A Message from the Editor
They may be generally ignored, but disparities in health
in our pluralistic society are readily apparent to all but
the most insulated among us. They can be predicted
reliably by demographic factors such as race, ethnicity,
and socioeconomic position. Indeed, we are surprised
when we do not ﬁnd that race or ethnicity is a risk
factor for a prevalent disease. When knowledge and
efﬁcient tools exist to prevent and treat diseases but
there is no political will to further the cause of optimal
health for all citizens, we are left with what we have
now: an intolerable situation for the most disadvantaged, and incredibly, mediocre attention to health
for even the most privileged.
Change is the only certainty. The incongruities of a
public health system that serves people differentially
leads to instability of the system. Our public health
system is ripe for manipulation by special interests,
which will inevitably further distort conditions
So while change is a certainty, improvement is not.
There is little reason to expect that things will improve
any time soon. This is evidenced by the virtual absence
of progress in addressing basic inequities during the
economic boom of the 1990s. Sadly, during a time of
unprecedented economic growth, disparities widened
and the rate of poverty rose among children, the most
vulnerable segment of our society.
So what should we do? Our ﬁeld of work requires
us to continue developing strong and scientiﬁcally
based arguments for public health action. Using sound
epidemiologic techniques, we will persist in ferreting
out the multi-causal dynamics that lead to unacceptable health disparities. We will develop hypothetical
models to address the problems and subject them to
unbiased analysis. And we will test them over and over
again, until we arrive at credible solutions that can be
used to persuade and institutions that public health
resources are resources well spent.
From publicly planned and operated sewers to clean
food to vaccination programs, from pollution prevention to controlling job hazards, ensuring the public’s
health is an incremental and sometimes painful process. Working for health parity is as important and
righteous a struggle as any of the public health ﬁghts
that have previously been fought and won. Although it
will take time and great effort to develop the evidence
necessary to “prove” what sometimes seems self-evident,
I believe this ﬁght can and will be won. Then we will
only have to deal with the shame and embarrassment

before our children and grandchildren when they are
aghast at how substandard housing, inadequate medical care, poor education, and environmental pollution impacted our most vulnerable peoples, and were
tolerated in our day.
In the previous issue of Public Health Reports (Volume 116, Number 5), we examined some of the determinants and effects of disparate health status. The
authors wrote about the causes and pervasiveness of
the problem and suggested some solutions. It became
apparent to me as I read the collection that there are
no readily available solutions that we can pull off the
shelf. Each situation seems unique. Even when communities share common problems, uncommon permutations are present. A solution designed for one
community might well be antithetical to another. Still,
ﬁnding models that have promise is a starting point.
In this issue, guest edited by the Association of Schools
of Public Health and sponsored by the Public Health
Practice Program Ofﬁce of the Centers for Disease
Control and Prevention, Public Health Reports continues to search for the causes of health disparities with
an emphasis on practical public health approaches.
Toward that end, in this issue of PHR, Ruth
Kirschstein and John Rufﬁn make “A Call to Action”
on behalf of the community of scientists and health
care providers. They describe the need for a coherent
approach to the problem of health disparities and the
response that the National Institutes of Health have
made. Ed Baker and colleagues describe the promise
of community-based partnerships, through which the
results of research into effective interventions is translated into practice. Sandro Galea et al. write on the
experience of the Urban Research Center at the Center for Urban Epidemiologic Studies, describing the
progress in bringing together community members
and researchers in Harlem, New York, to collaborate
on the identiﬁcation of public health priorities for the
community and design acceptable intervention programs. And Taylor et al. write about how one might go
about increasing community awareness of the beneﬁts
and limitations of screening in a high-risk population.
In all, more than a dozen groups of public health
practitioners and researchers active in addressing current, urgent issues that contribute to health disparities
have shared their insight and experience in this issue
of Public Health Reports.
I have sometimes been given the advice, during

Public Health Reports / November–December 2001 / Volume 116

䉫

503

504 䉫

A Message from the Editor

times of despair over the condition of things, that I
shouldn’t worry so much. Human beings are, after all,
wonderfully resilient and have been able to adapt to
most things thrown their way. I have always hated that
advice. It has always seemed to me that just because we
may become adjusted to an unhealthful situation, it
does not mean that we are healthy. I have always felt
that people who choose public health as their career
tend to think about the matter similarly. Rather than

learning to adapt to disparities of health that are related to race, ethnicity, or socioeconomics, they feel a
responsibility to correct such unhealthful situations.
When it comes to identifying the risk factors and rectifying the conditions that lead to disparities in health,
the struggle for improvement continues.
Robert A. Rinsky, PhD
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