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Practice Is the
Purpose of
Public Health 

All who work in public health
share this common goal: to pre-
vent disease and promote health.
So universal and so worthy, this
goal is claimed by government
agencies, research institutes, aca-
demic departments, community-
based organizations, nonprofit
foundations, and health care in-
stitutions. And their claims are
not empty—all contribute to ad-
vancing public health.

But not all will claim the man-
tle of “public health practitioner.”
In this editorial we reflect on the
work of public health practition-
ers and consider how the Journal
might more effectively capture
and acknowledge their efforts.
We are concerned that the pub-
lished literature—including work
published in the Journal—does
not adequately document the ac-
tual experience of the public
health practitioner. We care
about this for 2 reasons. First,
documentation of practice expe-
riences should contribute to the
evidence we draw upon to plan
our activities. Second, public
health practitioners form the ma-
jority of public health workers,
and these pages should reflect
their endeavors. 

WHO IS THE PUBLIC
HEALTH PRACTITIONER?

Who is the public health prac-
titioner? The public health practi-
tioner is the person who con-
ducts the daily work of public

health on the front lines of fed-
eral, state, and local health de-
partments. Defining the daily
work of public health is not an
easy task, because it is so varied.
A police department enforces the
law. A parks department over-
sees the parks. Both evoke clear
images of practical work that
matches their missions. But
“doing public health” is less clear.
The New York City Department
of Health and Mental Hygiene,
among others, tries to present a
complete picture of its work by
listing its activities from A to Z.1

What does public health prac-
tice comprise? Birth certificates
are issued, day care facilities are
certified, mosquitoes are sprayed,
pests are controlled, restaurants
are inspected, people with sexu-
ally transmitted diseases are
treated, and so on. Each day
across the United States, from
birth to death, at work, school,
and play, the lives of people are
touched by the labor of public
health practitioners. And through
their activities, these practitioners
make our lives healthier and
safer.

Such an expansive catalogue
of activities ought to be seen as
exciting as well as important. Yet
government health departments
are often characterized as lacking
vision, as being limited in innova-
tion and having insufficient pas-
sion to rally commitment to
public health. The drabness asso-
ciated with bureaucracy and con-

formity color both professional
and public views of health de-
partments. Rather than the head
and hands that guide the public
health agenda, the public health
practitioner is seen as the hands
alone. In this view practitioners
do little to define public health
priorities. Their activities follow
mandates, as laid down by laws,
codes, and regulations. Work is
directed by the legislature, not by
the data. While acknowledging
the importance of daily public
health work, those who pursue
the goal of improving public
health in university, research,
and community settings often
equate public health practice
with drudgery.2,3

WHO CONDUCTS THE
CORE FUNCTIONS OF
PUBLIC HEALTH?

Health departments endure
perennial budgetary and adminis-
trative constraints. Programs are
underfunded; staffs are under-
paid. But tight budgets and re-
cruiting challenges are only part
of the problem. Also at issue is
whether the entire range of what
are often called “essential” or
“core” public health services ap-
propriately reside in health de-
partments.4 Broadly, these activi-
ties can be grouped under the
headings “assessment,” “policy de-
velopment,” and “assurance.” The
activity list generally includes 10
major subheadings: (1) monitor
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health status, (2) investigate
health hazards, (3) inform and
educate the public, (4) mobilize
community partnerships, (5) de-
velop policies to support health
goals, (6) enforce laws and regu-
lations, (7) ensure a competent,
skilled health workforce, (8) pro-
vide links to health services,
(9) evaluate programs, and
(10) conduct research. 

Taxpayers’ dollars support all
these activities, but often it is not
state and local health departments
that oversee, conduct, and coordi-
nate them. Health departments do
not have the funds or the capacity
to attend to all the functions
deemed “essential.” Surveillance,
outbreak investigations, some
clinic services (such as treatment
of sexually transmitted diseases
and tuberculosis), and enforce-
ment of public health laws and
regulations stand out as the func-
tional “essential services” of
today’s public health practice.
These services, which may be re-
quired by law, have withstood
budget reductions, but other ac-
tivities on the list have lost out.
For too many health departments,
limited capacity and resources in
areas such as policy development,
community mobilization, program
evaluation, and research hamper
the pioneering spirit of public
health practice. The roots of
drudgery are grounded in the fail-
ure to secure and fund a publicly
coordinated agenda for essential
public health functions, whether
or not it is health departments
that carry these out.

These challenges notwithstand-
ing, the transformation of health
departments in the past 75 years
has been monumental. When
public health departments were
established, control of communi-
cable diseases and environmental
sanitation dominated their activi-
ties. The public health legislation

that guides health departments
today has its origins in that era.
The pioneers of public health
practice spoke out vigorously
about the squalid conditions that
threatened all residents and advo-
cated policies and programs to
address these conditions. As the
leading causes of death shifted to
cardiovascular diseases and can-
cer, public health practitioners
pointed to the need for research
to identify effective intervention
strategies. What followed was a
shift from practice to research.
Epidemiological studies verified
the importance to individuals of
quitting smoking and maintaining
a healthy weight. Randomized
clinical trials demonstrated that
lowering blood pressure and
blood cholesterol could reduce
premature mortality. 

WHY ISN’T MORE
RESEARCH TRANSLATED
INTO PRACTICE?

Health departments have taken
up the challenge of translating
more research into action. Legis-
lation that limits exposure to sec-
ondhand smoke has been vigor-
ously promoted and backed by
the authority of health depart-
ments. Today, the evidence of a
tidal wave of obesity is prompt-
ing health departments to speak
out again. In the words of Her-
mann Biggs, general medical offi-
cer for health for New York City
in 1911, “These conditions and
consequently the diseases which
spring from them can be re-
moved by better social organiza-
tion. No duty of society, acting
through its governmental agen-
cies, is paramount to the obliga-
tion to attack the removable
causes of diseases.”5

In many cases, what to do is not
at issue; rather, the question is how
to translate research into practice.

Here the distinction between aca-
demic public health institutions
and government health depart-
ments has become blurred. Acade-
mic institutions undertake efforts
to test various strategies to deliver
proven interventions. Health de-
partments seek to implement re-
search findings and evaluate their
effectiveness. Intervention research
shares many of the characteristics
of service-oriented programs.
A key distinction is that an aca-
demic project rarely becomes insti-
tutionalized in academic settings.
The success of a program in an ac-
ademic setting is measured by suc-
cessful implementation, careful
analysis, and publication of find-
ings. The sustaining of programs is
left to health departments, where
success is measured by improved
health outcomes.

HOW CAN MORE PUBLIC
HEALTH PRACTICE
WISDOM BE PUBLISHED?

Researchers turn to practition-
ers to convert their interventions
into ongoing services. But the
published record documents little
of the practical experience of
program building. Information
conceived only as numbers de-
nies the rightful place of wisdom
and experience in the published
record. The knowledge base
needs to include shared experi-
ences and observations about
making programs work. Such rel-
evant information needs to be
based in theoretical concepts and
on real-life models, and it needs
to be written so that other practi-
tioners and community partners
will be able to understand it
without advanced training.6

It is the intervention efforts of
academia that most often find
their way into print and thereby
into the public record of practice.
While it is often health depart-

ments that are tasked to convert a
research-based intervention pro-
gram into a sustainable service, lit-
tle is ever recorded of how this is
done. Like academics, health de-
partments record numbers but are
far less likely to record program-
matic experiences. This is a great
loss, for few ideas are entirely
new; many are “old wine in new
bottles” and often past experience
is relevant to contemporary inno-
vation. The institutional memory
of a health department often re-
sides in its long-serving employees,
a risky archive given the growing
mobility of the workforce. 

Best practices contribute to un-
derstanding what works in public
health. Wisdom gained through
reflection on experience (what
worked, what didn’t, and why) is
not the same as anecdote. Simply
documenting “best practice” may
not capture what practitioners
thought would work, on the basis
of theory and experience, but
failed in practice. It is as impor-
tant to future programs to de-
scribe what did not work as to
describe what did work. To
change disease patterns, we need
sustained interventions that are
delivered in real time, that is,
after the research is over. The
voice from the field is essential. 

Our intent is to encourage
public health practitioners to
speak out on compelling issues
and to submit papers about their
programs, projects, and processes
to the Journal. While we cele-
brate the work of practitioners,
we also want to ensure that their
wisdom becomes part of the pub-
lic health record. And so, the
members of the Journal’s edito-
rial board and editorial team in-
vite you to join us at a special
session of the American Public
Health Association’s Annual
Meeting, “Promoting Public
Health Practice in the Journal,”
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on Monday, November 17, at
10:30 am (session 3097, MCC
room 302). Together, we aim to
translate the ideas presented in
this editorial into action.

Gabriel N. Stover, MPA, 
and Mary T. Bassett, MD, MPH
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A Role for
Public Health
Research in
Shaping
Adolescent
Health Policy 

Policy directed at influencing so-
cial and environmental determi-
nants of health is an increasingly
important component of success-
ful community-based health pro-
motion. A challenge in crafting
effective policy is to achieve a
balance between sound science
and political pragmatism that
meets the needs of populations
throughout the life course. Poli-
cies directed at adolescents may
be particularly effective, as fac-
tors outside the home become in-
creasingly important at this stage
of development in shaping be-
haviors known to affect health,
including smoking, eating, and
sexual practices. Translating ap-
plied research into appropriate
and effective policies has the po-
tential to improve the health and
lives of entire cohorts of adoles-
cents and may carry over into
later stages of their lives. Unfor-
tunately, limited time, funding,
and training can relegate policy
implications and development to
little more than an afterthought
in most public health research.

While the evaluation and re-
search results featured in this
month’s forum on adolescent
health are significant contribu-
tions, notably absent are mean-
ingful policy papers that highlight
the inadequacies of current ado-
lescent policy, present informa-
tion that is useful to policymak-

ers, and advance the scientific
awareness of policy develop-
ment. Many aspects of adolescent
health call for policy discussion.
Access to health care and absti-
nence education are 2 areas in
particular in which consistent
empirical and programmatic find-
ings ought to be better reflected
in policy.

ACCESS TO AND QUALITY
OF CARE

Adolescents are more likely
than younger children to be
uninsured. Uninsured adoles-
cents are 5 times as likely to lack
a usual source of care and 4
times as likely to have unmet
health needs as their peers with
insurance.1 Some progress has
been made in addressing these
disparities. Since 1997, the num-
ber of states providing Medicaid
and State Children’s Health In-
surance Program (SCHIP) cover-
age to poor adolescents has dou-
bled, and a subsequent increase
in the number of adolescents en-
rolled in Medicaid and SCHIP
has been demonstrated.2

Ensuring quality health care
for adolescents extends beyond
providing them with insurance
coverage. We still have a long
way to go in meeting their partic-
ular care needs, the development
of preventive care guidelines for

adolescents notwithstanding. A
recent national survey of school
health programs and policies
found that smoking cessation ser-
vices, identification of and coun-
seling for eating disorders, HIV
testing and counseling, and iden-
tification or treatment of sexually
transmitted infections (STIs) were
provided by schools in fewer
than 15% of states.3 Klein et al4

have successfully improved qual-
ity of adolescent care through
community-based health promo-
tion initiatives and provider edu-
cation programs. These initial ef-
forts need to be broadened if
access to and quality of care for
adolescents are to be further ad-
vanced through state and local
level policy initiatives.

ABSTINENCE EDUCATION

The risk of acquiring an STI is
highest during adolescence, and
about half of all new HIV infec-
tions occur among individuals
younger than 25 years. As re-
cently as July 2003, more than
$15 million was awarded to com-
munities for the development
and implementation of absti-
nence education programs.5

Moreover, $50 million appears in
President Bush’s fiscal year 2003
budget for mandatory funding of
abstinence education grants to
59 states and jurisdictions,6 de-


