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Creating Healthier Cities
Where Do We Go from Here? |

David Viahov, Sandro Galea, and Nicholas Freudenberg

A Framework for Urban Health

In this book and in other recent publications' we have proposed an ecological ap-
proach to urban health that suggests that the urban environment influences health
and behavior at multiple levels. The focus of this approach is on “urban living
conditions,” which are viewed as the day-to-day life circumstances of city dwell-
ers that can either promote or damage health. This approach views health in cities
as a function of individual factors influenced by local social (e.g., networks) and
physical (e.g., built) environments, including health and social services, which in
turn are influenced by municipal factors, including local government, civil society,
and market forces, national policies, and global trends, such as immigration, the
changing role of government, and economic globalization. This approach further
considers the connections between cities and their surrounding areas. This formu-
lation seeks to guide the urban health researcher or practitioner to an improved
understanding of the determinants of health of urban populations.

Alternative Perspectives in Urban Health

In the past few years, public health researchers have considered the urban envi-
ronment in its totality, and several frameworks have been proposed that describe
how features of urban living may affect population health. While some of these
frameworks are tightly focused on a single dimension, such as how features of the
built physical environment may affect population health,* our framework consid-
ers urban health in the larger context.! We suggest that the framework we present
in Chapter 1, which has guided this volume, illustrates the benefits as well as the
limitations of such conceptual approaches. One limitation of our model, however,
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is that it does not fully consider the range of perspectives or “lenses” that can be
used to examine how urban living influences patterns of health and disease. Here
we describe a few approaches that warrant further development: demographic, de-
velopmental, psychological, cultural, ethnic and racial, gender, and political.

Demographic Approach

Demographic shifts will change the composition of urban communities in the
United States in the coming decades, with important implications for health. De-
clining fertility and high housing costs for young families have already left some
cities with relatively few children. In contrast, as the “baby boomers” get older,
age distribution in the U.S. population is shifting upward. Cities, where a dis-
proportionate number of the elderly live, will play an increasingly important role
in shaping the health of an aging population. Unless health systems plan for this
growing population, however, their special needs may not be met. Immigration,
expected to increase in many cities in the coming decades, constitutes another de-
mographic shift that will affect the urban social environment, the health and social
service delivery systems, and housing and job markets. Key questions for urban
health researchers and practitioners planning for these changes include, How do
these shifts affect urbanization and urban development? What will urban popula-
tions look like in the future? and, What are the implications for the health of the
nation?

Developmental Approach

The cumulative influence of city living over a lifetime merits more attention. Al-
though cities provide a unique, culturally diverse, and enriching environment for
children, for example, urban air pollution and higher concentrations of environ-
mental contaminants challenge their health. In less wealthy nations, the deleteri-
ous effects of overcrowding and environmental pollution are exacerbated by under-
nutrition and greater risk of transmission of infection, particularly respiratory and
diarrheal diseases that contribute to childhood mortality. In large urban settings,
children are constantly exposed to varying amounts of assorted toxic chemicals
inside and outside the home. Many of these contaminants are suspected to be as-
sociated with developmental alterations.” Exposures in infancy can have long-term
risks.® In adolescence, urban environments may contribute to injuries, violence,
drug abuse, and the spread of sexually transmissible diseases, as well as obesity,
cardiovascular disease risk, and other*health problems related to life-style.® Cities
can also provide greater educational opportunities, higher levels of social support,
and perhaps more tolerance for alternative life-styles, offering urban adolescents
some developmental advantages as well as disadvantages.

The risks and benefits of urban environments change in adulthood and in old
age. As cities concentrate older people, “naturally occurring retirement commu-
nities” emerge, offering unique benefits and opportunities for targeted geronto-
logical services."® Urban health researchers who use a developmental perspective
recognize that the relationship between urban living and health is different at dif-
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ferent stages in a person’s life and in different historical periods. Developing com-
prehensive frameworks for understanding how city living affects populations at
different life stages in different eras can prov1de valuable insights into urban plan-
ning, health services, and health policy."

Psychological Approach

Researchers who use the psychological approach examine how city living influ-
ences cognition, emotions, and behavior and how cognition, emotions, and be-
havior in turn influence health. An examination of how the physical and social
environments can influence risk perceptions, attitudes, intentions, and individual
behavior change should look beyond the relation between characteristics of the
urban environment and mental disorder, discussed in Chapter 13, and consider the
extent to which the size, density, diversity, and complexity of cities can stimulate
alertness, information processing, and creativity and generate sensory overload,
inhibiting attention to the environment. An extensive body of scholarship has ex-
amined the role of stress and health.'>" The physiological studies of stress show
how mental perceptions can become embodied through hormonal and immuno-
logical routes that can then affect health.*'> Several researchers have hypothe-
sized that higher levels of stress in urban areas account in part ‘for the urban health
penalty, suggesting that psychological theories will need to inform both individual.
and community-level approaches to reducing stress or improving coping ability."®
'8 Creating urban environments that support mental health challenges urban plan-‘
ners, public and mental health professionals, educators and elected officials.'s

Cultural, Ethnic, and Racial Approaches‘

Another approach considers urban health through the lenses of culture, ethnicity,
and race and racism. There is ample evidence that persons of different cultures,
ethnicities, and races interact differently with their environments in ways that may
affect health. Recent studies have shown that being foreign-born is associated
with a lower likelihood of receiving preventive and treatment services in United
States.'9-2' This lower access to services, however, does not always translate to
worse health. There is an evolving literature on the “healthy immigrant effect,”
noting that for at least some immigrants, health is better than for long-term resi-
dents.? There is also a literature on the impact of acculturation, wherein the cul-
ture and habits of the country of origin are shifted to the country where immigra-
tion occurred. For Hispanics, the literature is mixed; in certain areas—substance
abuse, dietary practices, and birth outcomes—there is evidence that acculturation
has a negative effect and that it is associated with worse health outcomes, behav-
iors, and perceptions. In other areas, for example, health care use and self-percep-
tions of health, the effect is mostly positive.

Culture has a profound effect on health, influencing diet, sexual behavior, drug
and alcohol use, health care utilization, strategies for coping with stress, and so-
cial cohesion.?* Some dimensions of the influence of culture on health have been
explored. These include wariness of the health care system and government,? par-
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allel paths to preventive practices and alternatives to care among those of differerit
cultures,? %" the perception of discrimination,” and unintentional health provider
practices that discourage appropriate care.”** But few health researchers have at-
tempted to define the unique elements of urban culture and examine their impact
on health, to document cultural changes that result from new patterns of inter-
actions within cities and examine their associations with health, or to assess the
health consequences of cultural conflict within diverse, densely populated cities.
These challenges define the scope of a cultural approach to urban health.

In the United States, race has taken on a unique historical meaning and ques-
tions of race have dominated the history of public health since the days of slavery.®
Substantial bodies of literature documenting disparities in health and health care
between whites and African Americans.** In addition, researchers have docu-
mented the multifaceted impact of racism on the health of African Americans. -
To a great extent, racial disparities in health play out in cities, in part because Afri-
can Americans are concentrated in cities, and so too are inequalities in income. A
key challenge is to move beyond describing ethnic, cultural, and racial differences
and disparities to reducing them.

Gender Approach

A gender approach to urban health examines the different impact of cities on
the health of men and women. The experience of city living by gender is under-
studied.®® Gender is one of the most powerful influences on health, and men and
women experience urban living in different ways. For example, men and women
experience distinct patterns of violence and crime in cities.** In many urban
communities, young women are more likely to stay at home, care for other family
members, and experience depression and social isolation.* Low-income young
men in cities are more likely to work in the informal and illegal economies, sig-
nificantly increasing their exposure to unsafe working conditions and violence.*
In some immigrant urban communities, women experience their new situation as
providing additional educational, employment, and social opportunities, while
men may seek to hold onto the traditional roles and respect they may have experi-
enced in their country of origin.* These different experiences of urban living may
well influence physical and mental health. Gender also profoundly shapes HIV
risk, and some have argued that changing gender roles and expectations is a neces-
sary condition for HIV prevention.* Gendered analyses of city living can examine
each dimension of social influences—global forces, markets, government, civil
society—for their impact on health and inform the development of intefventions
and policies that promote gender equity and reduce gender disparities in health.

Political Approach

Politics shapes the health of urban populations by influencing who receives what
share of a city’s resources, as well as who gets to participate and who is excluded
from making decisions about the future. Earlier chapters of this volume describe
how the movement of the middle class to suburbs reduced the political influences
of cities and contributed to reductions in the post New Deal social programs that
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have benefited urban areas through the 1960s. Politics influences who moves in
and out of cities, and how local and national resources are allocated between cities
and other areas and between health and other purposes.“ Politics shapes the ability
of public health officials to achieve their objectives and can strengthen or weaken
the social movements that fight for improved working conditions.*”* Despite its
importance to health, with a few notable exceptions,”* health researchers have
rarely studied urban politics systematically and urban political scientists have only
occasionally studied health. Creating a body of knowledge and a research agenda
that examines the influence of politics on the health of cities could make an im-
portant contribution.

Studies based on these approaches can contribute unique insights into how
city living affects health, and these insights can be used to design interventions
to improve the health of urban populations. We hope that our summary will lead
to critical examination of the value and limitations of different approaches and
contribute to an integration of these approaches that will inform new conceptual
models.

Tensions in Urban Health

The chapters in the book identify recurrent tensions that inform the consideration
of the lenses as introduced here, suggest directions for future research, and illus-
trate the complexity of developing a science and practice of urban health. These
include tensions between fundamental causes and proximate causes, between cat-
egorical interventions and comprehensive interventions, between behavioral and
medical interventions and social, economic, or political interventions, between
developing a universal model applicable to all urban situations and developing a
model that emphasizes the uniqueness of each city, between urban health advan-
tage and urban health penalty, between inner city and sprawl, and between deter-
minants of urban health that are inside cities and those that are outside.

Fundamental Causes versus Proximate Causes

Our model for urban health considers the conditions of urban living that are af-
fected by municipal, national, and global trends as proximate causes of individual
and community health. The social structures that distribute power, money, and
prestige, as Link and colleagues®** have noted, represent the fundamental causes
that underlie the proximate causes. We label these fundamental causes “enduring
structures.” In general, social theorists have called attention to fundamental causes,
while public health practitioners have taken a more pragmatic, although possibly
less effective, approach in attempting to modify the most identifiable proximate
cause, for example, individual behavior. While we do acknowledge the importance
of fundamental causes in our conceptual framework, future urban health research
will need to better integrate investigations of fundamental and proximate causes.
By viewing each as discrete concept, we preclude understanding of the pathways
and mechanisms by which the fundamental and proximate causes influence each
other. ‘
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Categorical versus Comprehensive Interventions

Categorical interventions are defined here as discrete activities that are usually fo-
cused on a specific disease outcome. In contrast, comprehensive interventions are
a combination of activities that seek changes across the levels of influence sug-
gested by the conceptual framework and often seek to affect multiple outcomes.
Since categorical interventions more easily fit the current scientific paradigm for
generating inferences on effectiveness, they are often easier to evaluate because
there is a discrete activity (e.g., a smoking-cessation program) with a specific out-
come (rates of smoking, number of cigarettes smoked). As noted in Chapter 14,
urban health researchers have developed methods to perform these types of evalu-
ations. In contrast, comprehensive interventions that simultaneously include dif-
ferent levels of activity (behavioral and medical as well as social, economic, and
political) and muitiple outcomes are more difficult to assess for causal inferences.
A key factor for generating inferences in the current scientific paradigm is the
ability to isolate replicable components that produce or predict outcomes. Within
comprehensive interventions, these components cannot be disentangled easily, and
the effects they produce may vary across settings and contexts. Furthermore, it
may not be the components themselves but rather the combination that is relevant
to producing the desired outcomes. While methods for evaluation and frameworks
for generating inferences are evolving for multilevel interventions, basic paradigm
differences for what constitutes inference remain.

Many public health practitioners and researchers continue to choose categor-
ical interventions not because they will be more effective but because they are
easier to launch and evaluate. Many comprehensive interventions lack supporting
evaluation studies not because they are ineffective but because they have not been
studied. Resolving these problems through the development of new methods and
more appropriate standards for determining effectiveness of different types of in-
terventions will help to advance the practice of urban health.

Behavioral and Medical Interventions versus
Social, Economic, and Political Interventions

Another debate among urban health interventionists centers on the relative value
and importance of behavioral and medical interventions and social, economic, and
political ones. Both approaches, however, are necessary and constitute an impor-
tant part of the public health armamentarium. The debate centers on the relative
importance of each within a portfolio of different interventions.

Campaigns for smoking cessation have used both approaches, emphasizing,
on one hand, nicotine-replacement therapy, cognitive behavioral interventions,
counseling, and use of antidepressants, and, on the other hand, changing norms
with the help of community-wide campaigns, taxation of tobacco products, or new
laws to restrict smoking in public places. Clearly, with this combined approach,
the proportion of the population who smoke has declined. However, the debate
about what constitutes the ideal mix of such approaches, and decisions about
which approach to favor are influenced by organizational, political, and financial,
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factors. To date, few researchers have proposed systematic approaches to resolv-
ing such questions.

To build on a second example, we can consider the epidemic of multidrug-
resistant tuberculosis, which was described in previous chapters. The problem was
widely attributed to infrastructure issues, where there had been reductions in fund-
ing for hiring, retaining, and training staff for tuberculosis clinics, resources for
housing the homeless, and care offered in other crowded clinics and jails.® Cat-
egorical interventions included directly observed therapy for tuberculosis and the
enactment of public health code that enabled the detention of nonadherent infected
individuals until the infection had been treated. This example shows that medical
and political actions (i.e., a multi-level intervention) were implemented, but only
enough to contain the immediate problem this limited approach could prevent the
resurgence of tuberculosis in the future. A more comprehensive approach would
include additional municipal and national funding for infrastructure, training, and
outreach on tuberculosis, extension of resources and health care for the homeless,
better housing for the poor, additional services within correctional facilities, and
efforts to link continuity of care from corrections to the community. In this case,
howeyver, the immediate outbreak of multidrug-resistant tuberculosis was handled
with a more categorical approach. Sustained efforts to maintain control of tuber-
culosis require a more comprehensive approach.

More recently, public health officials have devoted attention to the rising epi-
demic of obesity in the United States. Obesity is a risk factor for multiple diseases
(e.g., diabetes, hypertension), and its impact has been projected to be so serious
as to lead to a reduction in life expectancy in the United States.>* While numerous
approaches have been developed for individuals, including diet programs> and
even surgery, attention to community-level intervention is being recognized with
an emphasis on multi-level approaches.” > More “upstream” thinking has pro-
gressed to considering policy changes, such as urban redesign, taxes on junk food,
or more health-conscious institutional food programs to promote healthier eating
and more physical activity.” In contrast to the interventions that were implemented
to control tuberculosis, a wider array of sustained efforts will be needed to achieve
control of the obesity epidemic.

These three examples illustrate the factors that influence the selection of in-
terventions to achieve the appropriate balance between behavioral and medical
interventions and social, economic, and political ones. More systematic attention
to a process for making such decisions can help urban health officials to develop
an appropriate mix of intervention approaches.

Universal versus Context-Specific
Models for Urban Health Interventions

Another tension forces urban health researchers to choose between universal mod-
els applicable to all or many urban situations and those that emphasize the unique-
ness of a city, community or population. On one hand, a single simple model that
can guide interventions to manage or avert crises across cities has a strong ap-
peal. On the other hand, because every city has unique characteristics, any uni-
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versal formulation can be either too simplistic or too complex. Thus, developing
a systematic process for choosing the right place on the continuum of options that
separates these polarities can facilitate the development of more effective but also
more economical interventions to improve urban health. The discussion in Chap-
ter 10 of water and sanitation issues in developing world cities illustrates such an
approach.

Urban Health Penalty versus Urban Health Advantage

Our more recent work® has focused on considering the salutary effects of urban
living or the “urban health advantage,” a view that has not been the focus of re-
search on health in cities. The more historic and commonly held view is that cities
are harmful if not toxic environments for health. The term wurban health penalty
posits that cities concentrate poor people and expose residents to unhealthy envi-
ronments leading to a disproportionate burden of poor health. Another term that
has been used to characterize this approach is inner city health.%'-* The departure
of the middle class and jobs to the surrounding suburbs in the past several de-
cades within the United States as well as many other Western countries has led to
concentrated urban poverty, increased racial segregation, and diminished capacity
among cities to meet the needs of increasingly impoverished populations.* By the
late 20th century, U.S. and some European cities had higher rates than their re-
spective nonurban areas of HIV infection, substance abuse, mental illness, infant
mortality, asthma, and other conditions.®

Considering issues related to urban health within an urban health penalty ru-
bric draws specific attention to the poor health conditions that persist in many
inner cities.*> % However, this approach tends to equate “urbanness” with issues
of disadvantage, and urban health becomes synonymous with conditions among
the minority poor of the inner cities. In addition, this approach does not lead us
to consider the specific characteristics of cities that may be associated with poor
health, nor does it acknowledge that a multitude of factors (including, but not lim-
ited to poverty) accounts for urban population health.

Thus, emphasizing only the urban health penalty does not consider emerging
evidence that living in cities might also confer an advantage by exposing residents
to a salutagenic urban environment.*® An urban health advantage perspective em-
phasizes the health benefits of city living. In fact, it may not be useful to think of
the urban penalty and the urban advantage approaches as mutually exclusive. All
cities have characteristics that both promote and harm health. The health status of
a given urban population can be viewed as the sum of the urban advantages minus
the sum of the penalties. Research, interventions, and policies that maximize ad-
vantages while minimizing penalties can contribute to the goal of healthier cities
for all.

Inner City and Sprawl

More recently, health researchers have shifted their focus from the health conse-
quences of inner cities to the health consequences of “urban sprawl,” the diffusion
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of urban populations outside central cities.¢ Motivated by the rapid suburbaniza-
tion of U.S. and European cities in the past decades, this approach highlights the
adverse health effects of urban growth into outlying areas. These include increas-
ing automobile pollution and accidents, sedentary life-styles that contribute to the
rise in obesity and diabetes, increased social isolation, and the breakdown of so-
cial capital.5¢-67

Although the distinction between cities and suburbs is relevant for considering
the impact of different environments, this distinction draws attention away from
the relationship and interconnectedness of city and suburbs. For example, many
suburbanites commute to the city for work, recreation, and cultural activities, and
specialized health care. Conversely, urban health problems such as HIV, substance
use, and violence commute to the suburbs, where public officials may initially lack
capacity to address these issues. These interconnections between populations and
problems suggest that a systems approach applied to metropolitan areas may yield
more useful insights. In addition, some observers question whether urban sprawl
is a new phenomenon and whether its adverse health consequences outweigh its
health benefits.5®

In sum, these tensions permeate much of the literature on urban health. In our
view, defining appropriate syntheses of these dilemmas and developing systematic
approaches to resolving such conflicts in particular contexts will help to advance
the field of urban health.

Next Steps: Toward a Science
and Practice of Urban Health

In the past decade, urban health has received renewed attention as an area for
research and intervention. In this volume, we summarize some of this work, es-
pecially as it applies to the United States. We believe there is a compelling case
for developing a distinct science and practice of urban health. Several trends—the
growing urbanization of the world’s population, the dominance of urban forms in
both developed and developing nations, and the unique impact of the urban en-
vironment on health and disease—create a new urgency for better understanding
and more effective efforts to improve the health of people in cities. The history of
the past two centuries shows that changes in urban living conditions can lead to
rapid and significant changes in health, additional support for our thesis that health
interventions to modify living conditions promise improvements in global health.
In our view, urban health does not necessarily require the creation of a new
discipline. Instead, a transdisciplinary approach,® " in which researchers com-
bine the methods and disciplinary perspectives of many fields to develop theories,
concepts, and methods uniquely situated to the subject of study, in this case the
health of urban populations, may be appropriate. As several authors in this volume
suggest, among the recent fields of inquiry that can contribute to the science and
practice of urban health are studies on the social determinants of health, on the
impact of the built environment on human health, on the causes and remedies for
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disparities in health, on the ecological causes and consequences of changes in liv-
ing conditions, and on methods of community-based participatory research.

In closing, we recommend several actions for readers who support the devel-
opment of a systematic science and practice of urban health. Such an agenda can
help to develop priorities for research and intervention and to coordinate the ef-
forts of the researchers, educators, practitioners, public health officials, advocates,
and others working to improve the health of urban populations.

Create Interdisciplihm*y Training
and Research Centers in Urban Health

The complexity of the urban environment and the multiple determinants of urban
health problems ensure that no discipline has a monopoly on research and inter-
vention. To build an interdisciplinary science of urban health will require creating
institutions that foster such efforts. To date, such centers have emerged in univer-
sities, health departments and other research institutions. Recent reviews or case
histories have described these experiences.”’”” More systematic study of the les-
sons from these units will help to improve their contributions.

In addition, in recent years, scholars from a variety of disciplines have be-
gun to make the process of inter- or transdisciplinary research a field of investiga-
tion.” 6 Some have applied transdisciplinary approaches to issues closely re-
lated to urban health, such as urban planning, active living, or tobacco control.®
78 Urban health researchers should join this dialogue and seek to develop research
processes that support integrating findings, methods, theories, and concepts from
different disciplines into a unique body of knowledge that can inform the study of
city living and health.

Redesign Training Programs for
Urban Health Researchers and Practitioners

Improving the health of urban populations requires a work force of practitioners;
managers, researchers, and policy makers with the requisite knowledge and skills.
Current professional training programs focus more on disease outcomes, popula-
tions, and techniques than on the characteristics of the urban environment that
contribute to health and disease. To prepare future urban health professionals and
researchers, academic programs will need to reexamine admissions policies, cur-
riculum, field placements, faculty promotion and tenure procedures, and affilia-
tions with local health departments, community organizations, and policy mak-
ers.”>™ Creating networks of urban health professional educators from around the
world will help to facilitate this process and ensure that emerging units will learn
from each others’ experience.

Integrate New Arenas of Scholarships
into the Study of Urban Health

To develop a comprehensive science of urban health, researchers will need to be-
come familiar with a wide variety of scholarship that can inform the multilevel
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investigations that are needed. The principle contributions to the study of urban
health have come from epidemiology, environmental health sciences, health ser-
vices research, and other public health disciplines, as well as from sociology,
psychology, anthropology, and urban planning. Many other disciplines and fields
of study offer the promise of new insights into cities and health: neuroscience
and immunology can help to understand how urban environments affect human
biology;® & women’s and gender studies can contribute new understanding of
how cities differentially affect males and females;*"® cultural studies can inform
research on the impact of dominant urban ideologies and discourses on health
norms and behavior;®® and transportation sciences can guide investigations of the
_ health impact of various transportation systems, a key issue for both developed
and developing world cities.* Developing systematic strategies for the integration
of relevant bodies of knowledge for urban health is an important priority.

Focus Research on Interventions and Policies
That Promote the Health of Urban Populations

For too long, urban health researchers have simply described the health of various '
urban populations or compared urban and nonurban or intra-urban differences. In
our view, the priority for future research should be on analytic studies that iden-
tify particular characteristics of the urban environment that contribute to health
or disease and on the evaluation of interventions to modify these factors. By en-
couraging students and colleagues to tackle these more difficult questions, by ad-
vocating for funding streams that support this kind of research, and by educating
policy makers on the potential of good research to inform policy and practice,
urban health researchers can help to shift research resources to more productive
activities.

Use Urban Health to Build New Research and
Practice Links Between Clinical, Health Services,
and Public Health Research

In the past, clinical, health services, epidemiological, and intervention research
studies have often proceeded on separate tracks, with little communication among
the various strands, .an approach that has limited progress. Yet the evidence pre-
sented in previous chapters shows that prior health conditions, current living cir-
cumstances, and access to services all affect health outcomes of urban popula-
tions. The complexity of the urban environment as well as the density of urban
researchers may make cities a suitable setting for reweaving these threads into a
single research strand, since each gives necessary but not sufficient insights into
population health.

Link Urban Health Research with
Rural and Suburban Health Research

In the past few years, rural health has attracted new attention in the United States,
and as more people move into increasingly diverse suburban areas,® others have
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focused on the health risks and benefits of suburban life.®¢ In our view, these de-
velopments should be seen as advancing the study of urban health, rather than
competing with it, since all three highlight the role of place in health. Moreover,
in an increasingly globalized world, many health problems move back and forth
across urban, suburban, and rural lines.¥” Future research should focus on this mi-
gration of diseases and develop effective methods for reducing such transmission
and minimizing its impact.

Build New Partnerships with Urban Communities

Urban communities have a key role to play in urban health research and interven-
tion. Community-based participatory research offers principles and methods that
can guide partnerships between researchers, community organizations, and com-
munity residents.®®% A recent review of the experiences of the Urban Research
Centers funded by the Centers for Disease Control and Prevention illustrates the
accomplishments and barriers that such partnerships face.”’ By engaging a variety
of community stakeholders in all aspects of planning research, framing questions,
collecting data, interpreting findings and disseminating results, researchers in-
crease the likelihood of more fully understanding a phenomenon of interest. They
also give communities greater ownership of the research process and outcomes
and build potential support for translating findings into practice or policy.

Build Links with Constituencies That Can Help
to Move Research Findings into Practice

More broadly speaking, improving the health of urban populations will require
creating alliances with a wide sector of constituencies including policy makers,
service providers, nonprofit and advocacy organizations, social movements, and
citizens. Such alliances will be needed to win funding for research, achieve policy
changes to improve urban health, and implement and sustain interventions at the
neighborhood, community, municipal, regional, national, and global levels.

Conclusion

In this volume, we argue that urban living conditions—the daily life experiences
of people living in cities—are the primary proximate and most remediable deter-
minant of health and disease. These daily life experiences result from individuals
interacting within unique physical and social environments with a specific constel-
lation of health and social services. Improving these urban living conditions is the
most promising primary target for public health intervention. Thus, training pro-
grams must prepare health professionals to take on this task, by emphasizing the
content of urban health as exposure to a particular environment and the processes
for intervention. Disciplines that could benefit from such an approach include not
only medicine, nursing, law, and urban planning but also academic fields such as
anthropology, economics, sociology, and political science.

Public health practitioners need to ask how we go from where we are to where
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we want to be to improve the health of cities. To do this will require working ef-
fectively at both the scientific and political levels. While public health as a disci-
pline has long acknowledged the importance of both politics and science, most
researchers, practitioners, and policy makers spend their working lives in one do-
main or the other. To promote the health of cities in the 21st century, we will
need to develop a practice and an agenda that are equally grounded in science and
politics.

Cities are more than a daunting list of problems that sum to a portrait of inevi-
table decay. Urban areas are a collection of diverse, vibrant, and interacting social
environments. This volume provides a framework that can guide the development
of a comprehensive agenda for urban health research and intervention. We hope
that readers will debate the framework, rearrange its components, remedy its limi-
tations, and integrate new perspectives. Most of all, we hope we have provided
some starting points for advancing a vision of the interdisciplinary development
of a science and practice that can improve the health of urban populations.

References

1. Galea S, Freudenberg N, Vlahov D. Cities and population health: A framework for
studying how urban living affects health drawing on the U.S. experience. Soc Sci
Med. 2005; 60:1017-33.

2. Vlahov D, Galea S. Urbanization, urbanicity, and health. J Urban Health. 2002; 79(4
Suppl 1):51-12.

3. Galea S, Vlahov D. Urban health: Evidence, challenges, and directions. Annu Rev
Public Health. 2005; 26:341-65.

4. Srinivasan S, O’Fallon LR, Dearry A. Creating healthy communities, healthy homes,
healthy people: Initiating a research agenda on the built environment and public
health. Am J Public Health. 2003; 93:1446-50.

5. Northridge ME, Sclar ED, Biswas P. Sorting out the connections between the built
environment and health: A conceptual framework for navigating pathways and plan-
ning healthy cities. J Urban Health. 2003; 80:556-68.

6. Schulz A, Northridge ME. Social determinants of health and environmental health
promotion. Health Educ Behav. 2004; 31:455-71.

7. Guillette EA. Examining childhood development in contaminated urban settings. En-
viron Health Perspect. 2000; 108(Suppl 3):389-93.

8. Barker DJ. The developmental origins of chronic adult disease. Acta Paediatr Suppi.
2004; 93:26-33.

9. Gracey M. Child health implications of worldwide urbanization. Rev Environ Health.
2003; 18:51-63.

10. Hunt ME, Ross LE. Naturally occurring retirement communities: A multiattribute
examination of desirability factors. Gerontologist. 1990; 30(5):667—74.

11. Halfon N, Hochstein M. Life course health development: An integrated framework
for developing health, policy, and research. Milbank Q. 2002; 80:433-79.

12. Ramachandruni S, Handberg E, Sheps DS. Acute and chronic psychological stress in
coronary disease. Curr Opin Cardiol. 2004; 19:494-99.

13. Eskandari F, Sternberg EM. Neural-immune interactions in health and disease. Ann N
Y Acad Sci. 2002; 966:20-27.



740 Part V: Next Steps

14.

15.

16.

-

17.

18.

19.

20.

21.

22.

24.

25.

26.

27.

28.

29.

30.

3L

32.

Marsland AL, Bachen EA, Cohen S, Rabin B, Manuck SB. Stress, immune reactivity,
and susceptibility to infectious disease. Physiol Behav. 2002; 77(4-5):711-16.
Buske-Kirschbaum A, Hellhammer DH. Endocrine and immune responses to stress
in chronic inflammatory skin disorders. Ann NY Acad Sci. 2003; 992:231-40.

Paykel E, Abbott R, Jenkins R, Brugha T, Meltzer H. Urban-rural mental health dif-
ferences in Great Britain: Findings from the National Morbidity Survey. Int Rev Psy-
chiatry. 2003; 15(1-2):97-107.

Fullilove M. Root shock: How tearing up neighborhoods hurts America, and what we
can do about it. New York: Ballantine/One Love; 2004.

Wandersman A, Nation M. Urban neighborhoods and mental health: Psychological
contributions to understanding toxicity, resilience, and interventions. Am Psychol.
1998; 53(6):647-56.

Yu SM, Huang ZJ, Singh GK. Health status and health services utilization among
U.S. Chinese, Asian Indian, Filipino, and other Asian/Pacific Islander children. Pedi-
atrics. 2004; 113:101-7.

Goel MS, Wee CC, McCarthy EP, Davis RB, Ngo-Metzger Q, Phillips RS. Racial
and ethnic disparities in cancer screening: Thie importance of foreign birth as a bar-
rier to care. J Gen Intern Med. 2003; 18:1028-35.

Singh GK, Miller BA. Health, life expectancy, and mortality patterns among immi-
grant populations in the United States. Can J Public Health. 2004; 95:114-21.
McDonald JT, Kennedy S. Insights into the “healthy immigrant effect”: Health status
and health service use of immigrants to Canada. Soc Sci Med. 2004; 59:1613-27.

. Lara M, Gamboa C, Kahramanian MI, Morales LS, Hayes Bautista DE. Accultura-

tion and Latino health in the United States: A review of the literature and its sociopo-

" litical context. Annu Rev Public Health. 2005; 26:367-97.

Spector R. Cultural diversity in health and iliness. Saddle River, NJ: Prentice Hall;
2004.

Kang E, Rapkin BD, Springer C, Kim JH. The “Demon Plague” and access to care
among Asian undocumented immigrants living with HIV disease in New York City. J
Immigr Health. 2003; 5:49-58.

Chen MS Jr. Informal care and the empowerment of minority communities: Com-
parisons between the U.S.A. and the UK. Ethn Health. 1999; 4:139-51. .

Golomb MR, Hune S, MacGregor DL, deVeber GA. Alternative therapy use by
Chinese-Canadian children with stroke and cerebrovascular disease. J Child Neurol.
2003; 18:714-17. '
Stuber J, Galea S, Ahern J, Blaney S, Fuller C. The association between multiple
domains of discrimination and self-assessed health: A multilevel analysis of Lati-
nos and blacks in four low-income New York City neighborhoods. Health Serv Res.
2003; 38:1735-59.

Tamayo-Sarver JH, Hinze SW, Cydulka RK, Baker DW. Racial and'ethnic dispari-
ties in emergency department analgesic prescription. Am J Public Health. 2003;
93:2067-73.

Werner RM, Asch DA, Polsky D. Racial profiling: The unintended consequences of
coronary artery bypass graft report cards. Circulation. 2005; 111:1257-63.

Stevens GD, Shi L. Racial and ethnic disparities in the quality of primary care for
children. J Fam Pract. 2002; 51:573.

Elster A, Jarosik J, VanGeest J, Fleming M. Racial and ethnic disparities in health
care for adolescents: A systematic review of the literature. Arch Pediatr Adolesc Med.
2003; 157:867-74.



Creating Healthier Ciries 341

33.

34.

35.

36.

37.

38.

39.

40.

41.

42,

43.

44.

45.

46.

- 47.

48.

49.

50.

51.

52.

Byrd WB, Clayton LA. An American health dilemma: A medical history of African-
Americans and the problem of race, beginnings to 1900. New York: Routledge; 2000.
Satcher D, Fryer GE Jr, McCann J, Troutman A, Woolf SH, Rust G. What if we were
equal? A comparison of the black-white mortality gap in 1960 and 2000. Health Aff.
2005; 24(2):459-64.

Porter CP, Barbee E. Race and racism in nursing research: Past, present, and future.
Annu Rev Nurs Res. 2004; 22:9-37.

Williams DR, Lavizzo-Mourey R, Warren RC. The concept of race and health status
in America. Public Health Rep. 1994; 109(1):26-41.

Chambers EC, Tull ES, Fraser HS, Mutunhu NR, Sobers N, Niles E. The relationship
of internalized racism to body fat distribution and insulin resistance among African
adolescent youth. J Natl Med Assoc. 2004; 96:1594-98.

McKenzie K. Tackling the root cause: There are clear links between racism and the
higher rates of mental illness among ethnic minority groups. Ment Health Today.
2004; Nov :30-32.

Caughy MO, O’Campo PJ, Muntaner C. Experiences of racism among African
American parents and the mental health of their preschool-aged children. Am J Pub-
lic Health. 2004; 94:2118-24.

Kettel B. Women, health, and the environment. Soc Scz Med. 1996; 42:1367-79.
Michaud A, Paquin S. The security of urban women: Practice, research, and partner-
ships. Inj Prev. 2002; 8(Suppl 4):IV15-6.

Sundaram V, Helweg-Larsen K, Laursen B, Bjerregaard P. Physical violence, self-
rated health, and morbidity: Is gender significant for victimisation? J Epidemiol
Community Health. 2004; 58:65-70.

Aronson RE, Whitehead TL, Baber WL. Challenges to masculine transformation
among urban low-income African American males. Am J Public Health. 2003;
93:732-41.

Kim C, Laroche M, Tomiuk MA. The Chinese in Canada: A study in ethnic change
with emphasis on gender roles. J Soc Psychol. 2004; 144:5-29.

Seal DW, Ehrhardt AA. HIV-prevention-related sexual health promotion for het-
erosexual men in the United States: Pitfalls and recommendations. Arch Sex Behav
2004; 33:211-22.

Ronzio CR, Pamuk E, Squires GD. The politics of preventable deaths: Local spend-
ing, income inequality, and premature mortality in U.S. cities. J Epidemiol Commu- -
nity Health. 2004; 58:175-79.

Schechter MT. Courage in politics and urban health: A cautionary tale. J Urban
Health. 2003; 80:3-4.

Brown P, Mayer B, Zavestoski S, Luebke T, Mandelbaum J, McCormick S. Clear-
ing the air and breathing freely: The health politics of air pollution and asthma. Int J
Health Serv. 2004; 34:39-63.

Alford R. Health care politics: Ideological and interest group barriers to reform.
Chicago: University of Chicago Press; 1975.

Cohen CJ. The boundaries of blackness: AIDS and the breakdown of black politics.
Chicago: University of Chicago Press; 1999.

Link BG, Phelan J. Social conditions as fundamental causes of disease. J Health Soc
Behav. 1995; Spec No:80-94

Link BG, Northridge ME, Phelan JC, Ganz ML. Social epidemiology and the fun-
damental cause concept: On the structuring of effective cancer screens by socioeco-
nomic status. Milbank Q. 1998; 76:375-402.



742 Part V: Next Sreps

53.
54.
55.
56.
57.

S8.

59.
60.

61.

62.
63.
64.
65.
66.
67.
68.
69.
70.

71.
T2.

73.

Paolo WF Jr, Nosanchuk JD. Tuberculosis in New York City: Recent lessons and a
look ahead. Lancet Infect Dis. 2004, 4(5):287-93.

Olshansky SJ, Passaro DI, Hershow RC, et al. A potential decline in life expectancy
in the United States in the 21st century. N Engl J Med. 2005; 352:1138-45.

Hensrud DD. Diet and obesity. Curr Opin Gastroenterol. 2004; 20:1 19-24.

Lara MD, Kothari SN, Sugerman HJ. Surgical management of obesity: A review

of the evidence relating to the health benefits and risks. Treat Endocrinol. 2005;
4:55-64. ’

Yancey AK, Kumanyika SK, Ponce NA, et al. Population-based interventions engag-
ing communities of color in healthy eating and active living: A review. Prev Chronic
Dis. 2004; 1:A09.

Blocker DE, Freudenberg N. Developing comprehensive approaches to prevention
and control of obesity among low-income, urban, African-American women. J Am
Med Womens Assoc. 2001; 56:59-64.

Hill JO, Sallis JE, Peters JC. Economic analysis of eating and physical activity: A
next step for research and policy change. Am J Prev Med. 2004; 27(3 Suppl):111-16.
Vlahov D, Galea S, Freudenberg N. The urban health “advantage.” J Urban Health.
2005; 82:1-4. '

Eggleston PA. Environmental causes of asthma in inner city children: The Na-
tional Cooperative Inner City Asthma Study. Clin Rev Allergy Immunol. 2000;
18(3):311-24.

FitzGerald JM. Optimizing tuberculosis control in the inner city. CMAJ. 1999;
160(6):821-22.

Kisely S. More alike than different: Comparing the mental health needs of London
and other inner city areas. J Public Health Med. 1998; 20(3):318-24.

Wilson WJ. When work disappears: The world of the new urban poor. New York:
Knopf; 1996.

American College of Physicians. Inner-city health care. Ann Intern Med. 1997,
127:485-90.

Frumkin H. Urban sprawl and public health. Public Health Rep. 2002; 117:201-17.
Frumkin H, Frank L, Jackson R, eds. Urban sprawl and public health: Designing,
planning, and building for healthy communities. Washington, D.C.: Island Press;
2004.

Bruegman R. Urban sprawl: A compact history. Chicago: University of Chicago
Press; 2005.

Lawrence RJ. Housing and health: From interdisciplinary principles to transdisci-
plinary research. Futures. 2004; 36:437-502.

Rosenfield PL. The potential of transdisciplinary research for sustaining and extend-
ing linkages between the health and social sciences. Soc Sci Med. 1992; 35:1343-57.
Metzler MM, Higgins DL, Beeker CG, et al. Addressing urban health in Detroit,

. New York City, and Seattle through community-based participatory research partner-

ships. Am J Public Health. 2003; 93(5):803-11.

Freudenberg N, Klitzman S. Teaching urban health. In Galea S, Vlahov D, eds...
Handbook of urban health: Populations, methods, and practice. New York: Springer
Science and Business Media Publishers; 2005..

Fox CE, Morford TG, Fine A, Gibbons MC. The Johns Hopkins Urban Health
Institute: A collaborative response to urban health issues. Acad Med. 2004;
79(12):1169-74.



Creating Healrhier Ciries 343

74.

75.

76.

7.

78.

79.

80.

g1.

82.
83.

&4.

85.

86.

87.

83.

89.

Stokols D, Harvey R, Gress J, Fuqua J, Phillips K. In vivo studies of transdisciplinary
scientific collaboration: Lessons learned and implications for active living research.
Am J Prev Med. 2005; 28(2 Suppl 2):202-13.

Whitfield K, Reid C. Assumptions, ambiguities, and possibilities in interdisciplinary
population health research. Can J Public Health. 2004; 95(6):434-36.

Gorman DM. The meaning and implications of transdisciplinary research in preven-
tion. Subst Use Misuse. 2004; 39:2075-76.

Sallis JE, Linton L, Kraft MK. The first Active Living Research Conference: Growth
of a transdisciplinary field. Am J Prev Med. 2005; 28(Suppl 2):93-95.

Nash JM, Collins BN, Loughlin SE, Solbrig M, Harvey R, Krishnan-Sarin S. Train-
ing the transdisciplinary scientist: A general framework applied to tobacco use be-
havior. Nicotine Tob Res. 2003; 5(Suppl 1):S41-53.

Committee on Ediicating Public Health Professionals for the 21st Century. Who will
keep the public healthy? Educating public health professionals for the 21st Century.
Washington, DC: National Academy Press; 2003.

Committee on Integrating the Science of Early Childhood Development. From neu-
rons to neighborhoods: The science of early childhood development. Washington,
DC: National Academy Press; 2000.

Grassly NC, Fraser C, Garnett GP. Host immunity and synchronized epidemics of
syphilis across the United States. Nature. 2005; 433(7024):417-21.

Beall J. Participation in the city: Where do women fit in? Gend Dev. 1996; 4(1):9-16.
King M, Watson K. “Transgressing venues”: “Health” studies, cultural studies, and
the media. Health Care Anal. 2001; 9(4):401-16.

Gorman D, Douglas MJ, Conway L, Noble P, Hanlon P. Transport policy and health
inequalities: A health impact assessment of Edinburgh’s transport policy. Public
Health. 2003; 117(1):15-24.

Hartley D. Rural health disparities, population health, and rural culture. Am J Public
Health. 2004, 94:1675-78.

Sturm R, Cohen DA. Suburban sprawl and physical and mental health. Public
Health. 2004; 118:488-96.

Wallace R, Wallace D. The coming crisis of public health in the suburbs. Milbank Q.
1993; 71(4):543-64.

Minkler M, Wallerstein N, eds. Community-based participatory research for health.

‘San Francisco: Jossey-Bass; 2003.

Israel B. Methods in community-based participatory research for health. San Fran-
cisco: Jossey-Bass; 2005.



