There will be increased investments in public health and medical research,
which will improve health protection for all Americans.

Nearly all of these points provide an opportunity for health education. Not
only can health education specialists educate consumers about what is appro-
priate and quality care, our training and emphasis on &dquo;knowing our audience&dquo;
makes us ideal researchers about consumer satisfaction.2° The new plan calls for
technical assistance and training on quality assurance-another responsibility
familiar to health educators. Likewise, there is an excellent opportunity for the
profession to develop and disseminate health education materials about the
quality and cost of health plans. And we have extensive expertise in SOPHE,
as reflected by the many years of experience of our members, some of whom
are leaders in this field.

Health research initiatives focus on two areas, prevention and health services
research-both areas within our expertise and training. It appears that research
opportunities will exist in: health behavior, information processing, health care
utilization, and patient treatment choices. In addition, the plan calls for improved
&dquo;behavioral and social approaches&dquo; to prevention and treatment; research on
cultural and other barriers to health care access; and increased understanding
of reaching urban, rural, and other underserved or disadvantaged populations.’

The plan also states that there will be new investments in order to support
training for &dquo;other health professionals,&dquo; and proposes federal action to help
remove artificial barriers to practice that hinder nurses, social workers, and
other &dquo;non-physician providers.&dquo; As health education specialists, we need to be
seen, and reimbursed, as one of these &dquo;non-physician providers.&dquo;

Increased Choice for Consumers

The next part of the Health Security Act focuses on administration of the
system and the options offered to consumers. It holds to the principle of pre-
serving and increasing choices of health care plans. This part of the plan addresses
the individual right to choose health care providers; increases choices of health
plans; brings competition to health care; and increases options for long-term
care. In addition to the practice and research opportunities already discussed,
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health education specialists can play a key role in helping consumers make
informed decisions regarding their selection of health care plans.

Less Paperwork and a Simpler System

The fifth principle of the Health Security Act, which has little implication for
health education, is streamlining the system. This part of the plan gives everyone
a Health Security card; requires a single claim form; ensures a comprehensive
benefits package; streamlines reimbursement to health care providers and or-
ganizations ; and simplifies obtaining and negotiating for insurance.

Responsibility from Everyone

The last principle of the Health Security Act is responsibility. This part of
the plan asks everyone to contribute. It proposes new standards and penalties
against fraud and abuse. It asks pharmaceutical companies to voluntarily control
prices; emphasizes preventive care; and reforms malpractice. While the plan
clearly proposes system-wide changes, it also asks each individual and each family
to be responsible for protecting and promoting health and contributing to the
cost of care.

Responsibility should be a fundamental component of health care reform. At
the same time, we must guard against the tendency for blaming the individual.
This can be a way of absolving the health care system of any responsibility, as
well as closing off other levels of intervention, such as social, political, and
economic changes. Holding the individual responsible for the cause and cure of
health problems also allows policy-makers to ignore the more difficult, but
arguably more significant issue of the social environment. It is this environment
which both creates some lifestyles and inhibits adoptions of others.

Health is as much an individual responsibility, as a medical, and social re-
sponsibility. We must recognize that most influences on health lie beyond the
reach of the health care system. Public health has the potential to promote
actions towards improving aspects of daily life that are the real precursors to
health. Yet only one of 30 sections of the HSA focuses on core public health
functions-the remainder focus directly or indirectly on medical care. A system
that ensures health care for all persons cannot succeed unless it addresses health
in a comprehensive fashion. Health care reform needs to be integrated with
public health reform, resulting in what has been called &dquo;health reform. 112 As
such, health reform must focus and attempt to alter the broader economic,
political, and structural components of society that produce poor health.22

The health system must be developed and financed so that the structure
outside of the clinical care system can be successful. Support for core public
health functions, including health education, should be integrated into these new
reforms, and support for these services should be given the same kind of attention
received by our health care system. The responsibility for health should be shared
by all segments of society, not only by the health care industry, but our schools,
our places of work, and especially in our communities. Public health and health



19

education can and should be part of what needs to be a multi-sectoral approach
that looks at the social, economic, and environment issues that impact health.

HEALTH EDUCATION

Health education has often been unfairly stereotyped as a pedagogical model
in which information flows from the teacher to the recipient. This is even evident
in the fact that the plan calls for health education &dquo;classes.&dquo; If health education
ever followed a pedagogical model, it is not manifested in previous or contem-
porary definitions. Twenty years ago, the major professional organizations de-
fined health education in SOPHE’s Health Education Monographs as a &dquo;process
with intellectual, psychological, and social dimensions relating to activities which
empower people to exercise more control over their personal, community, and
environmental health and well-being. &dquo;23
A more recent description of our profession is as follows: &dquo;... health edu-

cation has evolved, not only to reflect changing patterns of health, but also to
reflect our growing understanding of the social and environmental factors that
influence health. In this context, health education is concerned not only with
the health behavior of population groups, but also with the living and working
conditions that influence their health. Thus, health education is an indispensable
means for every society to assure that its people develop the personal and
collective understanding and skills they need to attain healthy lifestyles, healthy
public policies, and healthy communities.&dquo;24

As health education specialists, we practice in multiple settings. Some of these
settings are explicitly and implicitly referenced in the Health Security Act. I

would like to conclude by examining why health education in all segments of
society are important in health reform.

Health Education in Medical Care Settings

Health maintenance organizations (HMOs) may have been among the first
health care organizations to employ health educators.25-27 Their previous and
still current responsibilities include a long list of activities that can improve
overall quality and efficiency of any health care reform strategy. For example,
health educators can: educate members about the plan’s procedures, operations,
and services; create activities and incentives to encourage use of services by
high-risk members; educate patients about medical procedures and therapeutic
regimes; conduct inservice training and consultations for other providers about
behavioral, cultural or social barriers to health; promote more self-care; develop
activities to improve participation in the clinical process (e.g., adherence to
preventive and therapeutic regimens, appropriate treatment choices); encourage
member participation and involvement in advisory, policymaking, and other
voluntary service roles; and educate the members to protect, promote or main-
tain good health, and reduce risk behaviors. 27-30

Health education can contribute to health care reform goals either separately
or as an integral part of other services. Benefits of integrating health education
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into the new health care system may include: appropriate use of preventive and
health care services; decreased overuse and under use of the system; adoption
or maintenance of protective health practices that reduce demand on health
services; enhanced member participation, satisfaction, and enrollment; improved
communication and cooperation of various providers of health services. 27,31-33

The US Preventive Services Task Force found that counseling and patient
education addressing personal health practices are among the most effective
interventions available for reducing the incidence and severity of the leading
causes of disease and disability in the US.34 Yet many physicians may be un-
comfortable with counseling and educating patients about prevention and mo-
tivating behavior change.35 And in an era in which costs are being scrutinized,
these services can be expensive. Health care reform calls for using non-physician
providers. As health education specialists, we need to be included as part of the
health care team.

Health Education in Schools

School-age children constitute some 25% of the American population and
the vast majority are currently enrolled in school. Thus, schools offer an excellent
access point to some 46 million youth. 16-17 Unfortunately, all too often school
health education is considered non-essential, receiving little, if any, attention in
the school curricula. Currently, many school-age youth are at risk for sexually
transmitted diseases, unintended pregnancy, and serious injury. Many more are
adopting behaviors such as tobacco use and high fat diets that will contribute
to chronic diseases and premature death in adulthood.38-19 As the youth of today
will be the parents, citizens, and leaders of tomorrow, they must be educated
about health in order to ensure their own well-being, as well as the future well-
being of their families and communities.

Recent research shows that our youth lack sufficient health knowledge and
decision making skills in key areas such as AIDS, injury prevention, violence,
suicide, substance abuse, STDs, consumer health, and nutrition. Unfortunately,
the study’s findings were similar to findings from the School Health Education
Study in the 1960s suggesting that little progress has been made in nearly three
decades.4°-a’

Yet research on school health education programs clearly shows that planned
and sustained school health education programs do make a lasting impact on
attitudes and behaviors. Comprehensive health education programs are designed
to directly influence those health risk behaviors (e.g., tobacco use, alcohol and
other drug use, sexual behaviors related to HIV, other STDs and pregnancy,
behaviors related to intentional and unintentional injuries, nutrition and physical
activity) that cause the greatest morbidity and mortality. 42-45

The Clinton plan specifically addresses the delivery of clinical services through
school-based or school-linked sites and &dquo;comprehensive health education in high-
risk schools.&dquo;’ While commendable, we need to call for funding for compre-
hensive health education in all schools.
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Health Education at the Worksite

Some 120 million people make up the American workforce. Most spend a
major part of their day, 30 to 50% of their waking hours, at work.’3 Over the
years, the cost of health insurance for businesses has increased steadily, and
now consumes up to 30% of after-tax profits. Yet up to 30% of all employee-
paid health care costs are estimated to be due to unhealthy lifestyle habits. The
workplace can be a logical and convenient site for health promotion programs
for many reasons: health promotion programs are already widely distributed
throughout America’s business community; sponsorship by the employer can
encourage participation and affect perceptions of quality; larger workplaces
permit economy of scale with lower cost per individual; and the worksite provides
a convenient setting for education, support, and health promoting facilities and
services.46-47

Worksite health promotion activities typically include such activities as: health
risk assessment; hypertension control; smoking cessation; nutrition education,
healthy eating and weight control; stress management; physical fitness programs;
substance abuse education; and various screening programs. 46 In a 1992 national
survey of businesses with 50 or more employees, 81 % have at least one of these
activities .41 The news is encouraging, as we have already achieved worksite
related objectives addressing physical activity and fitness, alcohol and drug pol-
icies, and occupant protection policies. Yet, this most recent survey shows prog-
ress needs to be made in the remaining six areas. 18

Evaluation of worksite health promotion programs has shown many positive
outcomes, including improved health status (e.g., blood pressure control, cho-
lesterol and smoking reduction, obesity control), reduced health care costs,
reduced insurance premiums, more appropriate health care utilization, and de-
creased work absenteeism. 49-11

There is concern however, that businesses will no longer offer health pro-
motion activities. In the past, incentives have included lower rates on insurance
premiums. Health care reform should ensure that this channel for promoting
healthy lifestyles is neither undermined or diminished. Health promotion at the
worksite must be sustained-if not strengthened-to ensure that health care
reform succeeds. As recommended by the Association for Worksite Health
Promotion, the Clinton team should be urged to consider providing tax incentives
to businesses with health promotion activities. 16

Health Education in the Community

The Alma Ata Declaration stated that &dquo;people have the right and duty to
participate individually and collectively in the planning and implementation of
their health care ... that real community participation implies a sharing of
power and responsibility ... not simply telling people to do what health and
social service professionals felt they ought to do. &dquo;57 This in essence is community
health education.
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Community health education is an approach where the community identifies
its ’own problems and needs, draws upon its own problem-solving ability and
mobilizes its own resources to develop and implement strategies for ameliorating
the situation. 58 Inherent to the approach are empowerment, participation, com-
munity organization, and coalition building.&dquo; Collective action is stimulated by
establishing networks and partnerships with the broadest possible spectrum of
public and private organizations and interest groups (e.g., churches, businesses,
social service, and community-based organizations). The community’s material
and human resources (e.g., personnel, time, money, goods, services) are har-
nessed and channelled into an array of interpersonal, group, and mass com-
munication strategies aimed at attaining the goals identified by the community.
Because individuals and community have an investment in the outcome, com-
munity health education generates a strong sense of empowerment, ownership,
and continued responsibility for the program, which is often matched with suc-
cess. In fact, this is the backbone of what community health, and most of
SOPHE’s members, have to offer.

In a society that has come to expect and maybe even demand &dquo;instant&dquo; cures
and answers, the relatively slow process of community health education may go
unnoticed, or worse, unsupported. Yet community health education can have
powerful and lasting effects. Controlled, long-term, large scale community health
projects (e.g., the North Karelia Project, the Stanford Three Community
Project, the Minnesota Heart Health Program, and the Pawtucket Project) has
shown that risk factors can be changed, and morbidity and mortality can be
reduced.59-63 Furthermore, community health education can promote a com-
munity’s problem-solving abilities and lead to a decline in its social problems
(e.g., homelessness, suicide, alcoholism)-the very problems that contributed
to the community’s ill health. The professional health educator working with
the community, can be an important change agent, empowering people to make
a difference in their own lives, and improving their quality of life.2a,6a

Community health education is only tangentially addressed in the Clinton
plan, and the responsibility appears to fall to state and local governments. In
giving them the responsibility, there must be concurrent fiscal and philosophical
commitment to build the infrastructure to support these programs.

CONCLUSION

In conclusion, we must find ways to contain and even reduce the ever-in-
creasing portion of our resources that we spend to treat preventable injuries and
illness. Without such an effort, the cost of health care in the county will continue
to overwhelm us. Health reform provides new opportunities to invest in pre-
vention, public health, and health education. This is preferable to paying the
much greater economic and social costs of disease and injury.

As President Clinton stated, &dquo;prevention saves money and improves people’s
health. &dquo;4 What I’d like to assert is that prevention includes health education-
not only in medical care settings, but in schools, at worksites, and in the com-
munity. And health education in these settings can help create supportive en-
vironments that make &dquo;healthy choices&dquo; the &dquo;easy choices. &dquo;6s



23

The International Union for Health Education and World Health Organi-
zation’s position paper on health education states: &dquo;... the few things we can
do today and in the future to promote and protect health have more to offer
than health education; this holds true in every part of the world. To realize this
potential, each country must assure that its population has access to effective
health education: well-conceived, robust programmes, designed with the par-
ticipation of the people served, carried out by trained persons in health and
other sectors, and reinforced by supportive public policy.&dquo;&dquo;

I hope the Clinton health care reform team will agree. SOPHE, as the only
autonomous organization representing health education, has made a commit-
ment to find ways to influence the role of health education in health reform.
The health challenges we face, the interventions required to deal with them,
and the social reform before us, all point to health education as part of the
solution. We need to seize this opportunity.
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