Do e

Populations,
Methods,
and Practice |

Edited by

Sandro Galea and David Vlahov
|



Handbook of
Urban Health

HAP4FP



Handbook of
Urban Health

Populations, Methods, and
Practice

Edited by

Sandro Galea

Center for Urban Epidemiologic Studies, New York Academy of Medicine
Department of Epidemiology, Mailman School of Public Health, Columbia University
New York, New York

and

David Vlahov

Center for Urban Epidemiologic Studies, New York Academy of Medicine
Department of Epidemiology, Mailman School of Public Health, Columbia University
New York, New York

@ Springer



Library of Congress Cataloging-in-Publication Data

Handbook of urban health: populations, methods, and practice/edited by
Sandro Galea, David Vlahov.
p. cm.
Includes bibliographical references and index.
ISBN 0-387-23994-4
1. Urban health—-Handbooks, manuals, etc. 1. Galea, Sandro. II. Vlahov, David.

RA566.7.H36 2005
362.1'042-dc22

ISBN-10: 0-387-23994-4 Printed on acid-free paper.
ISBN-13: 978-0387-23994-1

© 2005 Springer Science+ Business Media, Inc.

All rights reserved. This work may not be translated or copied in whole or in part without the written per-
mission of the publisher (Springer Science+Business Media, Inc., 233 Spring Street, New York, NY 10013,
USA), except for brief excerpts in connection with reviews or scholarly analysis. Use in connection with
any form of information storage and retrieval, electronic adaptation, computer software, or by similar or
dissimilar methodology now known or hereafter developed is forbidden. The use in this publication of
trade names, trademarks, service marks, and similar terms, even if they are not identified as such, is not
to be taken as an expression of opinion as to whether or not they are subject to proprietary rights.

Printed in the United States of America. (SPI/EB)
987654321

springeronline.com



Acknowledgments

We would like to thank our colleagues throughout the world who participated in
the Second International Conference on Urban Health in New York City in October
2003. Discussions during the conference shaped our early thoughts about the topics
covered in this volume and sowed the seeds for this book. We are grateful to all
the authors who have contributed chapters to this book. We have learned a tremen-
dous amount from them, both through our discussions as this book was taking
shape, and through reading the chapters themselves. We are particularly indebted
to Dr. Nicholas Freudenberg. Our ongoing conversations with Dr. Freudenberg
about the health of urban populations have contributed immeasurably to our evolv-
ing thoughts about urban health. We would like to thank Dr. Jeremiah Barondess,
President of the New York Academy of Medicine, for embracing urban health as a
mission for the Academy and for fostering an environment of learning and research
which has encouraged us to develop the ideas discussed here. This book would not
have been possible without the editorial assistance of Ms. Emily Gibble and Ms. Sasha
Rudenstine who have shown dedication to this work that is above and beyond the
call of duty. Finally, we owe our spouses, Dr. Margaret Kruk and Dr. Robyn Gershon,
a debt of gratitude for their patience and forbearance as we worked on this book
over the past year.

SANDRO GALEA
DAvID VLAHOV






Contributors

Joseph H. Abraham, Department of Epidemiology at the Johns Hopkins Bloomberg
School of Public Health, Baltimore, Maryland

Frances K. Barg, Department of Family Practice and Community Medicine,
University of Pennsylvania School of Medicine, and the Department of
Anthropology, University of Pennsylvania School of Arts and Sciences, Philadelphia,
Pennsylvania

Jeremy Barron, Department of Medicine in the Division of Geriatric Medicine and
Gerontology at the Johns Hopkins University, Baltimore, Maryland

Mary T. Bassett, Deputy Commissioner of the Division of Health Promotion and
Disease Prevention at the New York City Department of Health and Mental
Hygiene, New York, New York

Ahmed M. Bayoumi, Center for Research on Inner City Health, St.Michael’s
Hospital at the University of Toronto, Toronto, Ontario, Canada

Marlon G. Boarnet, School of Social Ecology, Department of Planning, Policy, and
Design at the University of California at Irvine, Irvine, California

Luisa N. Borrell, Department of Epidemiology at the Mailman School of Public
Health and the School of Dental and Oral Surgery at Columbia University, New
York, New York

Kisha Braithwaite, Division of General Pediatrics and Adolescent Medicine in the
Department of Mental Health and School of Medicine in the Bloomberg School of
Public Health at the Johns Hopkins University, Baltimore, Maryland

Deborah R. Deitcher, Health Promotion and Disease Prevention at the New York
City Department of Health and Mental Hygiene, New York, New York

James R. Dunn, Center for Research on Inner City Health, St. Michael’s Hospital at
the University of Toronto, Toronto, Ontario, Canada



viii Contributors

Alex C. Ezeh, The African Population and Health Research Centre, Nairobi, Kenya,
Africa

Nicholas Freudenberg, Hunter College Center on AIDS, Drugs and Community
Health at Hunter College at the City University of New York, New York

Linda Fried, Center on Aging and Health, Department of Medicine at the Johns
Hopkins University, Baltimore, Maryland

Thomas R. Frieden, New York City Commissioner of Health and Mental Hygiene at
the New York City Department of Health and Mental Hygiene, New York, New York

Ruth Finkelstein, Office of Special Populations at the New York Academy of
Medicine, New York, New York

Crystal Fuller, Center for Urban Epidemiologic Studies at the New York Academy of
Medicine and Department of Epidemiology at the Mailman School of Public Health
at Columbia University, New York, New York

Sandro Galea, Center for Urban epidemiologic Studies at the New York Academy of
Medicine and Department of Epidemiology at the Mailman School of Public Health
at Columbia University, New York, New York

M. Chris Gibbons, Johns Hopkins Urban Health Institute at the Johns Hopkins
Medical Institutions, Baltimore, Maryland

Michael K. Gusmano, The World Cities Project at the International Longevity
Center-USA, New York, New York

Bernard Guyer, Department of Population and Family Health Sciences, Bloomberg
School of Public Health at the Johns Hopkins University, Baltimore, Maryland

Stephani L. Hatch, Department of Epidemiology at the Mailman School of Public
Health, Columbia University, New York, New York

Donald Hoover, Department of Statistics, Institute of Biostatistics at Rutgers
University, Piscataway, New Jersey

Stephen W. Hwang, Center for Research on Inner City Health, St. Michael’s
Hospital at the University of Toronto, Toronto, Ontario

Tej Kumar Karki, Kathmandu Valley Town Development Plan Implementation
Committee, Kathmandu, Nepal

Jane Kauer, Department of Anthropology at the University of Pennsylvania School
of Arts and Sciences, Philadelphia, Pennsylvania

Susan Klitzman, Urban Public Health Program and the Department of
Environmental and Occupational Health Sciences at Hunter College at the City
University of New York, New York



Contributors ix

Roderick J. Lawrence, Centre for Human Ecology and Environmental Sciences at
the Faculty of Social and Economic Sciences at the University of Geneva, Geneva,
Switzerland

Sana Loue, Department of Epidemiology and Biostatistics at the School of Medicine
at Case Western Reserve University, Cleveland, Ohio

Thomas D. Matte, Division of Health Promotion and Disease Prevention, New York
City Department of Health and Mental Hygiene, New York, New York

Nancy Mendez, Department of Epidemiology and Biostatistics at the School of
Medicine at Case Western Reserve University, Cleveland, Ohio

Mark R. Montgomery, Policy Research Division, Population Council at the State
University of New York, New York, New York, and Department of Economics, State
University of New York at Stony Brook, Stony Brook, New York

Julie Netherland, Office of Special Populations at the New York Academy of
Medicine, New York, New York

Patricia O’Campo, Center for Research on Inner City Health, St. Michael’s Hospital
at the University of Toronto, Toronto, Ontario, Canada

Danielle Ompad, Center for Urban Epidemiologic Studies at the New York
Academy of Medicine, New York, New York

Anita Palepu, St. Paul’s Hospital at the University of British Columbia, Vancouver,
British Columbia, Canada

Wendy C. Perdue, Georgetown University Law Center, Georgetown University,
Washington, D.C.

Victor G. Rodwin, Health Policy and Management, Robert F. Wagner Graduate
School of Public Policy at the New York University, New York, New York

Johnathan M. Samet, Department of Epidemiology at the Johns Hopkins
Bloomberg School of Public Health, Baltimore, Maryland

Jan C. Semenza, School of Community Health at the Portland State University,
Portland, Oregon

Vijay Singh, Department of Family Medicine, University of California in Los
Angeles, Santa Monica, California

Joseph A. Soares, Department of Sociology at Wake Forest University, Winston-
Salem, North Carolina

Lois M. Takahashi, Department of Urban Planning at the University of California at
Los Angeles, Los Angeles, California



x Contributors

Mark W. Tyndall, the British Columbia Centre for Excellence in HIV/AIDS at the
University of British Columbia, Vancouver, British Columbia, Canada

David Vlahov, Center for Urban Epidemiologic Studies at the New York Academy of
Medicine and Department of Epidemiology at the Mailman School of Public Health
at Columbia University, New York, New York

Michael Yonas, Department of Population and Family Health Studies at the Johns
Hopkins Bloomberg School of Public Health, Baltimore, Maryland and Kellogg
Community Health Scholars Fellowship at the University of North Carolina, Chapel
Hill, North Carolina



Contents

. Urban Health: Population, Methods, and Practice .............
Sandro Galea and David Viahov

PART I: POPULATIONS

. HomelessPeople ..............coiiiiiiiiiiiiiiiiiin..,
Stephen W. Hwang and James R. Dunn

. Health of Economically Deprived Populations in Cities .........
Patricia O’Campo and Michael Yonas

. Racial/Ethnic Minority and Health:
The Role of the Urban Environment ............cceveeeeenn.
Luisa N. Borrell and Stephani L. Hatch

. Sexual Minority Groups and Urban Health ...................
Ruth Finkelstein and _Julie Netherland

. Health and Health Access among Urban Immigrants ...........
Sana Loue and Nancy Mendez

. The Urban Environment, Drug use, and Health ...............
Danielle Ompad and Crystal Fuller

. The Health of Childrenin Cities .................. .. ...,
M. Chris Gibbons, Vijay Singh, Kisha Braithwaite, and Bernard Guyer



xii

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Contents

. Older Adults: Guardians of Our Cities ........ccvevvueeenn. 177

Linda Fried and Jeremy Barron

The Health of Urban Populations in Developing Countries:
AN OVerview ......iiiieiiniiienenrneeneneneanenennnnnnns 201
Mark R. Montgomery and Alex C. Ezeh

Perspectives on the Health of Urban Populations in Nepal . ..... 223
Tej Kumar Karki
Integrative Chapter: The Health of Urban Populations ......... 237
The Editors

PART II: METHODS
An Anthropological Perspective on Urban Health ............. 243

Frances K. Bargand Jane Kauer

Epidemiology and Urban Health Research ................... 259
Sandro Galea and David Vlahov

Design and Analysis of Group (or Neighborhood)

Level Urban Studies ..o vvveeettirennneeereenoeeeenennnnnes 277
Donald Hoover

Health Services Researchinthe City ........................ 295

Michael K. Gusmano and Victor G. Rodwin

Urban Health in Developing Countries: Insights from
Demographic Theory and Practice . ................. ..., 317
Mark R. Montgomery and Alex C. Ezeh

Urban Sociology and Research Methods on Neighborhoods
andHealth ....... ... o i i it i 361
Joseph A. Soares

Bridging the Gap between Urban Health and Urban Planning ... 379
Marlon G. Boarnet and Lois M. Takahashi



20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Contents  Xiii

Environmental Health Studies: Environmental Health
Methods forUrbanHealth ............. ittt ennnnnns 403
Jonathan M. Samet and Joseph H. Abraham

Cost-Effectiveness Analysis for Urban Health Research ......... 431
Ahmed M. Bayoumi

Integrative Chapter: Multi-Disciplinary Work and the Study
of UrbanHealth ........... ... . i ittt 455
The Editors
PART III: PRACTICE
Building Healthy Cities: A Focus on Interventions ............. 459

Jan C. Semenza

Building Healthy Cities: The World Health Organization
Perspective .. ..uvvi i i it iiiiiiiiiiiieiieieanens 479
Roderick J. Lawrence

Building Healthy Cities: Legal Frameworks and Considerations .. 503
Wendy C. Peraue

Teaching UrbanHealth ............... ..o, 521
Nicholas Freudenberg and Susan Klitzman

Strategies That Promote Health in Cities:
A Local Health Department’s Perspective .................... 539
Mary T. Bassett, Thomas R. Frieden, Deborah R. Deitcher, and Thomas D. Matte

Providing Health Services to Marginalized Urban Populations ... 561
Anita Palepu and Mark W. Tyndall

Integrative Chapter: Teaching and Practice for Promoting
HealthinGities .........oiiiiiiiiiiiiiiiiiieennnneeennn. 573
The Editors



Chapter 1

Urban Health

Populations, Methods, and Practice

Sandro Galea and David Vlahov

1.0. WHAT IS A CITY AND WHAT IS “URBAN HEALTH”?

We all know what cities are; or at least we think we do. However, it is more likely that
each of our personal experiences has shaped what we think of when we discuss
“cities” and that each of us has a different image of “city” in our own head. We may
be in good company. Saul Bellow, the novelist and Nobel Prize laureate, in dis-
cussing how Americans think of New York City, suggested: “ That is perhaps like ask-
ing how Scotsmen feel about the Loch Ness monster. It is our legendary
phenomenon, our great thing, our world-famous impossibility . . . New York is stir-
ring, insupportable, agitated, ungovernable, demonic. No single individual can
judge it adequately” (New York Times, 1970). Indeed, cities can defeat definition
and challenge the imagination. Cities are elegant, sophisticated places. Think of
Piccadilly Circus in London, the Arc de Triomphe in Paris, or the Copacabana in
Rio De Janeiro. But cities are also dense, teeming, and dangerous places. Think of
the squatter colonies of Lagos and parts of Los Angeles or New York City. Cities can
be distinctive (there is only one Paris) or can look monotonously alike (think of any
number of North American mid-size cities). Cities can be small, compact areas that
are immediately walkable, and can be vast, extensive, automobile-dependent metro-
politan areas that are disconnected, homogenous, and pedestrian-hostile. In short,
cities, and by extension the urban experience, can represent diverse conditions
within which people live, and represent a range of human experiences.

What then do we mean when we write about “urban health”? In its broadest
sense urban health refers to the study of the health of urban populations. We con-
sider urban health inquiry to include two principal aspects: the description of the
health of urban populations, both as a whole and as particular subgroups within
cities, and an understanding of the determinants of population health in cities,
with particular attention to how characteristics of cities themselves may affect the
health of urban populations. The practice of urban health can then include a
range of clinical, planning, or policy work that aims to improve the health of urban

1



2 Sandro Galea and David Vlahov

populations. While both aspects suggested here are broad, they arguably represent
a distinct body of inquiry that builds on a long tradition of interest in the role of
cities in shaping the health of urban populations. We suggest in this chapter and
throughout the book that the study of urban health, nested within the larger
parameters of “public health,” has much to contribute, both in terms of helping us
understand population health, but also in guiding local and global interventions
that can improve the health of the public.

There are two primary reasons why we suggest that we should concern our-
selves with thinking of urban health as a field of inquiry and practice. First, there is
the growing importance, and influence, of cities worldwide. As we discuss in the
next section of this chapter, city living is becoming the norm for an ever growing
proportion of the world’s population. Second, after more than two centuries of
organized public health as an intellectual and practical discipline, we are in many
ways returning to the roots of the profession and understanding once again that
context, including the social, physical, political, or policy environments within
which we live, matters. As such, as cities increasingly shape the context within which
we live, understanding the urban context, and its possible role in shaping popula-
tion health, becomes imperative. It is the role of this book to bring together work
from different disciplines that can contribute to different aspects of urban health
inquiry and practice.

This chapter aims to set the stage for the book. First we discuss the growing
importance of cities worldwide and the role they play in shaping population health.
Second, we will summarize what we think can be achieved by considering urban
health as a cogent field of inquiry and practice, what that field of inquiry can look
like, and the challenges it might face. We conclude this chapter by orienting readers
to the book itself, discussing its structure and what each of the three principal sec-
tions have to offer. We note that we do not attempt to offer either a broad theoreti-
cal framework for urban health, nor to be comprehensive in our discussion of the
determinants of the health of urban populations. Other work, and the rest of this
book, fill these functions (Northridge and Sclar, 2003; Vlahov and Galea, 2002;
Galea and Vlahov, 2004; Freudenberg et al., in press). Rather, we intend this chapter
to summarize the rationale behind this book and to summarize the gap this book
aims to fill. We hope that the chapters that follow will provide the reader with a basis
on which to make up her or his own mind about the role of urban health research
and practice and how this may contribute to healthier urban populations.

2.0. GROWTH OF CITIES WORLDWIDE

At the beginning of the nineteenth century, only five percent of the world’s pop-
ulation was living in urban areas. By 2003, about forty-eight percent of the world’s
population was living in urban areas (United Nations, 2004). By 2007 it is estimated
that more than half the world’s population will be living in urban areas and by
2030, up to sixty percent of the world’s population will live in cities (Guidotti, et al.,
2001; United Nations, 2004). Overall, the world’s urban population is expected to
grow from 2.86 billion in 2000 to 4.98 billion in 2030 (United Nations, 2004). In
addition, current estimates suggest that the trend toward an urbanizing world will
continue well into the twenty-first century and that the pace of urbanization may
well accelerate. For example, although London took 130 years to grow from 1 mil-
lion to 8 million inhabitants, it took Bangkok, Dhaka, and Seoul 45, 37, and 25 years
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respectively to achieve similar population growths. Overall global population
growth in the next thirty years will be primarily in cities; approximately 1 million city
residents (a city approximately the size of Pittsburgh) will be added to the world’s
population weekly.

The pace of increase in urban areas is projected to differ by region of the world
and by initial city size. In particular, most global population growth will occur in less
wealthy regions of the world, with the most rapid pace of growth expected to occur
in Asia and Africa. In the next thirty years more wealthy countries will account for
only 28 percent of the predicted growth in the world’s urban population. While
North America and Europe have the highest proportion of the population living in
urban areas (approximately 79.1% in North America in 2000 and in Europe 72.7%
in the year 2000), the absolute number of urban dwellers in the least urbanized
region, Asia, was already in the year 2000 greater than the urban population in
North America and Europe combined (1.36 billion inhabitants in Asia compared to
249 million inhabitants in North America and 529 million inhabitants in Europe).

There are approximately 50,000 urban areas in the world today with close to
400 cities with a population of a million people or more (Satterthwaite, 2002). The
first urban area to become a “mega-city” with more than 10 million inhabitants was
the New York City metropolitan area around 1940. Today there are more than 15
mega-cities world-wide (Satterthwaite, 2000; 2002). Although, in the coming
decades, mega-cities will grow, most of the world’s population growth will happen in
smaller cities. The proportion of people living in mega-cities is expected to rise
from 4.3% of the global population in 2000 to 5.2 % in 2015 (Satterthwaite, 2002).
The growth rate of mega-cities in the developing world will be much higher. For
example the anticipated growth rate for Calcutta, India between 2000 and 2015 is
1.9%, compared to an anticipated growth rate of 0.4% for New York City, U.S.
However, while the growth of large cities in developing countries will account for
approximately a fifth of the increase in the world’s population, small cities will
account for almost half of this increase. Therefore, a growing number of relatively
small cities throughout the world will contain most of the world’s population in the
twenty-first century. The three figures in this chapter provide a summary of world
population growth overall and in urban areas between 1950 and 2003. Figure 1
showing the total number of people living in urban areas in different world
regions, Figure 2 shows the proportion of regional populations living in urban
areas, and Figure 3 shows the proportion of the world’s urban population living in
specific world regions (United Nations, 2004).

3.0. THE HEALTH OF URBAN POPULATIONS

Why then should we concern ourselves with cities and their relationship to popula-
tion health? In some ways, having established that cities are the predominant cir-
cumstance of living in the twenty-first century one can argue that cities are
ubiquitous, and their impact so pervasive, that it is difficult to consider any aspect of
health without thinking of the role of cities. Arguably, multiple academic disciplines
produce research that is essentially premised on the existence and the importance
of cities. For example, epidemiologic research that concerns itself with the health of
homeless populations does not generally dwell on urban living conditions as a
determinant of either homelessness or of the health of the homeless, but undoubt-
edly, urbanism, and urbanization are primary determinants both of homelessness
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rates and of the conditions of particular homeless persons in different cities.
Therefore, research that considers cities as a backdrop for analyses about health
does little to shed light on fundamentally how cities may affect health. In order to
better understand the relations between features of urban living and health we must
then identify the features of urban living and the urban condition that have implica-
tions for health. The diversity of cities worldwide naturally means that there is no
single form of “urban living”, but rather a range of living conditions with shared
features.

When we think about how cities may affect health, fundamentally we must rec-
ognize that cities are places, locations, where large numbers of people live in close
proximity. Therefore, we can consider the impact of cities in two primary ways. First,
and most obviously, as a growing proportion of the world’s population lives in cities,
the health of urban populations contributes increasingly to overall population
health worldwide. Therefore, factors that influence health in cities gain in impor-
tance in influencing global population health. Second, as more of us live in urban
areas, it becomes increasingly likely that aspects of the urban environment in which
we live will affect our health. We find it useful to think of three broad categories of
theories and mechanisms that may explain how city living can affect health — the
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physical environment, the social environment, and availability of and access to
health and social services.

We discuss each of these briefly here and refer the reader to other work that
discusses each of these mechanisms in more detail (Galea, et al., 2005; Freudenberg,
et al., in press).

The urban physical environment includes, among many other aspects, the built
environment, air and water quality, noise levels, parks, and climate conditions in
cities; all aspects of cities that urban dwellers come in contact with on a daily basis
and all having the potential to affect health. The literature on the relation between
features of the physical environment and health is vast and we summarize it here
briefly. The human built environment can influence both physical and mental health;
empiric evidence about the relation between the built environment and health
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conditions includes, among others, asthma and other respiratory conditions,
injuries, psychological distress, and child development (Evans, et al., 2000; Krieger,
2002; Northridge, et al., 2003). Different aspects of the built environment have been
linked to specific health outcomes. For example, specific features of the built envi-
ronment including density of development, mix of land uses, scale of streets, aes-
thetic qualities of place, and connectivity of street networks, may affect physical
activity (Handy, et al.,, 2002). In turn, low levels of physical activity are a well-
established risk factor for cardiovascular disease and all-cause mortality in urban
areas (Diez-Roux, 2003; Pate, et al., 1995). There is substantial literature on the rela-
tion between housing and health (Kingsley, 2003, Thomson, et al., 2003). Urban
design may also affect health behaviors, crime, and violence rates (Berrigan and
Troiano, 2001; Newman, 1986; Sampson, et al., 1997) suggesting close interactions
among the urban physical and social environments.
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Urban infrastructure determines how a city provides water, disposes of garbage,
and provides energy (Melosi, 2000). Water scarcity and water pollution are serious
urban problems, particularly in less wealthy countries. It is estimated that nearly 1.5
billion people lack safe drinking water and that at least 5 million deaths per year can
be attributed to waterborne diseases (Krants and Kifferstein, 1998). In longstanding
urban areas, the decline of an aging infrastructure, coupled with frequently declin-
ing municipal resources, may challenge cities’ ability to continue to provide safe
water and sanitation for urban residents. In rapidly urbanizing areas, frequently in
less wealthy countries, cities are often challenged to maintain adequate fresh water
supply to growing numbers of urban residents and transporting accumulating sewage
and other waste. (Rodgers, 1979). Inadequate provision for solid waste collection fre-
quently results in contamination of water bodies, which, coupled with the population
density inherent to cities, presents a substantial risk for rapidly spreading epidemics
(Alexander and Ehrlich, 2000; Chanthikul, et al., 2004; Satterthwaite, 2000).

Although pollution in cities in wealthy countries has improved during the past
half century, cities still generate close to 80% of global carbon dioxide emissions
and account for three-quarters of industrial wood use worldwide (O’Meara, 1999).
As late as the mid-1990s, it has been estimated that air pollution contributed to
30,000 to 60,000 deaths per year in the US (Dockery, 1993; Samet, 2000). Indoor
and outdoor air pollution are thought to contribute to 3 million deaths globally a
year, with 90% of these deaths being in less wealthy countries (World Health
Organization, 1997). Worldwide, atmospheric pollution is thought to affect more
than a billion people, mostly in cities (Environmental Software and Services, 2002;
Roodman, 1998). Recent work has shown that living in areas with walkable green
spaces was associated with greater likelihood of physical activity (Booth, et al., 2000),
higher functional status (Guralnik, et al., 1994), lower cardiovascular disease risk
(Lee, et al., 2001) and longevity among the elderly independent of personal charac-
teristics (Takano, et al., 2002; Takana, 1996). Ultimately, climate in cities can affect
population health. On warm days, urban areas can be more than 5° F warmer than
surrounding areas, an effect known as the urban “heat island” effect (Frumkin,
2002). This is primarily due to dark surfaces absorbing heat and the limited ability
of urban areas (with relatively few trees), to cool the air through transpiration.
Global climate change may exacerbate this effect. Heat is a concern in urban areas
in several ways and ambient air temperature is shown to be associated with a large
number of hospitalizations and deaths yearly (Basu, et al., 2002; Mackenbach, et al.,
1997). Particular groups may be most at risk of the effects of heat in urban areas.
Epidemic heatrelated deaths have been particularly pronounced among socio-eco-
nomically disadvantaged and socially isolated elderly persons (Kilborne, et al., 1982;
Semenza, 1999).

Other features of the wrban physical environment that may have specific relations to
human health include the vulnerability of urban structures to natural or human-
made disasters, as recent earthquakes in Japan and Iran and the September 11,
2001 terrorist attacks on New York City demonstrated respectively, hazardous waste
landfills, often located in or near urban areas, which may be associated with risks of
low birth weight, birth defects, and cancers (Vrijheid, 2000), and noise exposure, a
common urban problem, that may contribute to hearing impairment, hyperten-
sion, and ischemic heart disease (Passchier-Vermeer and Passchier, 2000).

There are multiple ways in which the wrban social environment may
affect health (Barnett and Casper, 2001). Contemporary social strain theories sug-
gest that there are sources of strain in modern living, including confrontation with
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unpleasant stimuli that may be associated both with deviant behavior and with poor
health (Agnew, 1992; Cohen, et al., 2003). A substantial body of research has estab-
lished a relation between stress and social strain and mental and physical health
(e.g., Elliot, 2000; Latkin and Curry, 2003; Pealin, et al., 1981), and newer work has
posited that features of the urban neighborhood context are associated with social
strain, and adverse health behaviors (Boardman, et al., 2001; Galea, et al., 2003).
Separate from social strain, individual social resources also may be important determi-
nants of health in cities. For example, limited social support may predispose per-
sons to poorer coping and adverse health (Kawachi and Berkman, 2001; McLeod
and Kessler, 1990). In the context of cities, the greater spatial proximity of one’s
immediate network may well accentuate the role of networks in shaping health.
Social networks have been shown to be importantly associated with a range of
health behaviors (Kafka and London, 1991; Madianos et al., 1995). Models of social
influences on biological contagion, particularly in the context of infectious disease
are well established. For example, in recent years, group practices and social norms
have been considered particularly important in transmission of sexually transmitted
diseases and the transmission of human immunodeficiency virus (HIV) (Pick and
Obermeyer, 1996; Wellington et al., 1997). Importantly, newer theories include the
possibility of contagiousness of ideas and social examples. In epidemiology it is under-
stood that all things being equal, urban populations, characterized by high popula-
tion density are at higher risk of transmission of biological organisms. Also, because
concentrated urban populations share common resources (e.g., water) the prac-
tices of one group can affect the health of others. These observations may be
extended to behavior and to health. For example, media representations of suicide
may have an influence on the suicide of those exposed to them such that suicide
becomes more likely (Phillips, 1974).

Spatial segregation of different racial/ethnic and socioeconomic groups may also
be an important determinant of health in cities. Many cities worldwide are highly
segregated with multiple historical, logistical, and practical barriers to mixing of
social groups. Spatial segregation can have multiple effects, including the enforcing
of homogeneity in resources and social network ties, suppressing diversity that may
benefit persons of lower socio-economic status. Persons who live in segregated com-
munities may have disproportionate exposure, susceptibility, and response to eco-
nomic and social deprivation, toxic substances, and hazardous conditions (Williams
and Collins, 2002). One study of infectious disease transmission suggested that resi-
dential segregation contributes to the transmission of tuberculosis through concen-
trated poverty resulting in conditions such as dilapidated housing and inadequate
access to health care (Acevedo-Garcia, D., 2000). Conversely, it is worth noting that
spatial segregation, by virtue of keeping persons who are different apart from one
another, may serve to minimize social strain (Sampson, 2003).

Although related to many of the other features of the urban social environ-
ment, inequality potentially is an important determinant of health in urban areas in
its own right. While there is ample evidence for the relation between poor individ-
ual and group socio-economic status and health (Adler and Newman, 2002), in the
urban context, rich and poor populations live in physically proximate neighbor-
hoods. Empiric and theoretical work suggests that this inequality in distribution of
income and other resources may in and of itself shape health through multiple
mechanisms (Wilkinson, 1992; Kaplan, et al., 1996, Lynch, et al., 2001; Ross, et al.,
2000). It has been suggested that perceived and actual inequity, caused by the dis-
crepancies in income distribution, erodes social trust and diminishes the social cap-
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ital that shapes societal well-being and individual health (Kawachi, et al., 1997).
Therefore, inequalities in urban areas may be important modifiers of the role of sev-
eral of the other features of the social environment discussed here.

The relation between provision of health and social services and urban living is
complicated and varies between cities and countries. In wealthy countries, cities are
characterized by a rich array of health and social services (Casey, et al., 2001; Felt-
Lisk, 2002). However, as discussed earlier, many cities are characterized by sharp dis-
parities in wealth between relatively proximate neighborhoods (Wilkinson, 1992).
These disparities are often associated with disparities in the availability and quality
of care (Andrulis, 2000; Wan and Gray, 1978). The presence of well-equipped, lucra-
tive, practice opportunities in the same city decreases the likelihood that service
providers will work in lower paid, public service clinics, particularly when these lat-
ter services face limited resources and wavering political commitment (Franks and
Fiscella, 2002). Also, low-income urban residents continue to face significant obsta-
cles in finding health care both in wealthy and less-wealthy countries (Hoffman
et al.,, 1997). In the U.S. context, persons with lower socio-economic status are more
likely to lack health insurance coverage (Grumbach et al, 1997; Williams and
Rucker, 2000). In turn, uninsured persons face barriers to care, receive poorer qual-
ity care, and are more likely to use emergency systems (Merzel, 2000). Recent immi-
grants, homeless people, inmates released from jail or prison, all disproportionately
represented in urban areas, also face specific obstacles in obtaining health care
(Acosta and Toro, 2002; Guttmacher, 1984; Hammet, et al., 1998; Kalet, et al., 2002).
In turn, these populations put a burden on health systems not adequately funded or
prepared to care for them (Felt-Lisk, et al, 2002; Pagano and Hoene, 2004).
Internationally, several studies have highlighted the potential inadequacies of
health systems in preventing and treating conditions such as malaria, dengue, and
tuberculosis, whose spread is facilitated by high-density living that is characteristic of
cities (Knudsen and Slooff, 1992; Molbak, et al., 1992; Sodermann, 1997).

In summary, there are multiple mechanisms that may explain how cities affect
health, with different mechanisms being potentially important for different mor-
bidities. As discussed here, several characteristics of cities may be associated with
poor health, but several others may confer an urban health “advantage” (Vlahov,
et al., 2005). Indeed, a “big picture” perspective on the relation between the urban
context and health would suggest that these relations are undoubtedly compli-
cated and that any single analysis that isolates a feature of urban living and health
is just “scratching the surface”. While specific features of cities may affect specific
diseases adversely, other features may offer protection. Interrelationships between
features of the urban environment further make generalization difficult. For exam-
ple, further refinements on social strain theory in urban areas include an apprecia-
tion of the fact that in urban areas persons with different socio-economic status may
be differentially faced with stressors and have differential access to resources that
may help them cope with stressors. In particular, in urban areas, formal local
resources can complement or substitute for individual or family resources for tran-
sient urban populations. Therefore, the relation between urban stressors and
health is likely buffered by salutary resources (e.g., health care, social services) that
are frequently more prevalent in urban compared to non-urban areas (Galea, et al.,
2004). Although these resources may be available to urban residents, socio-
economic disparities in cities are linked to differential access to these resources,
suggesting that persons at different ends of the socio-economic spectrum may have
different opportunities to benefit from the resources available in cities.
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4.0. URBAN HEALTH INQUIRY AND PRACTICE

Having established then that the world is rapidly urbanizing, and that this phenom-
enon will be an important determinant of population health both by virtue of the
growing number of persons who will be living in cities and by the very characteristics
of cities themselves that may affect health, we return to the central idea raised in
this chapter, and indeed in this book—to what extent may we benefit from the
explicit study of the health of urban populations and how may different disciplinary
perspectives contribute to this inquiry?

The brief summary offered here about how the urban environment may affect
health readily illustrates that cross-disciplinary work will be needed to improve our
understanding, both general and specific, of the role urban context plays in shaping
population health. For example, it will take the contribution of urban planners,
medical geographers, and epidemiologists (to name but a few) to fully understand
how the availability of green spaces and parkland within cities affects population
health and how we may use this knowledge to design healthier cities. Similarly, it will
take sociologists, anthropologists and health services researchers to understand
how services that are available to urban residents are accessed (or not) and how
these services can be implemented in a cost-effective fashion to cope with the ever
growing numbers of urban residents who depend on them. However, the challenges
inherent in cross-disciplinary work are legion. Speaking different “languages”,
diverse disciplines frequently rely on different theoretical perspectives and use
methods that, while frequently complementary, may be challenging for researchers
and practitioners schooled in disparate disciplinary traditions to understand.

What then are key considerations in the study of urban health as a distinct field
of inquiry and practice? Urban health may draw upon the theoretical, empiric, and
practical contributions of researchers and practitioners who have, thus far, been
schooled in different disciplinary traditions. As such, as a coherent theoretical
framework emerges for the study of urban health it can build on insights drawn
from the multiple theoretical perspectives that inform currently extant disciplines.
This makes it possible for urban health to consider the diverse possible roles of, for
example, characteristics of the social environment and availability of (and access to)
health and social services, from perspectives that include qualitative methods that
enable an appreciation of motive and rationalization for behavior coupled with
availability and cost-effectiveness of resources. In addition, combining the strengths
of different disciplines will enable those trained in urban health to understand, and
use, research methods that draw on qualitative and quantitative methodologic tradi-
tions, providing a solid empiric base for the emerging field.

Contemplating urban health, either as a subject of inquiry by multiple disci-
plines or as a cogent discipline in its right is fraught with challenges and in many
ways presents a daunting prospect for researchers and practitioners interested in
the area (Galea and Vlahov, 2004). One of these key challenges includes the devel-
opment of more precise definitions of cities and essential concepts to urban health
such as “urbanization.” Currently there is no definition of urban places that has
been universally adopted by national governments and as such, multiple, inconsis-
tent definitions of urban are used by different countries. Similarly, although urban-
ization, at its simplest level, may be calculated as the change in the proportion of
the national population that is urban, this change in proportion is dependent both
on the urban population growth, and on the relative growth of the rest of the
country. Thus, while countries of vastly different sizes can share urbanization rates,
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these urbanization rates can represent vastly different absolute numbers of urban
residents.

The adequate specification of research questions that address how and why the
urban context may affect health is another challenge in the study of urban health.
As much of what may be considered urban health research in the literature thus far
has arisen from different disciplines, it has used different theoretical frameworks,
and applied different disciplinary orientations and terminologies. Importantly,
many questions in urban health research do not meaningfully exist in isolation.

Understanding how the urban context affects health also requires considera-
tion of multiple, often competing, influences. As is discussed throughout this book,
cities are complex communities of heterogeneous individuals and multiple factors
may be important determinants of population health in cities. Assessing how the
urban context may affect health raises challenges and introduces complexity that is
often not easily addressed through the application of simple analytic methods.

Cities are different from one another and may change over time. Empiric
inquiry in health presupposes that there are identifiable factors that influence
health and that these factors can usefully be identified (and potentially intervened
upon). The complexity of cities and of city living may mean that urban characteris-
tics that are important in one city may not be important in others, limiting the gen-
eralizations that can be drawn about how urban living influences health. Further
complicating this task is the fact that cities change over time with implications for
the relative contribution of different factors in determining health in cities. As such,
in considering urban characteristics that affect health it may be important to note
both the prevailing context within which such characteristics operate, and that the
role of these characteristics may change over time.

Ultimately we note that we appreciate the perspective of “interest specializa-
tion” that has made tremendous contributions to overall population health. It is
precisely for this reason that in this book we bring some of these perspectives of dif-
ferent specialties together in order to provide the reader an opportunity to think
between and within these perspectives in problem identification and problem solv-
ing in the complex environment of cities. The book does not and cannot yet outline
integrated approaches that might represent the foundations of an urban health
“discipline”, but bringing together experts in different areas to share vocabulary,
methods, and perspectives represents a hope that the goal of enhancing healthy liv-
ing in cities can be better articulated and achieved.

5.0. THIS BOOK

This book is intended to be one step toward the systematic study of urban health
and a bridge between urban health inquiry and public health practice. As such, this
book is divided into three sections. The first section discusses some specific popula-
tions in urban areas, providing both descriptions of their health status and discus-
sions about the urban determinants of the health of these groups. It was the charge
of the authors of these chapters to consider the health of specific populations in
urban areas. In so doing these chapters aim both to describe the health of subpopu-
lations that make up urban populations as a whole but also to consider how features
of the urban environment may affect health of these populations. The second sec-
tion focuses on different disciplinary methods that may be relevant to urban health
research. Therefore, different authors comment, for example, on aspects of
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statistics and demography that may be suitably applied to urban health. While these
chapters are not meant to suggest that these methods integrate easily into one
coherent methodologic armamentarium, they are intended to highlight the differ-
ent methods that may contribute to an improved understanding of urban health
and in the process to identify common trends that together can shed light on a
larger picture. Finally, the third section deals with the practice of urban health. We
consider the practice of urban health to include diverse elements, ranging from the
public health considerations that underlie the building of healthy cities, to the clin-
ical considerations that may underlie the delivery of health services to marginalized
urban populations. Chapter authors come from a broad range of disciplines and
backgrounds and we offer brief editors’ comments at the end of each section that
are intended to help draw lessons and commonalities from these chapters that may
guide our thinking toward a cogent study and practice of urban health. We note
that although this book predominantly has a North American focus, a few chapters
bring a global perspective. These chapters are intended to round out the picture of
city living and population health as a truly global phenomenon. We hope that
future work can build on this book and integrate both disciplinary and regional
perspectives in the study of urban health.
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Chapter 2

Homeless People

Stephen W. Hwang and James R. Dunn

1.0. INTRODUCTION

Over the last quarter century, homelessness has become one of the symbols of
urban blight. Regardless of the accuracy of this perception, homelessness is indeed
a serious issue in many cities. More than 800,000 Americans are homeless in a given
week, and 3.5 million are homeless over the course of a year (Burt, 2001). About
2-3% of the U.S. population, or 5-8 million people, have experienced at least one
night of homelessness in the past five years (Link, et al., 1994). About 70% of home-
less people in the U.S. live in urban areas (Burt, 2001). Within the countries of the
European Union, estimates of the number of homeless people in 1997 were 580,000
in Germany, 166,000 in the United Kingdom, 30,000 to 40,000 in the Netherlands,
10,000 in Finland, 8,000 in Sweden, and 6,000 in Norway (Menke, et al., 2003).

Contrary to stereotypes, a broad range of people experience homelessness,
including not only single men, but also single women, runaway adolescents, and
families with young children. In the U.S., these subgroups represent about 60%,
16%, 9%, and 15% of the homeless population, respectively (Burt, 2001). In the
European Union, substantial numbers of homeless families with children are found
only in Germany and the United Kingdom (Menke, et al., 2003). Here and through-
out this chapter, we define homeless people as individuals who lack a fixed, regular,
and adequate night-time residence, including those who are living in emergency or
transitional shelters, in motels or hotels due to lack of alternative adequate accom-
modations, or in private or public places not intended for human habitation (such
as cars, parks, public spaces, abandoned buildings, or bus or train stations).

The health of the homeless and the role of cities in their health present an
important challenge. The relationship between urban living and the health of the
homeless raises two intertwined questions. First, how does the urban environment
influence the creation and perpetuation of homelessness, especially among (but
not limited to) individuals with pre-existing health problems such as mental illness
and substance abuse? Second, how does the urban environment affect the health of
people after they have become homeless? At first glance, these two questions appear
almost identical in terms of the specific characteristics and attributes of the urban
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environment that warrant scrutiny. For example, both questions will lead to a
consideration of the availability of low-cost housing and the ability of the health care
system to care for patients with severe mental illness. However, the distinction
between these two questions is important as they distinguish factors associated with
the likelihood of being homeless due to health reasons versus the likelihood of con-
sequences given homelessness. At another level, it is also important to distinguish if
outcomes and their associated factors vary between cities, both in terms of the struc-
tural factors that generate homelessness and (given homelessness) health of those
who are homeless. These questions frame the issue of the impact of the urban envi-
ronment on the health of disadvantaged populations.

In the course of such discussions, disagreement often arises as to whether
homelessness should be considered primarily the consequence of individual vulner-
abilities and failings, or the result of structural inequities in the social, economic,
housing, and health care systems. Rather than creating an either/or distinction, we
will approach homelessness as the result of a complex interaction between individ-
ual vulnerabilities and structural forces in the urban environment. In most cases,
the relative importance of these factors in determining the health of homeless peo-
ple and the prevalence of homelessness remains the subject of ongoing debate.

2.0. KEY HEALTH ISSUES FOR HOMELESS PEOPLE

The burden of illness and disease is extremely high among homeless people (Levy and
O’Connell, 2004). However, any consideration of the common health problems of
homeless people must first recognize the large degree of heterogeneity among people
who are homeless. Among street youth, single men, single women, and mothers with
children, the patterns of illness differ notably. Adolescents suffer from high rates of sui-
cide attempts, sexually transmitted diseases, and pregnancy (Greene and Ringwalt,
1996; Greene and Ringwalt, 1998; Greene, ¢t al., 1999; Feldmann and Middleman,
2003). Female heads of homeless families tend to have far fewer health problems than
single homeless women, although their health is poorer than their counterparts in the
housed general population (Robertson and Winkleby, 1996). Homeless single men
have a higher prevalence of alcohol abuse and drug abuse, whereas single women have
a higher prevalence of serious mental illness (Fischer and Breakey, 1991).

Health status also tends to be correlated with a person’s history of homelessness.
Individuals with severe mental illness, substance abuse, and medical conditions are
overrepresented among the chronically homeless, whereas those who are homeless for
a transient period lasting only a few weeks or months are more likely to be relatively
healthy (Kuhn and Culhane, 1998). Although chronically homeless people make up
only about 10% of all individuals who experience homelessness in a given year, they
account for a disproportionately large share of the demand for shelter beds and health
care services for homeless people (Burt, 2001). In addition, the public’s perception of
homeless people often reflects a stereotyped image of this highly visible subgroup.

Cross-national comparisons of disease patterns among homeless people reveal
the strong effect of social factors within each country. Among homeless men in
Tokyo, Japan, morbidity due to alcohol dependence (but not drug use) is common,
as are musculoskeletal injuries incurred doing construction work (Takano, et al.,
1999b). In contrast, 60% of homeless people in Amsterdam, the Netherlands, suffer
from drug abuse or dependence (primarily heroin), and most are chronically
homeless (Sleegers, 2000c).
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2.1. Mental Illness and Substance Abuse

The prevalence of serious mental illness and substance abuse is high among home-
less persons. In a nationwide U.S. survey of homeless people, 39% had mental health
problems, 50% had an alcohol and/or drug problem, and 23% had concurrent
mental health and substance use problems (Burt, 2001). Common psychiatric diag-
noses among homeless people include major depression, bipolar disorder, schizo-
phrenia, and personality disorders. A systematic review of the prevalence of
schizophrenia in homeless persons found rates ranging from 4 to 16% and a
weighted average of 11% in the ten methodologically strongest studies (Folsom and
Jeste, 2002). Characteristics associated with a higher prevalence of schizophrenia
were younger age, female sex, and chronic homelessness. Marked cross-national vari-
ation is seen in the prevalence of schizophrenia, with prevalence rates of 23-46%
reported among homeless people in Sydney, Australia (Teesson, ¢t al., 2004).

The prevalence of substance abuse is extremely high among homeless single
adults. In a study from St. Louis, Missouri, large increases were seen in the pre-
valence of drug use among homeless men and women between 1980 and 2000.
In 2000, 84% of men and 58% of women had an alcohol or drug use disorder
(North, et al., 2004). In another study, about three-quarters of homeless adults met
criteria for substance abuse or dependence (O’Toole, et al., 2004). Homelessness
increases the risk of adverse health outcomes among substance abusers: in five
Canadian cities, the risk of a non-fatal overdose was twice as high among illicit opiate
users who were homeless compared to those who were housed (Fischer, et al., 2004).

Homeless adolescents also have very high rates of mental health problems and
substance abuse. In a study from Seattle, 83% of street youths had been physically
and/or sexually victimized after leaving home, and 18% met criteria for post-
traumatic stress disorder (Stewart, et al., 2004). Across the U.S., 55% of street youth
and 34% of shelter youth had used illicit drugs other than marijuana since leaving
home, in comparison to 13% of youth who had never been runaway or homeless
(Greene, et al., 1997). Street youth use a wide range of drugs, including hallucino-
gens, amphetamines, sedative/tranquilizers, inhalants, cocaine, and opiates.
Unfortunately, the initiation of injection drug use is quite common, with an incidence
rate of 8.2 per 100 person-years among street youth in Montreal (Roy, et al., 2003).

2.2. Infectious Diseases

Infectious diseases are a common cause of health problems in homeless people
(Raoult, et al., 2001). The most serious of these infections include tuberculosis
(TB), human immunodeficiency virus (HIV) infection, viral hepatitis, and other
sexually transmitted infections. Outbreaks of TB among homeless people have
been reported frequently, especially in individuals co-infected with HIV (Barnes,
et al., 1999; McElroy, et al., 2003; Morrow, et al., 2003). The incidence of active TB
in a cohort of homeless people in San Francisco between 1992 to 1996 was 270 per
100,000, or 40 times higher than that seen in the U.S. general population in 1998
(Moss, et al., 2000). Homeless people with TB require more hospital-based care
than non-homeless people with TB, resulting in average hospital costs that are
higher by $2,000 per patient.(Marks, et al., 2000) Contact tracing in the homeless
population is difficult, and in one study only 44% of identified contacts com-
pleted treatment for latent TB infection (Yun, et al., 2003). Among street youth,
latent tuberculosis is more common than in the general population, but probably
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less prevalent than among homeless adults. In a study conducted in Sydney,
Australia, 9% of homeless young people aged 12-25 years had latent TB infection
(Kang, et al., 2000).

Homeless people are at increased risk of HIV infection. Data from an older
U.S. survey conducted from 1989 to 1992 in 14 cities found median HIV seropreva-
lence rates of 4.0% in adult men, 1.8% in adult women, and 2.3% in youths (Allen,
et al., 1994). In more recent studies, HIV seroprevalence was 10.5% among home-
less and marginally housed adults in San Francisco in 1996, a rate five times higher
than in San Francisco generally (Robertson, et al., 2004). HIV infection was present
in 1.8% of homeless veterans admitted to residential programs from 1995-2000
(Cheung, et al., 2002). Female street youth and young homeless women who are
involved in prostitution are at increased risk of HIV infection, due to both injection
drug use and risky sexual behaviors (Weber, et al., 2002). In one study of homeless
adolescents, the HIV infection rate was alarmingly high at 16% (Beech, et al., 2003).
Among substance users, homelessness is associated with higher rates of HIV sero-
prevalence (Surratt and Inciardi, 2004; Smereck and Hockman, 1998). Among HIV-
infected persons, those who are unstably housed (homeless or temporarily staying
with friends or family) are less likely to receive adequate health care than those who
are stably housed (Smith, et al., 2000).

Homeless people are at increased risk of viral hepatitis, primarily due to high
rates of injection drug use. Infection with hepatitis C was found in 22% of homeless
men in Los Angeles (Nyamathi, ¢t al., 2002), 32% of individuals using a mobile med-
ical van in New York City (Rosenblum, ¢t al., 2001), and 27% of homeless persons in
Oxford, England (Sherriff and Mayon-White, 2003). In a Veterans Affairs popula-
tion, the prevalence of anti-hepatitis C virus antibody was 41.7% and the prevalence
of hepatitis B surface antigen was 1.2% (Cheung, ¢t al., 2002). Among street youth,
the prevalence of these markers of infection was also high: 12.6% and 1.6%, respec-
tively, in Montreal (Roy, et al., 1999; 2001) and 5.0% and 3.6%, respectively, in a
northwestern U.S. city (Noell, ¢t al., 2001b).

Sexually transmitted diseases (STDs) are a particularly serious problem among
street youth. In a longitudinal study of homeless adolescents, the annual incidence
of Chlamydia trachomatis infection was 12.1% in females and 7.4% in males; the
annual incidence of herpes simplex virus type 2 was 25.4% in females and 11.7% in
males. (Noell, et al., 2001) A study of street youth and sex workers in Quebec City,
Canada found that 13% of women less than 20 years old were infected with
Chlamydia trachomatis and 1.7% had Neisseria gonorrhoeae (Poulin, et al., 2001). Newer
urine-based screening tests make it easier to screen homeless youth for STDs in out-
reach settings (Van Leeuwen, et al., 2002).

2.3. Chronic Diseases

Common chronic diseases, including hypertension, diabetes, chronic obstructive
pulmonary disease (COPD), seizures, and musculoskeletal disorders, are often
undiagnosed or inadequately treated in homeless adults. Relatively little research
has focused on these medical conditions in the homeless population. The preva-
lence of hypertension was higher among homeless clinic patients than among non-
homeless patients at an inner-city primary care clinic (65% vs. 52%) (Szerlip and
Szerlip, 2002). The prevalence of diabetes is similar in homeless and non-homeless
individuals, but homeless people with diabetes face a number of serious barriers to
appropriate disease management, including lack of access to a suitable diet and dif-
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ficulties coordinating medication administration with meal times (Hwang and
Bugeja, 2000b). Glycemic control was found to be inadequate in 44% of homeless
diabetics in Toronto (Hwang and Bugeja, 2000b).

Smoking rates are extremely high (about 70%) among homeless people
(Connor, et al., 2002). As a result, COPD is a common health problem among older
adults. In a study of shelter residents in San Francisco, the prevalence of COPD
based on spirometry was 15%, or more than twice the prevalence in the general
population (Snyder and Eisner, 2004). Smoking also contributes to the high risk of
cancer, especially among homeless single men. In a study from Scotland that
adjusted for age and socioeconomic deprivation, the incidence of cancer of the
oral cavity and pharynx, larynx, esophagus, and lung in homeless men was 139%,
87%, 61%, and 23% higher than expected, respectively (Lamont, et al., 1997).
Homeless people are also less likely to receive recommended cancer screening
than the general population: among homeless women age 40 and over in Los
Angeles County, only 55% had undergone a Pap smear and only 32% had under-
gone a mammogram within the last year (Chau, et al., 2002). Thus, interventions
such as smoking cessation treatment and routine preventive health services may
provide significant benefit.

Although it is not surprising that homeless people with mental illness often
receive inadequate care for medical comorbidities, the adequacy of care differs
according to type of mental illness. Homeless people with schizophrenia receive less
detailed physical examinations, fewer primary care visits, and less preventive health
services than homeless people with major depression (Folsom, et al., 2002). While it
is unknown if these differences are due to patient factors, provider factors, or both,
careful attention clearly needs to be paid to the physical health needs of homeless
people with psychoses.

2.4. 'Trauma and Injuries

Trauma and injuries are significant hazards associated with life on the street (Staats,
et al., 2002). In a sample of homeless and marginally housed people in San
Francisco, 32% of the women and 27% of the men had been sexually or physically
assaulted in the last year (Kushel, et al., 2003). Among women, being homeless
(compared to being marginally housed) was associated with a more than 3-fold
increase in the risk of sexual assault. In Sydney, Australia, 58% of shelter residents
reported experiencing a serious physical assault in their lifetime, and half of the
women reported having been raped (Buhrich, ez al., 2000). Among homeless youth
in Los Angeles, reported exposure to violence was found to be equally high among
males and females (Kipke, et al., 1997).

2.5. Other Health Conditions

Foot problems are very common among homeless adults due to prolonged stand-
ing, long-term exposure to cold and damp, ill-fitting footwear, and inadequate
foot hygiene. Problems can range in severity from mild blisters and fungal infec-
tions to debilitating chronic venous stasis ulcers, cellulitis, diabetic foot infections,
and frostbite. Other common skin problems include sunburn and bites due to
infestations by head lice, body lice, scabies, or bedbugs (Stratigos and Katsambas,
2003). The prevalence of serious dermatologic conditions, while probably quite
high among street-dwellers, appears to be relatively low among homeless people
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living in shelters that provide adequate clothing, laundry facilities, bathing facili-
ties, and medical care. In a study of men staying at such a shelter in Boston, the
majority of individuals had relatively normal findings on skin examinations
(Stratigos, et al., 1999).

Dental problems are an extremely prevalent and troubling but often-neglected
problem for many homeless people. Common conditions include advanced caries,
periodontal disease, and ill-fitting or missing dentures. These problems may be
related to poverty, lack of access to dental care, and substance use, rather than
homelessness per se. In a study comparing homeless and domiciled veterans in
Veterans Affairs rehabilitation programs for substance abusers, the two groups had
similarly poor oral health (Gibson, et al., 2003).

2.6. Mortality

Given the high prevalence of illness among homeless people and the adverse health
effects of homelessness itself, it is not surprising that homeless people have very
high mortality rates. Men using homeless shelters are 2 to 8 times more likely to die
than age-matched men in the general population (Barrow, et al., 1999; Hwang,
2000a). Homeless women 18-44 years of age have mortality rates that are 5 to 31
times higher than in the general population (Cheung and Hwang, 2004). Common
causes of death among homeless people under the age of 45 are unintentional
injuries, drug overdoses, AIDS, suicide, and homicide (Hwang, et al., 1997; 2000a).
In a longitudinal cohort study of street youth in Montreal, the standardized mortal-
ity ratio was 11.4; HIV infection, daily alcohol use in the last month, homelessness in
the last 6 months, drug injection in the last 6 months, and male sex were independ-
ent predictors of mortality (Roy, et al., 2004).

2.7. Pregnancy

Among homeless women, major barriers to contraception include cost, fear of
side effects or potential health risks, and the partner’s dislike of contraception
(Gelberg, et al., 2002). Pregnancy is particularly common among homeless ado-
lescents. In a U.S. survey of runaway females age 14-17 years, 12% of street-
dwelling youths and 10% of those residing in shelters were currently pregnant
(Greene and Ringwalt, 1998). In a group of pregnant homeless women, the risk
of low birth weight (less than 2,500 gm) was 17%, compared to the national aver-
age of 6% (Stein, et al., 2000). Lack of prenatal care and severity of homelessness
(homelessness in the first trimester of pregnancy, number of times homeless, and
percentage of life spent homeless) were independent risk factors for low birth
weight.

2.8. Children in Homeless Families

The health of children in homeless families has been the focus of relatively little
research. Some but not all studies of these children have found an increased preva-
lence of behavioral and mental health problems compared to children in housed
low-income families (Bassuk, et al., 1997; Vostanis, et al., 1998). Infectious diseases
are a significant concern in these children (Ligon, 2000). Up to 40% of children in
homeless families in New York City suffer from asthma, a rate six times higher than
the national rate in children (McLean, et al., 2004c).
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3.0. DIMENSIONS OF THE URBAN ENVIRONMENT THAT AFFECT
THE PREVALENCE OF HOMELESSNESS AND THE HEALTH
OF HOMELESS PEOPLE

The medical literature has usually examined health problems from the perspective
of the individual homeless person, and has given relatively little attention to the
urban environment within which these health problems arise and must be amelio-
rated. This section addresses this gap by highlighting dimensions of the urban envi-
ronment that affect, through interaction with individual vulnerabilities, the
prevalence of homelessness and/or the health of homeless people. The following is
not intended to be a comprehensive listing, but rather a selection of important
determinants about which at least some information is available. These determi-
nants have been grouped into categories encompassing the demographic and phys-
ical characteristics of urban centers (population and climate), their socioeconomic
and service-delivery structures (income and poverty, social welfare systems, and
health care systems), and their spatial and political organization (urban geography
and urban governance). Although these dimensions may have differential effects
on the health of various subgroups of homeless people (e.g., youths, single adults,
and families), these differences are not discussed in depth here.

3.1. Population Size and Migration

Homelessness is a problem in cities across the U.S., as demonstrated by the fact that
federally-funded Health Care for the Homeless Programs exist in 161 cities in all 50
states, the District of Columbia, and Puerto Rico (Health Care for the Homeless
Information Resource Center). There is limited information on the relationship
between population size and prevalence of homelessness in different urban centers.
One reason for this paucity of data is the logistical difficulty of conducting an accu-
rate count of homeless persons, particularly those living on the street. Another rea-
son is that point-prevalence counts of the homeless population cannot be used to
determine how many individuals are homeless in a city over an entire year, espe-
cially given seasonal fluctuations in the homeless population and the fact that
homelessness is a transient state.

Counts of shelter users are particularly informative when all shelters contribute
to a common administrative database, because this makes it possible to determine
the total number of individuals who use shelters in a particular city over the course
of a year, rather than simply the number of shelter users at a single point in time
(Metraux, et al., 2001). In 1992, an estimated 1.0% of the 1.5 million residents of
Philadelphia and 1.2% of the 7.2 million inhabitants of New York City stayed at a
homeless shelter at least once (Culhane, et al., 1994). In Toronto, Canada, 1.3% of
the city’s total population of 2.5 million used a homeless shelter during 2002. These
figures are remarkably similar and strikingly high. Thus, homelessness is quite com-
mon in large urban centers, although for many individuals the duration of home-
lessness is quite brief. In a U.S. survey of homeless people, 28% had been homeless
for only 3 months or less, 26% had been homeless for 4-12 months, and 46% had
been homeless for more than one year (Burt, 2001).

Cross-sectional counts of the number of shelter residents provide an important
but somewhat less accurate picture of the homeless population. The maximum size
of a city’s shelter population is obviously determined by the number of available
shelter beds. In a city with few shelters, this can create the illusion of a smaller
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homeless population than is actually the case. In addition, shelter beds may be less
widely available in cities that do not experience severe cold weather in the winter. In
the nine largest metropolitan areas in Canada, the number of shelter beds per
capita ranges more than four-fold, from 21 to 97 per 100,000 population (Hwang,
2001). The number of shelter beds per capita is not significantly correlated with
population size. Interestingly, the lowest number of shelter beds per capita in
Canada was observed in Vancouver, a city with a very mild climate, and the highest
figure was seen in Calgary, a city with extremely cold winters. Overall, this evidence
suggests that episodes of homelessness are quite common among residents of major
urban centers, but there is significant variation in the prevalence of homelessness
across cities that does not necessarily correlate with population size.

A related question is the role of migration in determining the size of the home-
less population in urban centers. Whereas some homeless people are migrants who
were homeless before or upon their arrival in the city, others are local residents who
have become homeless. In a nationwide U.S. survey, 56% of homeless people
reported living in the same city where they became homeless (Burt, 2001). Among
the 44% of individuals who had moved from one location to another during their
current episode of homelessness, the most common pattern was a net flux from
urban fringes and medium-sized cities into large central cities. The most commonly
cited reasons for these moves were lack of available jobs, lack of affordable housing,
and eviction (Burt, 2001).

3.2. Climate

Climate is an interesting example of a characteristic of the urban environment that
affects both the prevalence of homelessness and the health of homeless people.
Certain cities in warm regions may become a preferred destination for people who are
homeless or at high risk for homelessness. As noted above, in cities with warmer cli-
mates, a larger proportion of the homeless population is likely to be found on the
street rather than in shelters. People living on the street are more likely to be disen-
gaged from the health care and social service systems, and typically these individuals
have poorer health than shelter-dwelling homeless people (Cousineau, 1997). In
colder climates, exposure to the elements has an obvious adverse impact on the health
of homeless people, who face serious risks from trench foot, frostbite, and injury or
death from hypothermia (Tanaka and Tokudome, 1991). Conversely, in hot weather,
homeless people may experience severe sunburn, heat exhaustion, or heat stroke.

3.3. Income and Housing

The prevalence of severe poverty among the residents of an urban area is certainly
an important factor affecting the prevalence of homelessness. Poverty alone, how-
ever, does not necessarily lead to homelessness. Data from nine U.S. cities demon-
strate wide variation in the proportion of a city’s poor residents that stays at a
homeless shelter over the course of one year, ranging from a low of 1.3% to a high of
10.2% (Metraux, et al., 2001). Some have argued, based on historical data, that an
increase in the number of unmarried men with very low income is a particularly
important explanatory factor for adult homelessness (Jencks, 1994). During the lat-
ter half of the twentieth century, the earning potential of men with limited educa-
tion was greatly diminished by the decline of manufacturing jobs in urban centers
(Wilson, 1987; 1996). At the same time, the availability of open-market sources of
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low-cost housing such as single-room occupancy hotels and rooming houses shrank
steadily due to gentrification and urban renewal (Hasson and Ley, 1994). In this set-
ting, the level of government support for subsidized rental housing plays a key role
in determining the availability of units that a low-income individual or family can
afford; the 1980’s saw a decline in this support in both the U.S. and the United
Kingdom (Cohen, 1994).

Some have suggested that income distribution, specifically the ratio of middle-
income to low-income households within a given city, is an important determinant
of homelessness among both single adults and families (O’Flaherty, 1996).
O’Flaherty argues that because the construction of new rental housing for low-
income individuals is economically unattractive, the main source of housing for
poor people is deteriorating housing stock that has been vacated by middle-income
people. O’Flaherty theorized that cities with fewer middle-class people relative to
the number of poor people have higher rents at the bottom of the market (because
middle-income housing is not being “handed down” to the poor), resulting in
higher rates of homelessness.

Members of ethnic and racial minorities are disproportionately represented in
the homeless population (e.g., blacks and latinos in the U.S., and Aboriginal people
in Canada) (Burt, 2001; Hwang, 2001). The higher prevalence of poverty in these
disadvantaged groups may explain this observation. However, other race-related
factors in the urban environment may contribute to the excess risk of homelessness
among people of color, including discrimination in the housing market and segre-
gation of low-income minorities in neighborhoods with fewer economic opportuni-
ties than neighborhoods in which low-income whites reside.

Any discussion of the role that urban poverty plays in causing homelessness also
raises questions about nature of the causal relationship between homelessness and
poor health. Poverty is consistently and strongly associated with poor health
(Marmot, ¢t al., 1997). Thus, the poor health observed among homeless people may
be explained in large part by the fact that they experience extreme poverty and dep-
rivation, rather than the fact that they happen to be homeless at the present time.
This is particularly likely to be the case for individuals who have only recently
become homeless, and less so for the chronically homeless, who have been sub-
jected to the adverse health effects of lack of housing for a lengthy period. To
extend this concept further, homelessness is a marker for severe poverty in the
urban environment, and it may be this level of poverty, rather than the negative
impact of homelessness itself, that has the greatest effect on population health in
urban centers. This issue is discussed further in section 4 of this chapter.

3.4 Social Welfare System

Social welfare systems in urban centers have a major impact on both the prevalence
of homelessness and the health of homeless people. However, these systems are usu-
ally governed at the state or national level, rather than at the municipal level. Wide
variation is seen in the scope of social welfare programs, with more generous bene-
fits typically seen in countries or regions that have less tolerance for high levels of
income inequality and place a higher value on social cohesion (Sleegers, 2000b).
For example, eligibility criteria for welfare benefits in the U.S. vary significantly
from state to state. Some states allow single men to collect welfare, whereas others
exclude them. These policies would likely affect the risk of homelessness
among low-income single men living in any city within a given state. In addition,
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U.S. federal funds may not be used to provide Temporary Aid to Needy Families
(TANF) if an adult in the family has received assistance for more than 60 months,
but individual states may elect to continue providing assistance to these families
using state funds (State Policy Documentation Project). In coming years, as families
that are unable to become self-supporting begin reaching the 60-month federal
time limits on benefits, their risk of becoming homeless may be greatly affected by
the policies of the state in which they live. In contrast, most European Union coun-
tries have extensive social welfare and public housing systems that make family
homelessness less common.

One area of controversy is whether the provision of cash entitlements or dis-
ability benefits has significant effects on the health of homeless people. On one
hand, the health of homeless people should improve if public benefits allow them
to obtain food, housing, and other essentials of life. On the other hand, increased
income could be detrimental to health if the money is used to purchase alcohol or
drugs. One of the few studies on this issue examined 173 homeless mentally ill vet-
erans who applied for Social Security Disability Insurance (SSDI) or Supplemental
Security Income (SSI). The 50 individuals who were eventually awarded benefits did
not differ in their past history of substance use from the 123 individuals who were
eventually denied benefits. Three months after the decision to award or deny bene-
fits, the group that was awarded benefits had significantly higher average total
income (by $277 per month) and higher quality of life than the group that was
denied benefits. There was no evidence of increased alcohol or drug use or deterio-
ration in psychiatric status among those who received benefits (Rosenheck, et al.,
2000).

Most homeless people depend on their city’s shelter system for housing, food,
and other social services, and these shelters can therefore have a significant impact
on the health of homeless people. The availability and quality of homeless shelters
vary greatly. As noted previously, homeless people in cities with few shelter beds are
more likely to live on the street or other places not intended for human habitation,
with potentially adverse health effects. In addition, the staff at homeless shelters can
play an important role in connecting homeless people to social services, job train-
ing, housing applications, and substance abuse treatment. The quantity and quality
of food provided at shelters determines to a large extent the nutritional value of
homeless people’s diets, with potential downstream health effects (Dachner and
Tarasuk, 2002). Finally, the physical environments at shelters range from extremely
crowded, poorly ventilated, and unsanitary facilities to modern, clean, and well-run
establishments. Adverse shelter conditions have an impact on the transmission of
tuberculosis and viral respiratory infections and the prevalence of health conditions
such as skin infestations and asthma exacerbations. Shelter conditions could also
plausibly have an effect on mental and emotional well-being among residents. To
date, however, little research has examined the effects of the physical shelter envi-
ronment on the health of homeless persons, with the exception of the relationship
between crowding and poor ventilation in shelters and the transmission of tubercu-
losis (Advisory Council for the Elimination of Tuberculosis, 1992b).

3.5. Health Care System

The organization and financing of the urban health care system has an enormous
impact on the health of homeless people, and to some extent on the prevalence of
homelessness as well. In the U.S., 55% of homeless people lack health insurance,
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creating a significant barrier to obtaining care (Kushel, et al., 2001). These individu-
als are dependent on state- or city-based systems designed to provide care for the
indigent. In many large urban centers in the U.S., a designated public, county, or
charity hospital provides the majority of hospital-based health care for homeless
people. Some cities have free-care clinics or community health centers that provide
ambulatory services for homeless persons as well as other low-income residents. In
161 U.S. cities, federally-funded Health Care for the Homeless Programs have estab-
lished multidisciplinary teams of physicians, nurses, social workers, and outreach
workers that provide care to homeless people on the street and in shelters. This lim-
ited set of health care providers is typically the only source of care available to home-
less people in urban areas in the U.S., and the local funding and staffing level of
these organizations is a critical determinant of access to health care. For homeless
veterans, the proximity and availability of Veterans Health Administration services is
also an important factor.

In countries such as Canada and the United Kingdom that have systems of uni-
versal health insurance, homeless people still face non-financial barriers to care.
Many access problems stem from the fact that a health care system designed to meet
the needs of the general population may not accommodate the unique require-
ments of homeless people(Crane and Warnes, 2001; Hwang and Bugeja, 2000a,
2000b). For example, the provision of universal health insurance does not necessar-
ily result in the establishment of outreach programs for homeless people, appropri-
ate treatment programs for homeless persons with mental illness or substance
abuse, or an adequate supply of health care providers who are willing, able, and
trained to work with this challenging population (Buchanan, et al., 2004). In the
United Kingdom, individuals must register with a general practitioner to obtain pri-
mary care, and some physicians are reluctant to accept homeless people into their
practice because of their complex needs and the extra workload entailed (Wood,
et al., 1997). Health insurance does not protect against the fragmentation and dis-
continuity of care that homeless people often experience, nor does it eliminate the
daily struggle to meet basic survival needs that may cause homeless people to place
a lower priority on seeking health care (Gelberg, et al., 1997).

Inadequate access to primary health care may result in uncontrolled disease
progression and frequent emergency department visits and hospitalizations (Han
and Wells, 2003). Emergency department visits by homeless people should be seen
as an indicator of high levels of unmet health needs, rather than inappropriate
health care utilization (Kushel, et al., 2002). About 50% of homeless children with
severe persistent asthma have had at least one emergency department visit in the
last year, a finding indicative of inadequate access to health care and under-
treatment of their disease (McLean, et al., 2004).

Because individuals with severe mental illness who do not receive appropriate
health care are at high risk of becoming homeless, the health care system can have a
direct impact on the prevalence of homelessness. The role of deinstitutionalization
in contributing to the problem of homelessness has been discussed extensively.
Beginning in the 1960’s and 1970’s, the advent of effective anti-psychotic medica-
tions to treat schizophrenia and an understandable desire to move people out of
chronic mental hospitals, where conditions were sometimes horrendous, led to the
discharge of tens of thousands of long-term psychiatric patients (Dear and Wolch,
1987; Jencks, 1994). The number of beds at psychiatric institutions fell precipi-
tously. In theory, these patients were supposed to receive mental health care and
social support in the community. In reality, many of these patients received little if
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any services and ended up swelling the ranks of the homeless population in the
1970’s and 1980’s.

Today, many decades after these events took place, “deinstitutionalization” is
no longer the major cause of homelessness among people with serious mental ill-
ness. It is now uncommon for people with psychiatric disorders to have ever been
institutionalized for an extended period, and any admissions tend to be quite brief.
Not surprisingly, individuals with severe illness, few social supports, and/or inade-
quate access to appropriate outpatient psychiatric care often become homeless. In a
sense, homeless shelters have assumed the role that was played by chronic psychi-
atric hospitals fifty years ago.

For these homeless people with severe mental illness, the delivery of appropri-
ate health care is challenging but essential to improving their health and housing
status. The Assertive Community Treatment (ACT) model attempts to address this
problem through a team of psychiatrists, nurses, and social workers who follow a
small caseload of homeless mentally ill clients, seeking them out in the community
to provide high-intensity mental health treatment and case management. Studies
have found that mentally ill homeless people receiving ACT spend fewer days hospi-
talized as a psychiatric inpatient and have somewhat greater improvement in symp-
toms than those receiving usual care (Lehman, et al., 1997). However, ACT is
labor-intensive and costly, and its availability is often quite limited.

The availability and type of addictive substances in the urban environment have
an important effect on the prevalence of homelessness and on the health of home-
less people (Munoz, et al., 1998). The advent of crack cocaine has been clearly
implicated in the rise of homelessness in the U.S. in the 1980’s (Jencks, 1994). In
Japan, alcoholism is the predominant addiction contributing to homelessness and
morbidity among homeless people, whereas in the Netherlands, homelessness is
closely linked to chronic heroin addiction (Takano, et al., 1999a; Sleegers, 2000a).

Access to addiction treatment is therefore a vital issue for a large proportion of
homeless people. A number of treatment modalities for adults have been shown to
be effective in controlled studies: admission to a post-detoxification stabilization
program results in longer periods of abstinence than direct release into the shelter
system (Kertesz, et al., 2003), and abstinence-contingent work therapy in a long-
term residential setting has been shown to improve outcomes (Milby, et al., 2000).
Studies have examined the effectiveness of case management for homeless people
with addictions, with mixed results (Morse, 1999).

3.6. Urban Geography

The forces underlying the urban geography of homelessness are aptly described in
the seminal work of Dear and Wolch (Dear, et al., 1987). They examined how dein-
stitutionalization, rollbacks in entitlements to social assistance, and changes in the
global economy in the late 1970s and early 1980s combined to create complex prob-
lems of poverty, inequality, and homelessness in North American cities that persist to
this day. Dear and Wolch (1987) argued that these problems manifested themselves
in the specific urban form of the “service-dependent ghetto,” which refers to the
spatial concentration in the inner city of service-dependent populations (such as
people with mental illness, physical handicaps, addictions, or recent incarceration)
and the organizations that assist them. While on one hand these can be character-
ized as areas of “urban blight,” Dear and Wolch (1987) argued that they serve as a
supportive environment and adaptive coping mechanism that can have a positive
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effect on the health and well-being of residents who have few other options. Service-
dependent ghettos are often the object of antagonism from surrounding communi-
ties. Paradoxically, however, these more affluent communities often perpetuate the
forces that create the service-dependent ghetto and entrench processes of inner-city
decay through citizen resistance to housing and services for low-income people and
exclusionary land use policies and zoning practices (Dear and Taylor, 1982).

In some cities, the tendency has been to isolate high-poverty urban neighbor-
hoods rather than attempt to destroy them. Davis argues that in Los Angeles and
other cities, a conscious effort has been made to create geographic and physical bar-
riers (such as expressways) that circumscribe poor and minority neighborhoods and
cut them off from the rest of the city (Davis, 1990). This spatial isolation can further
heighten the marginalization of these communities and limit residents’ access to
goods, services, and economic opportunities that are vital to health.

Since homeless people spend a great deal of their time in public spaces, the
nature of these spaces can have a significant impact on their quality of life. Some
cities have numerous well-tended public spaces such as parks and squares that are
conducive to those who wish to linger or rest, including homeless people. These
spaces can serve a socially cohesive function if urban dwellers of diverse back-
grounds perceive them to be safe “neutral” spaces in which to gather and socialize.
In contrast, other cities have built environments that lack such public spaces and are
instead dominated by privatized quasi-public spaces such as shopping malls. Non-
purposeful lingering, which would be generally acceptable in a public space such as
a park, is perceived as “loitering” in such places. In a relatively trivial but very spe-
cific expression of hostility toward homeless people, some cities have installed
“bum-proof” benches that are designed to prevent reclining or sleeping on the seat.
While these elements of the urban environment seem relatively minor, they may
reflect a city’s prevailing sentiment towards homeless and poor people that sets the
tone of their daily existence (Davis, 1990).

3.7. Urban Governance

Homelessness is often perceived as having a negative effect on the quality of life in
urban centers. Some consider the visible presence of homeless people in parks,
street corners, and other public spaces to be a manifestation of “urban disorder”
and a barrier to the successful promotion of commerce and tourism. In response to
these concerns, a number of cities have enacted by-laws against panhandling, loiter-
ing or sleeping in public places, public intoxication, or possession of shopping carts.
Some cities have instituted aggressive policing strategies to remove homeless people
from public spaces (Graser, 2000). Efforts to displace street youth and homeless
people rather than offer them any meaningful help might have negative effects on
health and in fact increase high-risk behaviors such as survival sex and unsafe injec-
tion drug use practices (O’Grady and Greene, 2003; Wood, ¢t al., 2004).

Homeless people frequently interact with both police and paramedics, but they
have much lower levels of trust in police than in paramedics (Zakrison, et al., 2004).
By inhibiting homeless people from calling for needed emergency assistance, this
distrust could result in serious harms to health. In a study of injection drug users in
San Francisco, 56% of those who had been present with an unconscious heroin
overdose victim did not call for emergency services due to fear of police involve-
ment (Davidson, et al., 2002). Police action can also have direct adverse effects on
the health through the excessive use of force (Cooper, et al., 2004). In a study in
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Toronto, 9% of homeless people reported having been assaulted by a police officer
in the last 12 months (Zakrison, et al., 2004).

On a larger scale, issues of urban governance such as fiscal disparities affect all
urban dwellers, but have the potential to have a particularly severe impact on home-
less and poor people. Fiscal disparities typically occur when an older central city
with a significant number of high-poverty neighborhoods is surrounded by a ring of
higher-income municipalities. The central city’s primary revenue stream from prop-
erty taxes is limited by a weak tax base, but at the same time the city is confronted by
a high and rising demand for social services, some of which is driven by the down-
loading of ‘unfunded mandates’ by states onto central city municipalities (Drier,
et al., 2001). Meanwhile, the nearby ring communities have a strong property tax
base and face a lower demand for social services, while at the same time its residents
work in the central city and benefit from its economic activities and services (the so-
called “free-rider” effect) (Orfield, 1998; Drier, et al., 2001). These fiscal disparities
greatly exacerbate the adverse effects of racial and economic segregation on home-
less people and others living in extreme poverty in the central city.

In an example of an effort to redress this problem, state legislation in
Minnesota, the Fiscal Disparities Act, mandates the sharing of commercial property
tax between outlying, high tax base municipalities to central city municipalities to
assist in the provision of social services. Enacted in 1971 by the Minnesota legisla-
ture, the plan pools 40% of the increase in all communities’ commercial/industrial
property valuation. All cities and townships keep their pre-1971 tax bases plus 60%
of the annual growth. The pool is then taxed at a uniform rate and redistributed
among all local government entities. Although this redresses some of the intra-
metropolitan disparities, it does little to reduce the payoffs of “externalizing” social
problems with tools like exclusionary zoning in typically more affluent communi-
ties. Moreover, the Minneapolis-St. Paul example depends on the existence of a
strong regional-metropolitan level of governance, the Met Council, which although
heavily studied (Orfield, 1998; Rusk, 1999; Katz and Bradley, 1999), is still a concept
that is strongly resisted by homeowners’ associations, gated communities, and afflu-
ent municipalities (McKenzie, 1994; Boudreau and Keil, 2001). An alternative solu-
tion is to create cities that encompass lower and higher income areas, rather
allowing them to separate into different jurisdictions. In Toronto, Ontario, this was
effectively accomplished through the amalgamation of five contiguous cities into a
single urban entity, although the amalgamation was motivated by a desire to
increase operating efficiency rather than concern regarding fiscal disparities
(Boudreau, 2000).

4.0. THE EFFECTS OF HOMELESSNESS ON POPULATION
HEALTH

Does homelessness have a sizeable effect on population health? This question raises
anumber of complex issues. Homeless people, especially those who are chronically
homeless, tend to have poor health. However, homelessness is a temporary state,
not a permanent trait. As many as 8 millions Americans experience homelessness
over a five year period, but most of these episodes of homelessness are quite brief
(Link, et al., 1994). Thus, at any single point in time only a very small proportion of
a city’s population is without a home. Homeless people would therefore be
expected to have a minimal impact on indicators of overall population health, such
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as health status or mortality rates. Of course, this assumption may be incorrect in
urban centers in the developing world, where extremely large numbers of people
often live on the street or in encampments.

Some have suggested that homelessness may have an adverse effect on public
health through the spread of infectious diseases, such as tuberculosis. Compared to
the general population, homeless people are clearly at increased risk of developing
latent tuberculosis, which is not infectious to others, as well as active tuberculosis,
which can infect those who come in close contact with the individual. During tuber-
culosis outbreaks, shelter residents, shelter staff, and health care providers are at
increased risk of becoming infected (Advisory Council for the Elimination of
Tuberculosis, 1992a). To date, however, outbreaks of tuberculosis among homeless
people have not spread widely within the general population. The threat of tuber-
culosis is therefore an important health problem for homeless people, but one that
has demonstrated relatively limited potential to affect overall population health in
urban areas.

The outbreak of Severe Acute Respiratory Syndrome (SARS) in 2003 has raised
the specter of rapid and uncontrolled spread of acute respiratory infections
through the homeless population. The 2003 SARS outbreak in Toronto was almost
entirely confined to travelers returning from abroad, health care workers, and their
household contacts (Svoboda, et al., 2004). No homeless person became infected
with SARS. If this had happened, the large, transient, and difficult-to-locate shelter
population would have made it almost impossible for Toronto public health officials
to implement their core strategy of identifying and quarantining all “household
contacts” of patients with SARS. Such a situation could have had devastating effects
on efforts to prevent the outbreak from spreading into the city’s general popula-
tion. Given the threat of a recurrence of SARS or the possible emergence of other
new and potentially deadly respiratory infections, infection control measures to
deal with a severe acute infectious disease outbreak in the homeless population
require serious consideration. Although this scenario is currently hypothetical, the
potential implications for population health are considerable.

Homelessness may have major implications for population health, for reasons
other than those discussed above. Emphasis on the direct impact of homelessness
on population health may be misplaced. Instead, homelessness may be viewed as a
sentinel event, a marker for dysfunction in multiple sectors including the housing
market, job market, health care system, and social welfare system. Homelessness
represents the extreme end of a larger distribution of socioeconomic status and
housing status, and it attracts attention precisely because of its dire nature.

This conceptualization has been well-described in work by Rose (1985). As
shown in Figure 1, the curve shown with a solid line represents the distribution of
housing quality within a hypothetical population. Homelessness represents the
extreme low point along the dimension of housing quality. This approach views
one’s housing situation as a continuum and avoids creating a simple dichotomy
between being homeless and being housed. For the sake of this discussion, we
assume that housing conditions have an impact on health, an assertion for which
there is ample support (Fuller-Thomson, et al., 2000; Krieger and Higgins, 2002).
Figure 1 also illustrates two different approaches to improving health through
improving housing conditions. The greatest effect in terms of population health
may be gained through approach A (shifting the entire population distribution for
the factor upwards slightly, to the distribution curve indicated by a dotted line)
rather than approach B (focusing on improving conditions for the highest-risk
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Approach A. Shift population norm slightly upwards

Frequency in population

Approach B. Focus on
improving conditions
for high-risk group  —"" Homeless Poor Fair Moderate Good Excellent
(e.g., homeless people) Housing Quality

Figure 1. The Distribution of Housing Quality within a Hypothetical Population, and the Effect of Two
Different Approaches to Improving Health Through Improving Housing Conditions.

group at the worst extreme of the distribution). A similar argument could be
applied to the relationship between poverty and health, where the x-axis on the dia-
gram would represent income rather than housing quality.

The case of asthma is an excellent example of this dilemma. About 40% of
children staying at homeless shelters in New York City have asthma (McLean,
et al., 2004a). Although this is a disturbingly high rate, the prevalence of asthma is
also very high among inner-city children living in substandard housing (Malveaux
and Fletcher-Vincent, 1995). Because homeless children represent a relatively
small proportion of all children living in poverty in a given city, the population
health effect of asthma among homeless children is likely to be far smaller than
the population health effect of asthma in the much larger number of children
who are housed but living in decrepit buildings. While homeless children are
a distressing manifestation of urban poverty, they represent “the tip of the ice-
berg” of the broader issue of poverty and poor housing. Thus, the problem of
asthma among homeless children may be regarded as an extreme example of a
much larger population health concern that may be a more appropriate target for
intervention.

5.0. POTENTIAL STRATEGIES TO IMPROVE THE HEALTH
OF HOMELESS PEOPLE

A consideration of strategies to improve the health of homeless people raises the
question of whether our first concern should be to attempt to deal with the problem
of homelessness itself, or to intervene to relieve illness among homeless youths, sin-
gle adults, or families. Of course, this is not an either/or proposition. Nonetheless,
an excessive emphasis on the latter approach might result in producing healthier
homeless people, yet fail to recognize that homelessness is the result not only of
individual vulnerabilities, but also of deeper structural problems within our society.
On the other hand, a focus on the former approach may founder on the assump-
tion that providing homeless people with stable housing will necessarily improve
their health.

An example of this tension is the emergence of two contrasting service delivery
models to meet the needs of chronically homeless adults with concurrent mental ill-
ness and substance abuse (Tsemberis, et al., 2004; Hopper and Barrow, 2003). The
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first model, known as the “Continuum of Care,” attempts to move homeless people
from the street into transitional congregate housing, in conjunction with a require-
ment that the individual engage in treatment for their mental illness and addic-
tions. Under this model, the person is allowed to make the transition to permanent
housing only after they achieve abstinence from alcohol and drugs and their clinical
status has been stabilized. In contrast, the “Housing First” model is based on the
belief that homeless people should be afforded permanent housing as a basic
human right, not as a reward contingent on participating in treatment. In this
model, homeless people can obtain housing in individual apartments without any
preconditions, and they are then offered an array of harm reduction and treatment
services through an ACT team (see section 3.5. above). A recent randomized con-
trolled trial assigned 225 homeless adults with concurrent severe mental illness and
substance abuse to one of these two approaches. Individuals treated under the
“Housing First” model spent significantly less time homeless over the follow-up
period, and at the end of 24 months about 80% were in stable housing as compared
to only 30% in the “Continuum of Care” model. However, there were no significant
differences between the two groups in terms of alcohol use, drug use, or psychiatric
symptoms. This study highlights the need to acknowledge that ending homelessness
is a worthwhile goal in and of itself, but that it is not synonymous with improving the
health of homeless people.

Other strategies include adapting the health care system to better meet the
unique needs of homeless adolescents, single men and women, or families. As dis-
cussed in Section 3.5 above, a cornerstone of this effort is the use of multidiscipli-
nary teams providing coordinated care at outreach sites, in combination with more
traditional clinic-based health care services. For homeless people with severe men-
tal illness, the availability of ACT services is vital, but the effectiveness of less
resource-intensive systems of mental health care for homeless people needs to be
assessed. For those with addictions, the availability of detoxification beds, post-
detoxification stabilization programs, and longer-term (6 to 12 month) residential
addiction treatment programs are important issues. In designing these services, the
heterogeneous needs of different subgroups of homeless people (e.g., street youth,
single men, single women, and mothers with young children) must be taken into
account.

While improving conditions at shelters is by no means the preferred route to
better health for homeless people, it is important that shelters not contribute to ill
health. Certainly, the availability of adequate capacity to accommodate everyone
who seeks a shelter bed is a reasonable first step towards protecting homeless adults
from the elements. Adherence to basic standards of cleanliness, nutrition, and food
hygiene within shelters and the avoidance of overcrowding and inadequate ventila-
tion are mandatory. Perhaps equally important is the creation of a safe and welcom-
ing environment that encourages clients to engage with service providers.

At a broader level, interventions are needed to decrease the prevalence of
homelessness and address the systemic issues that contribute to homelessness.
These efforts may at least in some cases have health benefits as well. For homeless
families, there is compelling evidence that the provision of subsidized housing is
both necessary and sufficient to end their homelessness (Shinn, et al., 1998). The
“Housing First” strategy appears to be more effective in moving homeless people
with concurrent mental illness and substance abuse into stable housing; further
research is needed to examine the effectiveness of this approach with other sub-
groups of homeless people.
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Serious attention needs to be paid to the impact of the social welfare system on
homelessness and health. Restrictions in eligibility for Temporary Aid for Needy
Families and state-run welfare programs threaten to contribute to a potential rise in
homelessness among families and single adults in coming years. Further research is
needed in this area and on the impact of receipt of welfare or disability benefits on
the health of homeless people.

Finally, upstream from the distinctive and visible issue of homelessness is the
larger problem of urban poverty. The existence of entire communities and groups
who are cut off from a decent education, employment opportunities, housing, and
access to health care should raise extremely troubling questions for anyone who
cares about the health of our urban centers. While the adverse health effects of
homelessness are clearly severe, this phenomenon is only a specific and extreme
example of the larger problem of the effects of poverty and inadequate housing on
population health.
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Chapter 3

Health of Economically Deprived
Populations in Cities

Patricia O’Campo and Michael Yonas

1.0. INTRODUCTION

In this chapter we discuss economically deprived populations residing in urban
environments in industrialized countries. While we draw heavily from the experi-
ences of the U.S. in terms of our descriptions of the populations that comprise the
economically deprived, the structural factors producing economic deprivation, and
the policy solutions for this growing population, the issues discussed here are rele-
vant for all industrialized settings.

One prominent feature of the current U.S. economy is the growing wealth and
income inequality among the population. The U.S. leads the industrialized world in
the income gap between its rich and poor. Currently, 1% of the wealthiest house-
holds control approximately 38% of the nation’s wealth, while the lowest 80% of the
households account for only 17% (Mishel, et al., 2003). During the 1980s and 1990s,
the income of those in the 95th percentile grew approximately 20 percentage
points, while incomes in the middle- and low-income groups grew very little over
this same time period (Mishel, et al,. 2003). These trends persist as families at the
top of the income distribution gather unprecedented wealth as the sole beneficiar-
ies of the “strong” U.S. economy (Mishel, et al., 1999; 2003).

The American dream of working hard and making your dreams come true
remains motivating and inspirational to many. Yet, this remains just a dream for a
growing proportion of the U.S. population. With falling wages for the middle and
lower classes, a shrinking public service sector, and a diminishing safety net for
those at the very bottom, too many families, despite working full time, are not mak-
ing ends meet.

In this chapter we explore the health problems of the economically and
socially deprived residing in urban settings. We consider those who are economi-
cally deprived not only the populations living at or below the poverty line, but also
those who are above the poverty line yet are struggling to maintain a basic living
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standard such as those persons or families earning less than a living wage. We seek
to cover four questions in this chapter: (1) who are the economically deprived pop-
ulations residing in urban environments; (2) what are the structural and policy fac-
tors that contribute to and maintain the plight and/or well-being of the
economically deprived in urban environments; (3) what are some of the health bur-
dens experienced by the economically and socially deprived urban populations;
and (4) what are potential policies and strategies for improving the health of eco-
nomically deprived populations and individuals in urban settings?

2.0. ECONOMICALLY DEPRIVED POPULATIONS RESIDING
IN URBAN ENVIRONMENTS

While the first impression of economically deprived populations are those residing
in poverty, there are a number of subpopulations comprising the economically
deprived including those who are residing in poverty, the working poor, and even
those who reside above the poverty level. These groups are described in this section.

2.1 Poverty

In 2003, approximately 35.8 million people (12.5% of the U.S. population) were liv-
ing below the federal poverty level, an increase of 1.3 million people, from 12.1%,
in 2002 (U.S. Census Bureau, 2004). The poverty threshold, in 2004, for a family of
four was $18,979 and for one person was $9,573. For example, a family of four, one
adult and three children, this would equal $8.89 an hour or $3.74 more than the
current federal minimum wage level, assuming a full-time position of 40 hours a
week. An increasingly important measure of severe economic deprivation is ‘deep
poverty’ or the group of persons whose incomes are at half (50%) of the official
poverty line. Fully half of those residing in poverty reside in deep poverty; for a fam-
ily of 4 that would represent an income of $9,489 or less. The proportion of those
residing in deep poverty is increasing rapidly as only seven years ago (1997) about
30% of the poor were in deep poverty (Mishel, et al., 2003). Recent research has
shown that the social policies designed to help the impoverished engage the job
markets are less likely to reach these individuals thereby perpetuating the cyclic
nature of disadvantage and marginalization (Mishel, et al., 2003).

These numbers tell only part of the story as poverty varies significantly by race
and gender. Women have about 40% higher poverty rates than men, 12.3%, and
8.7% in 2002, respectively. Similar increases are seen for women and men residing in
deep poverty in 2002, 5% for women and 3.5% for men (Casey, 2003). Poverty rates
in 2002 were more than double for single households headed by women (33%) ver-
sus men (16%). While these trends are concerning, what is not stated in most
poverty discussions is the fact that the pathways to and out of poverty differ signifi-
cantly for women versus men (O’Campo and Tang, 2001). While men can more reli-
ably depend upon employment as a way of escaping poverty, women cannot.
Women'’s disproportionate share of family, children, and household responsibilities
precludes employment alone as a means for climbing out of poverty and economic
hardship (Pearce, 1990; O’Campo and Rojas-Smith, 1998; O’Campo and Tang,
2001). Economic deprivation varies considerably by race. In 1996 poverty rates for
blacks and latinos (28.4% and 29.4%) were almost three times that of whites
(11.2%) (US Census Bureau, 1997).
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2.2. The Working Poor

One feature of the economy that affects the majority of workers is falling wages.
Since the 1970s, growth in family income has slowed considerably, especially in com-
parison to the growth in the U.S. following World War II. Average annual family
income growth during the period 1947-1973 was 2.7%. Annual growth in family
income following that period averaged 0.6%, 0.4%, and 0.1% for the periods 1973-
79, 1979-89, and 1989-97, respectively. In other words, the wage increase their par-
ents received in a single year would take today’s families half their working lives to
achieve. Falling wages are not a reflection of falling worker productivity. In fact,
from 1968 to 2001, worker productivity has risen 75%. Had the average hourly wage
kept pace with productivity since 1968, the hourly wage in 2001 would be $25.39 and
not $14 as it was in 2001; moreover, minimum wage would be $14.15 (all values are
2001 dollars) (Sklar, et al., 2001).

Additionally, the increase in underemployment, contingent work, and job inse-
curity, piled upon reduction of shrinking social aid policies, has meant that families
can more easily slide into poverty, and remain there longer. Although tempting as a
set of explanations, there are no data to support that changing demographics (i.e.,
growth in female-headed households) and lack of human capital (i.e., insufficient
educational level or skills) contribute significantly to increasing poverty. Rather,
recent social policies, including an eroding safety net for low-income families,
“wealthfare” (laws that allow the rich to keep a greater portion of their earnings),
along with falling wages, and growing inequalities, calcify the economic plight of
those at the bottom (Aldelba and Folbre, 1996; Mishel, et al., 1999). From 1974-
1995, there was a steady increase in the proportion of individuals earning poverty-
level wages while working full-time, 50 hours per week year round. Poverty rates
remain consistent with those in 1973 with 20% of black families and 33% of families
headed by single mothers living in poverty in the year 2000. More importantly, if
contemporary measures of poverty were adopted, it is certain that the rates of
poverty would be even higher (Mishel, et al., 2003).

2.3. Working but Struggling: Earning a “Living Wage”

Having an annual income above a poverty level wage is no guarantee that families
can make ends meet. Increasingly, there is focus on levels of income needed for eco-
nomic sufficiency or a ‘living’ wage (Boushey, et al. 2001; Sklar, et al., 2001; Mishel,
et al., 2003). While this wage varies substantially by region of the country, the range
is between $6.25 and $12.00 dollars per hour.

While not recognized by the federal government as having unacceptably low
incomes, the struggles to provide for basic needs within these families are real and
tragic. Twenty-nine percent of working families in the U.S. with one to three chil-
dren under age twelve do not earn enough income to afford basic necessities such
as food, housing, healthcare, and childcare, even during the economic “boom” of
the mid to late 1990’s (Boushey, et al., 2001). Families with incomes between the
poverty line and twice the poverty line were just as likely to experience hardships
and economic struggle as those families living below the federal poverty level with
the reported shares of each family type as 25% and 29%, respectively (Boushey,
et al., 2001). The majority of these families are two-parent families with one or more
workers who are again often earning incomes that are above the federally estab-
lished poverty level.
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3.0. STRUCTURAL AND POLICY FACTORS CREATING
ECONOMIC DEPRIVATION IN URBAN ENVIRONMENTS

A conceptual framework describing how urban environments affect the health
of economically deprived populations is useful for identifying determinants of,
and solutions to, poorer health among this group (Heyman, 2000; Krieger,
2001). The poverty and economic deprivation noted in the earlier sections of
this chapter are the consequences of historical economic, social, and political
processes that have contributed to the unequal development of urban areas and
to the economic and racial segregation of U.S. urban spaces. And while we
emphasize the economic aspects of those with low social class position, this pop-
ulation experiences myriad social problems ranging from poor working condi-
tions, substandard yet unaffordable housing, and poor quality educational
systems to inaccessible health care services and daily discrimination based upon
race, class, and gender.

We present a conceptual framework describing the ways in which economic,
social, and political processes ultimately affect the well-being of urban populations
in Figure 1. While a detailed discussion of these historical process — such as a
changing economy which emphasizes a shift from manufacturing to service

Historical and Contemporary Attitudes, Practices, and Policies regarding Racial
and Ethnic Minorities, Low-income and Impovershed Populations
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Figure 1. Social Production of Inequalities in Health and Well-Being in Urban Environments.
Note: The framework is not intended to be comprehensive but, rather, presents examples of pathways by
which structural factors affect urban environments and, in turn, influence health.
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oriented jobs, migration of manufacturing jobs from urban areas, employment dis-
crimination by race and gender, housing policies including lending practices and
residential segregation, demographic shifts in the composition of urban areas
resulting from the migration of middle-class families to the surrounding suburbs
eroding the tax base of cities, growing poverty concentration and ghetto formation,
and failing educational systems — are beyond the scope of this paper, they are
detailed in several excellent references published elsewhere (Wilson, 1987;
Halpern, 1995; Marmot and Wilkinson, 1999; Navarro and L, 2001; Frazier, et al.,
2003; Hofrichter, 2003; Venkatesh, 2003; Wilson, 2003; Massey 2004; Raphael,
2004). Rather, we are only able to present selective examples of the processes and
pathways by which they lead to unequal urban development and may ultimately
have their impact upon the health of economically deprived populations.

While many descriptions of the inner cities of the U.S. tend to convey poor
neighborhoods and urban spaces as if those characteristics are inherent in the pop-
ulations or neighborhoods where low-income residents reside, we agree with Wilson
and others (Frazier, et al., 2003; Venkatesh, 2003; Wilson, 2003; Massey, 2004) that
these deprived urban areas are the result of larger policies and practices as sug-
gested by the top two boxes in Figure 1. A primary determinant of economic depri-
vation is lack of employment that pays well and provides ample benefits (e.g., health
care coverage). Given the shift in the U.S. economy away from higher paying manu-
facturing jobs for those individuals with lower skills, jobs that often carried health,
vacation, and retirement benefits have largely been eliminated. This shift has hurt
those at the bottom and racial and ethnic minorities, blacks in particular, the hard-
est. While approximately one-third of those employed in the 1950s were in the man-
ufacturing sector, that has dropped to just 12% in the late 1990s. There has been a
growth in service-sector jobs but these jobs often have low pay, few benefits, and are
less secure (Mishel, et al., 2003). Those at the bottom have fewer resources to rely on
during hard times, e.g., families with surplus economic resources, have access to
home equity loans as a result of being a homeowner and unemployment insurance
payments that cover basic costs (Leondar-Wright, 2004). The migration of jobs out
of urban areas cities has particularly affected the most deprived areas of the city.
As noted in Wilson’s When Work Disappears (1996), the ghettos have gone from hav-
ing a majority of adults working around the middle of the 20th Century to high
rates of joblessness and only a minority of individuals in ghettos being employed at
the end of the last century (Wilson, 1996). To illustrate this differential impact, one
study of Illinois job migration from the cities in the 1970s showed that black job loss
was 24% while white losses were only 10% (Leondar-Wright, 2004). Access to
employment can be particularly challenging for women who primarily shoulder
child rearing and other household responsibilities (Hanson and Pratt, 1995; Amott
and Matthaei 1996; Frazier, et al., 2003). Women are not able to commute as long to
employment opportunities. The changes in the U.S. economy have left women in
urban environments, especially those residing in areas of concentrated poverty, with
fewer, and poorer, employment choices. While changes in recent decades in the
national economy have contributed to the problem of access to good paying jobs for
those residing in urban areas, related factors have additionally eroded the support
of families including suboptimal public transportation, lack of a national child care
program, and lack of a national health program.

Policies and practices that have produced racial inequalities in economic and
social well being in the U.S. unfortunately are numerous (Wilson, 1987; Massey and
Denton,1994; Yinger, 2001; Bonilla-Silva, 2003; Hofrichter, 2003; Leondar-Wright,
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2004; Massey ,2004). These are also noted in the top box in Figure 1 as contributing
to the unequal access to resources among racial and ethnic minorities residing in
urban areas. Numerous examples of such practices and policies can be found in
relation to housing (and the physical environment) (Squires, 1994; Evans, 2003;
Frazier, et al., 2003; Northridge, et al.,, 2003; Shaw, 2004). Blatant examples of racist
housing related practices by the private sector include redlining (i.e. identification
of geographic neighborhoods, the residents of which are denied loans or denied
insurance) (Squires, 1994; Sickinger, 1999), and steering (i.e. the practice of show-
ing prospective home buyers homes in certain neighborhoods characterized by its
racial composition). Similar to steering is the documented discrimination by race in
the rental market (Massey and Lundy, 2001). All such practices serve, too often, to
deny racial minorities access to higher quality housing and to one of the major
sources of wealth accumulation for the middle class (e.g., home ownership in
higher income neighborhoods where real estate prices escalate quickly). While poli-
cies such as the Fair Housing Act of 1968 or the Home Mortgage Disclosure Act in
1975 were designed to eliminate these practices, they have failed to achieve their
goals as these practices have continued (Squires, 1994; Sickinger, 1999). Recent
research has also described how after World War II, the transportation and housing
industries collaborated to dramatically transform cities and suburban areas, con-
tributing to the increased patterns of segregation in metropolitan areas (Mohl,
2002). These are examples of the historical and contemporary policies and prac-
tices that are highlighted in the top box of Figure 1.

These larger societal processes, in turn, contribute to the unequal develop-
ment of cities within the U.S. Those who are struggling to make ends meet are often
faced with multiple problems which collectively contribute to and help maintain the
low social standing of these individuals and families, especially those residing in
urban ghettos or areas of concentrated poverty. Examples of these factors and chal-
lenges are noted in the middle box of Figure 1. Our framework should not be inter-
preted as suggesting that all persons in deprived urban areas are homogeneous with
regard to how they experience the consequences of the public and private practices
and policies that affect them. Rather, there is quite a bit of heterogeneity within
deprived areas and across deprived areas with regard to the characteristics listed in
the middle box in Figure 1.

While urban race, class, and gender inequalities in income, quality of residen-
tial neighborhoods, access to high paying jobs, and access to supportive resources
are well documented, the evidence that these factors also affect the health and well-
being of urban populations is also growing (Pamuk, et al., 1998; Marmot, et al., 1999;
Acevedo-Garcia, 2000; Evans, 2003; Massey, 2004). We illustrate these pathways in
Figure 1 where we note the relationship between the policies and practices of gov-
ernments and the private sector in contributing to unequal development of urban
spaces and their ultimate effect upon the health of city residents. Again, while low-
income urban populations experience myriad health effects due to their social and
economic deprivation, we cannot fully cover these complex relationships. Rather,
we mention just a few pathways as means of illustration.

Toxins in the environment can have a direct impact on health (see pathway 1 in
the bottom box of Figure 1). Examples of these include pollution levels on asthma
and other respiratory conditions (Schwartz, 2004), lead exposures from lead paint
in the home on the cognitive performance of adults and children (Lidksy and
Schneider, 2003), and toxic waste sites near residential areas on cancer rates (Lidksy
and Schneider, 2003). Segregation and racial discrimination has been suggested as
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having significant health impacts (Polednak, 1996; Acevedo-Garcia, 2000; Krieger,
2000; Massey, 2004; Caughy, et al., In press). Massey, (2004) describes in his thor-
ough review of segregation and health, not only the contemporary face of segrega-
tion but the pathways by which experiences of segregation affect health. (see
pathway 2 in the bottom box of Figure 1). For example, among blacks residing in the
U.S., more than half are residing in either highly segregated or hyper-segregated
environments. Moreover, the levels of segregation for many metropolitan areas in
the U.S. have changed very little over the past 20 years. High segregation and hyper-
segregation leads to environments with simultaneously chronic and high levels of
crime, concentrated poverty, diminished basic resources, substandard housing, and
high unemployment to name a few. These kinds of environments contribute
to increases in negative stress or allostatic load among the residents. This in turn
leads to health conditions including compromised immune function, hypertension,
cardiovascular disease, asthma, Type I diabetes to name a few (Massey, 2004).
Acevedo-Garcia discusses the details of how segregation directly affects the risk for
infectious diseases, TB in particular, via the crowding created by adverse residential
environments of segregated neighborhoods (Acevedo-Garcia, 2000) (see pathway 3
in the bottom box of Figure 1). These are but a few examples of how the health of
economically and socially deprived populations is affected by their environments
and the societal level policies that create those environments.

4.0 HEALTH BURDENS EXPERIENCED BY ECONOMICALLY AND
SOCIALLY DEPRIVED URBAN POPULATIONS

Studies of individual and population health for those living in urban areas have con-
sistently demonstrated the variation in health status by context, race, income, and
gender. While patterns of disparity differ for various outcomes, a consistent relation-
ship of increased morbidity and mortality has been observed for economically disad-
vantaged urban populations compared to their less deprived counterparts for
outcomes such as cardiovascular disease, homicide, mental health, asthma, and pre-
mature mortality (Brunner and Marmot, 1999; Geronimus, et al. 1999; Shaw, et al,
1999.; Weil, 1999; Aligne, ¢t al., 2000; Grant, et al., 2000; House, et al., 1978; Cooper,
et al. 2001; Geronimus, 2003; Kreuger, et al., 2004; McGruder, et al., 2004).

We present here data that demonstrates the health status of the economically
deprived residing in urban areas. While a full understanding of health disparities
requires a focus upon race/ethnicity, income, poverty, context, and gender, few past
research efforts have explored and presented their findings to elucidate such health
patterns. We present some data from published sources but also examined social
class, race and gender inequalities using the National Health Interview Survey con-
ducted in 2001.

4.1. Studies from the Published Literature

In an original investigation, House and colleagues (2000) provide the first estimates
for the prospective impact of urban residence on mortality within a national sam-
pling study. House, et al., (2000) sought to estimate the prospective effects of urban,
suburban, and rural residence on mortality for adults over the age of 25 in the U.S.
In order to determine whether excess mortality among urban residents is attributed
to specific urban areas or causes of death, the investigators conducted face-to-face
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interviews with a stratified, multi-stage sample of 3,617 individuals who were not
institutionalized, with over sampling for individuals over the age of 60 and black.
Deaths of participating individuals were acquired through National Death Index or
through direct follow-up with study participants.

While controlling for a variety of factors such as age, race, socioeconomic sta-
tus, and self-reported health status, this study found that mortality increased sharply
by age and with decreasing education, income, and self reported health status. In
addition, individuals living in urban areas were also likely to experience significantly
higher mortality than individuals residing in small town/rural areas (Figure 2).
Adjusted for sociodemographic, socioeconomic, and health predictors, multivariate
analysis showed that individuals living in the city had a significantly higher hazard
ratio of 1.62 (95%) times greater than those individuals living in small towns/rural
areas. Although not statistically significant, participants living in suburban areas
were also more likely to experience higher mortality rates of 1.15 than those living
in small towns/rural areas. In addition, individuals with income less than $10,000
had significantly higher hazard ratios of 2.65 than those making more than $30,000
ayear and participants making between $10,000 and $29,999 were also significantly
more likely to have higher hazard ratios, 2.31 than those with a higher annual
income.

One explanation for these findings is that living in the city, coupled with living
within a lower income stratification often involves navigating an increased number
of stressful life experiences which include increased conflict with interpersonal rela-
tions, increased sensory stimulation, noise, stress, and anxiety associated with city-
life, which can often encompass situations involving increased exposure to crime
and violence (Yonas, 2004; Fischer, 1984; House, 1978; Milgram, 1970). City resi-
dents often experience limited access to and ability to engage institutional resources
such as nutritious food resources, healthcare, mental health counseling, and/or
social support networks necessary for successfully negotiating the stresses of living in
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Figure 2. Adjusted Hazard Ratios for All-Cause Mortality, 1986-1994.
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urban areas, as well as increased risk to other exposures such as dilapidated and
vacant housing, and increased access to liquor stores and corner store markets.

In another study, Aligne, et al., (2000) sought to explore if living in an urban
area contributed independently to the risk for childhood asthma, after controlling
for other commonly studied factors with asthma such as race/ethnicity, poverty sta-
tus, and other environmental and demographic conditions. The investigators for this
study again used a national database through the Child Health Supplement to the
1988 National Health Interview Survey to conduct a prospective study among a
nationally representative sample of 17, 110 children between the ages of zero and 17.

Bivariate analyses and stepwise regression analyses were used to understand the
relationship of numerous demographic variables, and their analyses were con-
ducted to illustrate the role of race and poverty towards childhood asthma by adjust-
ing for urban versus non-urban living situation (Figure 3).

Interestingly, this investigation identified that urban status alone was statisti-
cally significantly associated with an increased risk for childhood asthma for both
black and white children, with odds ratios (OR) of 1.4 and 1.2, obtained respec-
tively. While controlling for urban versus non-urban living status, results from this
investigation additionally showed that both poor and non-poor children had signifi-
cantly higher odds ratios than non-urban children in the sample, although poor
children remained at increased risk for childhood asthma as compared to their
non-poor counterparts.
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Regardless of race or family income status, children living in urban areas were
found to be at increased risk for childhood asthma. Since this analysis is cross sec-
tional it does not indicate a causal relationship, but these findings do strengthen
previous findings which propose an environmental link between childhood asthma
and living in urban areas often attributed to individual and contextual factors such
as exposure to passive smoking, substandard housing conditions, exposure to
cockroaches, decreased access to healthcare and other institutional resources, poor
diet, and limited care giving capacity due to stress and anxiety (Aligne, et al., 2000;
Eggleston, 2003).

4.2 Economic Deprivation and Health in Urban Environments
4.2.1. Evidence from the 2001 National Health Interview Survey

To more completely explore the joint effects of urban context, income, race/eth-
nicity, poverty, and gender on health disparities of economically and socially
deprived populations, data from the 2001 National Health Interview Survey (NHIS)
were examined. The NHIS is a nationally representative health survey conducted by
the National Center for Health Statistics (NCHS) and the Centers for Disease
Control and Prevention (CDC). The complete sample of participants for the 2001
NHIS was 38,932 households, which yielded 100,761 individuals and 39,633 families
in the U.S. and we limited our sample to those residing in larger urban areas. All
analysis were conducted utilizing the assigned sample weights to accurately obtain
national sample survey estimates (National Health Interview Survey 2001). We lim-
ited our analyses to those residing in large metropolitan areas comprised of popula-
tions 500,000 to 5,000,000.

A variety of indices were constructed for this analysis. We created an indicator
of income using, the ratio of family income to federal poverty level. This ‘poverty’
indicator had four continuous categories (<0.5, 0.5-1.99, 2.0-3.49, and 3.5-4.99)
where a value of 1.0 indicates a family residing at the official poverty level.
A dichotomous indicator was created from information on the short 6-item screen-
ing Composite International Diagnostic Interview (CIDI) to indicate mental health
status (Kessler, ez al., 2003). Those endorsing 4 to 6 items were considered as having
“Poor mental health” as they fell into the top half of the distribution for that scale,
and those endorsing 3 or fewer were considered as having as “Not poor mental
health”. The survey also asked if the respondent had ever been told by a doctor that
they had had a stroke. We used this information for those individuals over the age of
44 to examine gradients by income, race, and gender.

Cross tabulation analyses involving mental health by poverty level shows an
unambiguous inverse linear relationship; 41% of individuals living at half the fed-
eral poverty level had poor mental health status compared to 23.1% of those indi-
viduals living at the highest income category of 3.5 to 4.99 times the poverty level
(Figure 4).

When we stratified these analyses by gender the inverse linear relationship by
poverty level remains and women consistently report higher levels of poor mental
health across all poverty levels with the greatest gaps seen at lower poverty levels
(Figure 5).

Forty five percent of women versus 33.7% of men were living at half the federal
poverty level, 39.9% of women versus 31.5% of men were at the 0.5-1.99 poverty
level, 32.9% of women versus 26.9 % of men were at the 2.0-3.49 level, and almost
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equal levels of poor mental health status were observed at the 3.5-4.99 level above
poverty for women and men, 25% of women versus 21.4% of men, respectively.

When these same data were examined by race/ethnicity (latino, black, and
white), an inverse linear relationship for poverty level remained (Figure 6), but the
pattern for race/ethnicity within the poverty level categories varied.

Previous research suggests that racial/ethnic minorities report lower levels of
mental health symptoms than whites even when social class is considered
(Muntaner, 2004). Yet for those residing at the lowest income category of 0.5
poverty level, blacks and latino report more mental health symptoms than whites
(Figure 6). Almost half of the blacks residing at 50% or less of the federal poverty
level had poor mental health.

Those at the very bottom, which primarily includes racial and ethnic minori-
ties, where the majority of blacks reside in hypersegregated areas (Massey, 2004),
experience epidemic levels of contextual risk factors such as violence, drugs and
illicit drug markets, dilapidated living and neighborhood conditions, lack of access
to quality food resources, substandard education and day care, and decreased
access to social and institutional resources such as neighborhood relationships,
health care, social services, municipal services, etc. (Wirth, 1938; Milgram, 1970;
House and Wolfe, 1978; Bourgois, 1995; Kawachi, et al, 1999; Marmot and
Wilkinson, 2001).

Cross tabulation analyses of individuals age 45 or older examined stroke by
poverty status suggested an association but not necessarily a linear association as
observed for poor mental health status (Figure 7).

Those residing between 50% and 200% poverty had the highest proportion of
stroke at 8.4%, substantially higher than the other categories including the lowest
income category of <=50% of poverty. The proportion of those experiencing stroke
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varied substantially by race within income to poverty categories (Figure 8) and the
patterns by race varied across the income categories.

Within the two lowest income to poverty categories, blacks clearly had the high-
est proportion of reported stroke. This pattern was masked in Figure 7 when the
data were presented by income only. All groups in the lowest two categories had
higher proportions of stroke compared to those in the higher income brackets
except the poorest whites (Figure 8).

As in previous research, this analysis found that individuals living in economi-
cally disadvantaged communities within large cities were at increased risk for inci-
dence of stroke compared to their higher income counterparts. Higher risk for
stroke among residents of economically and socially deprived communities who
experience income inequality has been attributed to the negative effects of the psy-
chosocial environment on influencing the adoption of higher prevalence of risk fac-
tors such as smoking, hypertension, stress, anxiety, and obesity (Kawachi, ¢t al., 1997;
1999; Marmot and Wilkinson, 2001; Shi, et al., 2003).

5.0. POLICIES AND STRATEGIES TO IMPROVE THE WELL-BEING
OF THE ECONOMICALLY DEPRIVED

While the myriad, seemingly intransigent, social and health problems facing low-
income urban populations seem insurmountable, the good news is that there are
solutions that can begin to alleviate the extreme deprivation experienced by this
population and eventually lead to improvements in their health status. Among
industrialized countries, the U.S. maintains the highest poverty and economic dep-
rivation rates worldwide (Vleminckx and Smeeding, 2001). The solution to high lev-
els of poverty, high levels of social problems, and poorer health status, therefore, is
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no mystery and is related to the amount of social spending for the lower income
populations in a variety of areas including housing, child care, unemployment ben-
efits, health care, education, and public transportation just to name a few (Navarro,
2001; Hofrichter, 2003; Raphael and Bryant, 2004). Industrialized countries with
social democratic traditions such as Norway, Denmark, and Finland with higher lev-
els of income redistribution resulting from strong welfare states, have better popula-
tion health than countries with weaker welfare states (Navarro, 2001). While there is
no single formula for social spending that universally alleviates income and social
inequality across countries, it is clear that the U.S. lags significantly behind all other
countries with lower poverty rates and higher social spending. We briefly describe in
this section a few solutions to reducing economic and social deprivation in urban
areas of the U.S. as space constraints keeps us from taking a comprehensive
approach. And while each solution will be described separately, it is unlikely that
implementation of a single intervention alone will significantly alleviate the depriva-
tion of the urban poor or significantly improve their health. Rather, given that these
economic and social problems are multifactorial in nature, there is a need to simul-
taneously implement multiple strategies to begin to make a difference.

One strategy, not touched upon in depth in this review, but relevant to U.S. pop-
ulations that have low access to adequate health care coverage is universal health care
coverage. Health care access and coverage have been the topics of longstanding dis-
cussions in the U.S,, in part, because of the growing numbers of the uninsured which
at last count was 15% of the U.S. population in 2002 or approximately 44 million per-
sons, a number which keeps rising (Pugh, 2003). The U.S. is the exception among
industrialized countries in having no universal health care coverage. A substantial
proportion of uninsured are employed but do not have access to health insurance
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through their jobs. While treatment of health problems is less effective than primary
prevention, and universal health care coverage is not likely to eliminate inequalities in
health between the rich and the poor, universal access to health care treatment will
allow those who suffer from chronic diseases, predominately those who are lower
income, to better manage their conditions and to manage these conditions with fewer
out of pocket costs. Health problems of women and their children are a major con-
tributor to the inability to maintain employment among families participating in the
Temporary Assistance to Needy Families (TANF) program (O’Campo and Rojas-
Smith, 1998; Rojas-Smith, 2002). And those who are struggling economically are
more likely to forego needed care (May and Cunningham, 2004). Thus, making
access to health care a universal entitlement in the U.S., which is the case for every
other industrialized country in the world, would facilitate an improvement in the
health of the urban economically deprived populations. While universal access to
health care is an important component of improving the health of low income popu-
lations, addressing the racial disparities in treatment and quality of care will be neces-
sary to reduce inequalities. Recent evidence of the widespread ‘unequal treatment’ by
race in the health care system is strong and must also be addressed (Smedley, et al.,
2003).

The war on low wages for those at the bottom needs to expand in favor of the
working class. As noted earlier, significant losses in wages have been the norm for
the majority of workers over the last several decades. Yet, there is one exception to
this pattern of decreasing wages across the social class spectrum. Over the period
1989-1997, the pay of chief executive officers (CEO), who preside at the top of the
income distribution, grew 44.6%. In fact, since 1965 the ratio of CEO pay to that of
the average worker has doubled several times over, and it is the largest gap in the
entire industrialized world. In 1965, the pay ratio of CEOs to the average worker was
20; by 1997 this ratio had leapt to 115 (Mishel, et al., 1999). This occurs at a time
when those at the very bottom are experiencing ever greater hardships due to
national policies such as ‘welfare reform’ or the implementation of the Temporary
Assistance for Needy Families (TANF) legislation in 1996 (O’Campo and Rojas-
Smith,1998). Forcing a population who is not equipped to work—on a variety of
fronts including lack of skills to earn high paying jobs, high levels of personal and
family disabilities, and multiple social problems precluding stable employment—
into the workplace has not resulted in the stated goal of ‘economic self sufficiency’.
Results from evaluations of state TANF programs indicate that only 10% of families
have incomes above 185% of poverty after leaving welfare (Acs and Loprest, 1999).
Moreover, even five years after leaving welfare, 42% still live in poverty (Cancian and
Haveman, et al., 2003). These data strongly suggest flaws in the current approaches
to eliminating economic deprivation in the U.S. and the need for reversal of poli-
cies. Low minimum wages and greater support for those who are unemployed are
not unique U.S. problems. Policy discussions in Canada, as one example, are also
concerned with similar issues (Raphael and Curry-Stevens, 2004).

Raising the current minimum wage of $5.15 per hour to a level that is at or
close to a living wage will be an important break for the large proportion of the pop-
ulation who are experiencing economic hardships despite working. A living wage as
the minimum wage would also begin to equalize pay inequalities between race and
ethnic groups as well as between men and women (O’Campo and Rojas-Smith,
1998; O’Campo and Tang, 2001). This would be particularly significant for the
growing single headed families that are predominately women where poverty rates
are the highest (Mishel, et al., 2003). The minimum wage has not been raised for
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seven years and, in terms of its value, it has fallen substantially since 1968 as noted
earlier. This policy is already taking hold as, by 2002, 70 living wage ordinances have
been passed nationwide (Chapman, 2002).

Housingis another area where there are solutions within reach. While home-
lessness is discussed in a separate chapter, public and private development policies
that support an increase in the availability of affordable homes would substantially
reduce the growing problem of homelessness in the U.S. and is an issue facing many
urban areas within industrialized countries. Also, as noted earlier, suboptimal, dete-
riorating, dangerous, or poorly designed housing is a source of many health prob-
lems, including asthma, lead poisoning, injuries, poor mental health, and chronic
diseases. Increasing funding for lead abatement will reduce residential exposure to
lead. Reviewing and refining housing codes in the areas of ventilation, moisture,
injury hazards, noise, lighting, and toxic substances just to name a few examples,
would promote structures that are consistent with healthier living environments.
Such codes, even if improved, would have to be monitored and enforced.
Increasing funds to public health departments would be necessary to begin to
accomplish these particular changes. Yet, given that individuals spend much of their
lives in their homes, multiple changes to improve housing quality, not to mention
affordability, may have significant impacts upon the health of the economically
deprived in urban areas (Northridge, et al., 2003; Shapcott, 2004; Shaw, 2004).

One example of how an integrated strategy is necessary for addressing the health
problems of the economically deprived urban populations is illustrated through the
example of diet related diseases (e.g., cardiovascular disease, obesity, and hyperten-
sion) and food insecurity, all of which are experienced at high levels by the economi-
cally deprived. As noted by Robertson and McCarthy (McCarthy, 1999; Robertson,
et al., 1999), diet related diseases and food insecurity are complex social, political, and
development issues because they involve politics (e.g., trade policies), economics (e.g.,
can comprise a high proportion of the GDP), socio-economic factors (e.g., ‘food
deserts’ in poor urban areas), advertising in the food industry (e.g., most advertise-
ments for food concern sugar products and rarely are products such as vegetables
advertised), and transportation policies (e.g., provision of societal transportation
options that promote walking or even cycling). While many public health practitioners
and researchers tend to focus on the individual behaviors that contribute to diet-
related diseases, these societal factors are important determinants of both dietary
problems and food insecurity. Moreover, a change in a single practice or policy is
unlikely to significantly improve the dietary patterns among the urban poor. Rather, a
coordinated effort on multiple fronts will be the only way significant change will come
about.

6.0. CONCLUSION

This chapter about the economically deprived in urban areas has primarily focused
upon the U.S. However, many trends and processes described here are relevant for
other industrialized countries. The U.S. has experienced little significant gain in the
alleviation of poverty and economic hardship over the last several decades among
those in the lower half of the income spectrum. Demographic and individual-level
explanations are not major contributors to these trends. Rather, current U.S. poli-
cies and practices have resulted in falling wages and increasing economic hardship
among a growing proportion of the U.S. population. The health of the economically
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deprived is far worse in several areas compared to those who are better off. Solutions
to the economic deprivation that leads to poorer health are attainable for the
wealthiest country in the world. Policy reversals, in such areas as welfare reform for
the poor and corporate welfare and tax cuts for the rich that reduce overall funds for
social spending, would be a good beginning. Multiple coordinated efforts will be
required to significantly alter the well-being of the economically deprived.
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Chapter 4

Racial /Ethnic Minorities
and Health

The Role of the Urban Environment

Luisa N. Borrell and Stephani L. Hatch

1.0. OVERVIEW OF RACIAL/ETHIC MINORITY HEALTH

Over the course of the past century, although the health of Americans improved
considerably, the rate of this progress was not shared equally by all racial/ethnic
groups (Andersen, ¢t al., 1987; Cooper, 1993; Hummer, 1996; Lillie-Blanton, et al.,
1996; Manton, et al., 1987; Miller, 1987; Williams and Collins, 1995). For example,
infant mortality has been considered an important indicator of a nation’s health
and well-being (Nersesian, 1988) (Table 1). However, in 1999, the U.S. with a rate of
7.1 deaths per 1,000 live births as a whole ranked 28th internationally. Furthermore,
when comparing infant mortality by race/ethnicity, the rates range from 5.1 deaths
per 1,000 live births for Asians or Pacific Islanders to 13.9 for blacks (Freid, et al.,
2003). The infant mortality rates are higher for black and American Indians or
Alaska Natives than for white infants. In fact, although the absolute differences
between 1950 and 2003 for blacks and whites have declined dramatically, the rela-
tive differences have not. In 1950, the infant mortality rate was 43.9 deaths per 1,000
live births for blacks infants and 26.8 for white infants for a relative risk of 1.6 (Singh
and Yu, 1995). By 2003, infant mortality rate for blacks infants had decreased to 13.8
which was still 2.4 times greater than the rate for white infants (5.8), a ratio higher
than the one observed in 1950 (Freid, et al., 2003).

Despite the fact that whites are the older group among the American popula-
tion, blacks exhibit a 32% higher age-adjusted all-cause mortality rate, when com-
pared to whites. American Indians or Alaska Natives, latinos and Asians or Pacific
Islanders exhibit lower age-adjusted all-cause mortality rates by at least 28% than
whites (Freid, et al., 2003). A similar scenario can be observed for selected causes of
deaths such as heart disease, cancer and diabetes (Table 1). Blacks exhibit 28%
and 26% higher age-adjusted mortality rates for disease of the heart and cancer,
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Table 1. Infant and Age-Adjusted Death rates” for All-Cause and Selected Cause of Deaths
by Race/Ethnicity, United States, 2000

American Indian Asian or
Indicator White Black or Alaska Native Pacific Islander Latino
Infant Mortality 5.8 13.9 9.0 5.1 5.7
Age-adjusted mortality 849.8 1,121.4 709.3 506.4 665.7
All-cause 253.4 324.8 178.2 146.0 196.0
Heart disease 197.2 248.5 127.8 121.9 134.9
Cancer 9.6 49.5 41.5 16.4 36.9

Diabetes

*Per 100,000 population.

respectively, than whites. In addition, blacks are 5.2 times more likely to die from
diabetes than their white counterparts. Although some variation is observed, blacks,
American Indians or Alaska Natives and latinos rate the worst for most causes of
deaths when compared to the other minority groups (Freid, et al., 2003). For blacks,
specifically, cardiovascular disease, cancer, and infant mortality are responsible for
over half of the excess mortality for adults under 70 years of age, accounting
for 50% and 63% of the excess deaths for males and females, respectively
(Cooper, 1993).

Minority groups also bear a higher burden of morbidity than their white coun-
terparts (Lethbridge-Cejku, et al., 2004). For example, in the most recent report
card of the U.S., American Indians and Alaska Natives exhibited the highest age-
adjusted prevalence of diabetes (16.0%) for adults 18 years of age or older followed
by blacks (10.0%) and latinos (9.4%). Whites (5.8%) and Asians (6.3%) had the
lowest age-adjusted prevalence of diabetes. For hypertension, blacks (29.9%) and
American Indians and Alaska Natives (21.2%) exhibited the highest age-adjusted
prevalence, whites (20.7%) having an intermediate prevalence and Asians (16.7%)
and latinos (18.2%) having the lowest prevalence. Working-age blacks (12.1%) were
also more likely to have a disability than their white (9.7%) and latinos peers (7.8%)
(Freid, et al., 2003).

In terms of health risk behaviors, blacks (34.8%) and American Indians and
Alaska Natives (31.3%) are more likely to be obese than whites (21.9%) and lati-
nos (25.4%) (Lethbridge-Cejku, et al., 2004). Cigarettes smoking and lack of physi-
cal activity are preventable behaviors that contribute substantially to morbid
conditions that lead to deaths in the U.S. population (McGinnis and Foege, 1993;
Mokdad, et al., 2004). Among adults 18 years or older, American Indians and Alaska
Natives (34.1%) are more likely to smoke than whites (24%), blacks (21.8%), lati-
nos (15.8%), and Asians (12.5%). In the case of physical activity, on average over
half of the U.S. adults 18 years of age population are physically inactive, with latinos
(71.1%) and blacks (67.5%) being the least active (Lethbridge-Cejku, ¢t al., 2004).

Other factors that may play a key role in the health disparities among
racial/ethnic groups are access and use of medical care. Race/ethnic disparities in the
quantity and quality of medical care for individuals has been pervasive over many
years (Swift, 2002). For example, a third of latinos and American Indians and Alaska
Natives under 65 years of age are uninsured, while 19.2% of blacks lack health insur-
ance (Freid, et al., 2003). Further, latinos (25.5%) and Asians (19.4%) are less likely
to have a usual place of care than whites (11.2%), blacks (13.4%) and American
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Indians and Alaska Natives (13.4%) (Lethbridge-Cejku ¢t al., 2004). The latter indi-
cates that latinos and Asians are more likely to suffer from a lack of continuity in
health care. A similar scenario is also observed for preventive care such as prenatal
care among mothers and influenza vaccine among adults 65 years of age or older.
Latinos (24.3% and 45.2%) and blacks (25.5% and 51.2%) are less likely to have
access to these services (Freid et al., 2003).

2.0. MINORITY GROUPS, URBAN LIFE, AND HEALTH

The unequal distribution of disease and disability across racial/ethnic groups
accompanied with the disproportionate settlement of racial/ethnic minority groups
in urban cities could have implications for urban health, specifically in terms of the
contribution that minority health makes to the overall health in the city. However,
in order to explain and understand the relationship between health and urban life,
itis important to disentangle the effects of person and place. For example, although
73% of U.S. counties are classified as nonmetropolitan or rural areas, 80% of the
American population lives in counties classified as metropolitan or urban areas
(Eberhardyt, et al., 2001). The Northeast region, which contains the lowest percent
of the U.S. population (19%), exhibits the highest percentage (90.1%) of people
living in metro areas, while the Midwest, home of 23% of the U.S. population,
exhibits the highest proportion of people living in non-metropolitan (26.4%) with
14.4% of those living in rural counties.

Although the association between urban areas and health has not been directly
investigated, per se, findings from social science research (Coleman, 1988, 1990;
Harris, 1999; Jargowsky, 1996; Massey and Denton, 1993; Sampson and Morenoff,
1997; Sampson, et al., 1997; 1995; Shaw and McKay, 1969; Wilson, 1987; 1996) sug-
gest that urban areas provide both advantages and disadvantages to their residents.
Economic development and the higher levels of community resources can facilitate
dissemination of health related information that potentially leads to better health.
Obverse, the impact on family and community organization of the lack of resources
and organization within the social milieu of urban areas could lower the health
benefits of other resources and information related to health.

The overall benefit of community resources to all their residents is what Rose
(1985) has called a preventive paradox, that is everybody benefits by being exposed
to multiple sources of information and services (Rose, 1985). A good example of
this paradox is the case of health promotion leading to positive health behaviors,
such as physical activity, anti-smoking campaigns, and sexual education among ado-
lescents. People living in urban areas are more likely to be active than those living in
rural settings, regardless of their race/ethnicity, and as a result less likely to be over-
weight (Eberhardt, et al., 2001). Cigarette smoking and birth rates among adoles-
cents are lower in urban setting than in rural areas (Eberhardst, et al., 2001). In fact,
there is evidence that black adolescents in urban cities have lower rates of smoking
than whites and are more likely to initiate later in life (Bachman, et al, 1991;
Mclntosh, 1995; Nelson, ¢t al., 1995; Siegfried, 1991). However, not all resources are
part of this paradox.

The impact on family and community organization resulting from the lack of
resources and organization within the social milieu of urban areas could lower the
health benefits of resources and information related to health. Access to care has
been underscored as a reason for better health in urban areas but members of
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minority groups, specifically blacks and latinos are consistently among the uninsured
in comparison to their white counterparts, regardless of the region where they
reside in the U.S. (Freid, et al., 2003). Moreover, the proportion of blacks and latinos
without insurance living in urban cities is higher than the proportion living in rural
areas (Eberhardyt, et al.,, 2001). Lack of insurance could limit access to care for these
populations. To complicate matters, during the 1970s and 1980s, many American
cities experienced the closings and relocations of hospitals, especially voluntary and
public hospitals. These hospitals, in some cases, were the only source of care for
minority communities. These closings had a tremendous impact on access to care
and the creation of a spatial mismatch between needs and services. Furthermore,
Sager (1983) found that one of the most significant predictors for hospitals closing
and relocations was the proportion of blacks in the area (Sager, 1983).

Another problem of urban cities is the high proportion of people living below
poverty levels. For years, poverty has been associated with poor health due to inade-
quate nutrition, substandard housing, exposure to environmental hazards,
unhealthy lifestyles and behaviors, and decreased access to and use of health care
services (Andrulis and Goodman, 1999; Pamuk, et al., 1998). There is pervasive
evidence that poor people exhibited more disease, disability and are more likely to
die than their higher socioeconomic status (SES) counterparts (Williams and
Collins, 1995). In 1999, 12.4% of Americans lived below the poverty threshold
(Bishaw and Iceland, 2003). Furthermore, race/ethnicity is strongly associated with
poverty in U.S. urban life. Although 54% of poor Americans belong to racial/ethnic
minority groups, the distribution of poverty nationwide follows the concentration of
minority population, specifically blacks and latinos. Blacks and latinos are more
likely to live in urban areas with a high proportion of people living below poverty
than their white counterparts (Freid, et al., 2003). In 1999, 1 in 4 blacks or latinos
lived below poverty level (Bishaw and Iceland, 2003). These figures have remained
nearly unchanged in 2003 (DeNavas-Walt, et al., 2004). For example, Figures 1, 2
and 3 show first an overlay of urban areas and poverty; and second, urban areas,
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Figure 1. Poverty and Urbanized areas, 1999.
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Figure 2. Blacks, Poverty, and Urbanized areas, 2000.

poverty and percent of minority. In general, urban areas, poverty areas, and concen-
tration of blacks and latinos tend to overlap but the most striking finding is that the
higher the concentration of blacks and latinos in urban areas the higher the per-
centage of people living below poverty in the area. Therefore, blacks and latinos are
more likely to experience the “health disadvantage” associated with living in urban
cities. This disadvantage in turn represents what Andrulis has called the ‘urban
health penalty’, which refers to the accumulation of health problems in urban areas
(Andrulis, 1997). The topic of poverty and health has been treated with greater
detail in a separate chapter.

3.0. HEALTH DISPARITIES: THE ROLE OF RACE,
SOCIOECONOMIC STATUS, AND THE URBAN ENVIRONMENT

Racial/ethnic minority populations tend to have worse health outcomes than the
white majority population. However, minority groups, specifically blacks and latinos,
also tend to be over represented in the lowest stratum of education and income in
our society. Therefore, poverty and racial/ethnic minority status tend to cluster
nationwide regardless of region and urbanization. This clustering refers to what has
been coined by Williams J. Wilson as ‘the concentration effects’ or the concentration
of the most disadvantaged segments of minority groups in a particular geographic
area (Wilson, 1987). In addition, this clustering leads to social isolation from main-
stream America, which in turn amplifies the effects of living in a poverty area.
Socioeconomic status (SES) is important for the health of minority popula-
tions because differentials in health status associated with SES are larger than those
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associated with race/ethnicity. Furthermore, SES accounts for many of the
racial/ethnic differences in health. It is worth noting that race and SES are two dis-
tinct concepts: race tends to have an effect on health independent of SES, and in
fact, racial/ethnic minority groups, specifically blacks, tend to have worse health
outcomes in each level of SES than whites, regardless of the SES indicator use
(Williams, 1999). When evaluating the contribution of SES on racial/ethnic health
differences, it is important to keep in mind that socioeconomic indicators are not
equivalent across racial/ethnic groups. Status inequality is maintained by many
macro-structural supports, such as discriminatory access to opportunity structures.
As a result, structural arrangements clearly influence many of the conditions and
circumstances, including where one lives, with whom one associates, access to
goods and services, and exposure to conditions associated with poverty, such as
inadequate housing, joblessness, and crime (Wilson, 1999). Furthermore, being
located within the lower class constricts individuals’ access to quality education,
primary labor market occupations, and social resources that allow for the attain-
ment and preservation of advantaged class positions. Economic inequalities in
resources and opportunities hinder a large sub-population of low-income and poor
individuals and families from maintaining a basic quality of life commonly shared
by mainstream society (Wilson, 1999). In fact, Reich (1994) contends that eco-
nomic consequences are related to the operation of racism and discrimination in
the educational system, residential location, health care, as well as the labor market
(Reich, 1994).

Blacks and latinos received lower income returns for a given level of education
than whites. Further, the link between education and income affects occupational
attainment and the accumulation of wealth through investments, such as home
ownership. Home equity is a major source of wealth. However, blacks tend to receive
smaller returns on their real estate investment than whites. Purchasing power also
varies by race/ethnicity. Blacks and latinos living in urban areas tend to pay more
for food, groceries, auto insurance, housing and other goods and services than the
running prices in more suburban areas (Williams and Collins, 2001).

To add to the lower education level of blacks and latinos, urban areas have suf-
fered from structural economic changes by shifting from jobs which required lower
education to jobs in industries that require higher levels of education, by the reloca-
tion of industries to suburban areas (or other countries) due to cost in the city, and
by the decrease in the share of metropolitan jobs in the manufacturing sector.
Those who remain employed in the formal labor market often do so under consid-
erable strain, making the pursuit of income in informal sectors a viable alternative
(Wilson, 1996).

Low-income communities historically have relied on informal sectors for goods
and services, such as medical assistance, child care, and home maintenance (Liebow,
1967; Maher, 1997; Stack, 1974). Joblessness and absence from the formal economy
often lead to the poor and lower class members to seek out non-employment income
sources other than employment that are considered to be compatible with the sec-
ondary labor market, including illicit economic activities (Piore, 1994). Spatial mis-
match between the education distribution of racial/ethnic minority groups living in
urban cities and the existing job opportunities has led to unemployment, participa-
tion in informal economies and social disorganization such as crime, violence, teen
pregnancies, drug use and distribution, etc. Participation in informal economies
develops out of a need to address the lack of opportunity for economic enterprise
and transactions that are available in the formal economy.
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Involvement in illegitimate activity (e.g., criminal activity, illicit drug use and
distribution) often emerges from experiencing periods of unemployment or exclu-
sion from the labor force due to lack of education and skills (Rabow and Watts,
1983). When job opportunities exist, many lower income inner city neighborhoods
are characterized by secondary work sectors that involve fewer attractive job oppor-
tunities, poor working conditions, low wages, and little opportunity for job mobility
(Piore, 1994). The secondary labor market is differentiated by low skilled, low wage,
and intermittent positions. Members of minority groups are most likely to suffer
from the economics of racism and discrimination associated with operating within
secondary labor markets (Piore, 1994; Reich, 1994).

Class is also closely intertwined with race and ethnicity, with minorities living in
inner city areas often perceived by many to be a threat to conventional upper class
orientations (MacLeod, 1994; MacLeod and James, 1999; Roberts, 1997). For exam-
ple, references made to members of the lower classes as being the “underclass” refer
not only to their economic positions but also to several social pathologies, such as
welfare dependency, violence, drug abuse, illegitimate childbearing, and crime
(Roberts, 1997). The joint effects of race and class subjugation consistently repro-
duce uneven economic growth and support the development of informal
economies as an alternative to access to the primary labor market.

4.0. MINORITY GROUPS AND THE URBAN ENVIRONMENT

As stated throughout this chapter, minorities are more likely to live in urban cities,
where features of the urban environment either enhance or negatively affect
health. Individuals’ characteristics have been seen as the panacea to produce and
promote positive health outcomes. However, individuals live and interact with their
peers in urban areas under circumstances that provide an enhancing or damaging
milieu for health. Therefore, it is important to understand how features of the social
environment affect individuals’ behaviors differently to promote or damage health
status.

Research has shown that the social milieu in which individuals interact could
vary by the racial/ethnic composition of the area. For example, Sampson and
Wilson found in an analysis of the 171 largest cities in the U.S. that: “The worst con-
text in which whites reside was considerably better than the average context of Black
communities” (Sampson, et al., 1995). The authors also stated that the effect of con-
centrated poverty, male unemployment, and residential instability contribute to
family disruption, which in turn contribute to higher levels of violence. These fea-
tures of social disorganization at the community level could also lead to negative
health-related behaviors at the individual level. For example, the burden of chronic
disease in communities is directly related to individual’s risk behaviors that can be
preventable (Williams, 1998). However, changes in behaviors do not occur in a vac-
uum. Behaviors are the product of the interaction between individuals and their
social environment.

Although health risk behaviors such as smoking, alcohol consumption, and
diet have been viewed simply as individual characteristics, accepting this view
ignores the forces and inequalities in our society that not only promote the initia-
tion of these behaviors but also help maintain these practices. For example, alcohol
and smoking have been positively associated with poverty and are frequently used
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to obtain relief from harsh living, working conditions and stressful environ-
ment induced by the social structures and unequal distribution of resources. In
addition, there is also a strong association between availability of these products,
specifically alcohol consumption (Rabow and Watts, 1983; 1984). Blacks and latinos
are more likely to hold stressful jobs and live in impoverished communities. To com-
plement that, it is well known that blacks and latinos have been targeted by these
industries, and in fact, over 80% of billboards in the U.S. contain advertisements tar-
geted to blacks and latinos with a large majority placed in the neighborhoods in
which these groups live (Hacker, et al., 1987; Maxwell and Jacobson, 1989). Fast food
restaurants and convenience stores follow a similar pattern of product placement
and advertisement in urban cities. Morland and colleagues (2002a and 2002b)
found a greater number of fast food restaurants and convenience stores in black
neighborhoods when compared to white neighborhoods. In addition, this type of
store was more commonly located in poorer neighborhoods. Furthermore, Diez-
Roux and colleagues found that living in low income neighborhoods decreased
intake of fruits, vegetables and fish and increased intake of meat (Diez-Roux, et al.,
1999). The increase accessibility to high caloric food and the lack of healthy
food could contribute to the increased prevalence of obesity among minority
communities.

5.0. RESIDENTIAL SEGREGATION AND GENTRIFICATION

A major problem of urban cities is the residential segregation of minority groups,
which leads to economic constraints, lack of social and material resources, and
diminished social capital. Residential segregation results, in part, from two of the
most dominant demographic trends in almost all cities in the U.S., suburbaniza-
tion (i.e., “white flight”) and metropolitan deconcentration (Browne, 2000;
Immergluck, 2001; Massey and Denton, 1988). Metropolitan deconcentration
reflects the process of metropolitan areas spreading past planned and established
suburbs to areas more remote to those living in center cities. Both trends continue
to increase both class and racial residential segregation and shift resources away
from inner cities. For example, when people move to the suburbs so do the property
taxes and other sources of revenue that are used for schools, infrastructure, and
other essential city services (sanitation, police and fire protection, etc). Along with
the relocation of individuals and families, businesses seeking cheaper commercial
property with lower utility and service rates also move. This contributes to the relo-
cation of jobs and the reduction of the property tax base of the city. Therefore, com-
munities are heavily affected by property taxes and other sources of revenue that are
used for schools, infrastructure, and other essential city services (sanitation, police
and fire protection, etc) moving to the suburbs.

The impact of these disinvestments is increased by differential practices in
inner city communities, such as redlining and gentrification. Redlining refers to the
practice of not providing loans housing purchases and home improvements, or
insurance, in what is deemed to be undesirable areas. These areas are often made
up of concentrations of minorities and located in central cities. Gentrification is
somewhat different in that it is thought to result from changes in the economic base
of a community and typically involves the buying of older, often dilapidated, proper-
ties and turning them into middle-income condos, townhouses, single-family
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dwellings, lofts and apartments (Redfern, 2003). In the process, residents are dis-
placed due to inability to pay increased rents, purchase prices, and property taxes
based on raised property values.

Racial segregation refers to the composition and spatial distribution of a seg-
ment of the population, specifically blacks and low income people, across neighbor-
hoods (Lieberson, 1980; Massey and Denton, 1993; Wilson, 1987). Latinos are
also likely to be segregated from whites. Latinos are likely to live in neighborhoods
similar to or near non-latino blacks’ neighborhoods. Previous studies showed
that Puerto Ricans were highly segregated from whites as a result of their African
ancestry (Massey, 1979, 2001; Massey and Bitterman, 1985). This segregation pat-
tern persists regardless of Puerto Ricans’ economic mobility. Although racial segre-
gation, as measured by the percent of minorities in a neighborhood, could be
considered a contextual characteristic, segregation could have an effect at both
individual and neighborhood levels. At the individual level, segregation would
affect quality of education, employment opportunities, health-related behaviors,
access to care and exposure to stress-related conditions (McLafferty, 1982; Whiteis,
1992; Wilson, 1996). At the neighborhood level, segregation can affect quality of
the physical environment (i.e. pollutants, environmental hazards), targeted tobacco
and alcohol advertisements, housing opportunities, and mobility as well as
crime and violence (Harris, 1999; Jargowsky, 1996; Sampson and Wilson, 1995;
Wallace, 1990; 1991; Wilson, 1987). Williams and Collins, building on Link and
Phelan’s framework, suggested that segregation could be a fundamental cause of
racial disparities in health (Link and Phelan, 1995; Williams and Collins, 2001).
When addressing health disparities, residential segregation could be considered as
a gatekeeper for resources conducive to health and as a reservoir of disadvantages
and inequalities conducive to disease. The effects of segregation are likely to be
detrimental to health not only for blacks and latinos living in the area but also for
other racial/ethnic groups residing in the same environment. In fact, a recent study
shows an association between segregation and increased mortality risk for whites
living in areas with high concentration of blacks (Collins, 1999).

Despite the deleterious direct and indirect health effect of residential segrega-
tion, it is worth noting that there are some positive effects of racial segregation on
minority groups. For example, in segregated black communities two historically
related social institutions that are likely to strengthen blood and fictive kinship ties
are black families and church (Billingsley, 1999; Chatters and Taylor, 1988;
Chatters, et al., 2002; Hill, 1999). Both families and churches address many issues
facing black families and communities (e.g., poverty, coping with a death of a loved
one, care giving for the ill and disabled), as well as provide both instrumental and
emotional social support to community members (Chatters, ef al., 2002). Social sup-
portis in turn linked to quality of social networks and community structure (Lin,
1999). In addition, communities with strong ties are likely to provide some type of
regulation and attachment to norms and values within the community that may lead
to what has been called by Sampson and colleagues as Collective Efficacy (Sampson
and Morenoff, 1997). Communities with high collective efficacy are more likely to
care about the common goods such as physical environment and public order. For
latinos, the benefit of living in homogenous community is associated with preserva-
tion of language, traditions, and cultural norms that may be health protective. The
Church, specifically the clergy, is also a source of support and a mental health
resource among Mexican-Americans (Chalfant, et al., 1990). Finally, factors related
to culture, such as social support, religiosity/spirituality, and extended family
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resources have protective effects against poor mental health among blacks, Native
Americans, and Latinos (Samaan, 2000).

6.0. ENVIRONMENTAL JUSTICE AND HEALTH

Environmental problems and their associated costs are often passed along to the
people living in disadvantaged social contexts. Poor people and minorities in urban
areas not only work in the most dangerous jobs, as mentioned above, but also live in
the most polluted neighborhoods where their children are exposed to various envi-
ronmental toxins in play areas and in their homes (Bryant and Mohai, 1992;
Bullard, 1994).

In a report focused on environmental risk factors and health, the Institute of
Medicine (Institute of Medicine, 1999) confirmed that low-income and minority
communities are exposed to greater levels of pollution than more affluent
white communities. Further, race, independent of SES, impacts the distribution of
air pollution, the location of landfills and incinerators, abandoned toxic waste
dumps, and lead poisoning in children (Bullard and Johnson, 2000; Pirkle, et al.,
1994). The greatest health risks for individuals living in disadvantaged communities
comes from exposure to water pollution, toxins, solid and hazardous waste, raw
sewage, toxic releases from industries, pesticides, air pollution, and lead (Bullard
and Johnson, 2000). Pirkle and colleagues (1994) found higher rates of blood lead
levels in black and Mexican-American children in comparison to white children
(Pirkle, et al., 1994). This study, an analysis of the NHANES III, also revealed that at
every income level, black children suffer from lead poisoning at more than twice
the rate of white children.

Air pollution, another environmental threat, has been identified as a risk factor
for hospitalization for lung and heart disease, as well as respiratory disorder (Arif,
et al., 2003; Zanobetti, et al., 2000). In general, results from multiple community
sites suggest a positive relationship between outdoor air pollution/smog and
asthma (Clean Air Task Force, 2002; National Campaign Against Dirty Power,
1999). Outdoor air pollution has been implicated as a major trigger in increased
respiratory-related emergency room visits and hospital admissions (Bullard, et al.,
2000; National Campaign Against Dirty Power., 1999). Urban metropolitan areas,
such as Atlanta, Georgia, have been found to be repeatedly in violation of the Clean
Air Task Force, with cars, trucks and buses being the greatest source of air pollution
(Bullard, et al., 2000).

The reason why minority groups, particularly blacks and latinos, are more likely
to be exposed to higher levels of environmental contaminants is not an accident,
but rather a function of their position in the structure of our society (Fitzpatrick
and LaGory, 2000). Minority groups are more likely to live in communities with
weak political organization, and hence, are unable to fight back the location of toxic
dumps and landfill in their communities (Harvey, 1997).

Environmental justice focuses on the rights of individuals to be equally pro-
tected from environmental degradation by emphasizing the utilization of congres-
sional acts, such as the Civil Rights Act of 1964, the Fair housing act of 1968, and the
Voting rights act of 1965. The preferred environmental justice strategy focuses on a
public health model of prevention, specifically the elimination of threat before the
occurrence of harm, and shifting the burden of proof from the racial/ethnic
minorities to polluters and dischargers who act in a harmful and discriminatory
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manner (Bullard and Johnson, 2000). Advocates of the environmental justice
framework argue for requirements that force corporations and businesses applying
for operating permits (e.g., landfills, incinerators, refineries, chemical plants, etc.)
to provide evidence that their operations are not harmful to human health and will
not disproportionately impact racial and ethnic minorities and other protected
groups. Affected communities rarely have the resources to secure and maintain the
legal support, experts, and doctors needed for protection from and/or removal of
environmental threats.

Social and environmental scientists involved in environmental justice are mak-
ing efforts to challenge procedural equity (i.e., the standardized application of gov-
erning rules, regulations, and enforcement), geographic equity (i.e. spatial
configuration of communities and their proximity to unwanted land uses and nox-
ious facilities), and social equity (i.e., assessment of how race/ethnicity, class,
culture, and political power affect environmental decision making) (Bullard, 2004).

7.0. CONCLUSION

Urban cities are polarized environments combining risks and protective behaviors.
This polarization tends to follow the distribution of goods and resources in our
society. Racial/ethnic minority groups occupy the lower end of our society and are
concentrated in areas with a high level of people living below poverty, high unem-
ployment, high proportion of people on pubic assistance, lack of health insurance,
and limited access to health care. Therefore, minorities occupy a higher risk posi-
tion in our society and particularly so in urban areas. Minority groups’ exposures to
health damaging circumstances and promotion of negative health behaviors are a
function of their social position. Therefore, to understand the contribution of the
urban environment in shaping the health of their residents, the structures and
processes driving the racial/ethnic relationships of our society needs to be placed in
the context of the historic, economic, and social forces creating and ultimately
shaping these relationships in our day-to-day life. Specifically, the historic meaning
of race, and more recently ethnicity, needs to be deconstructed to provide equal
opportunities to all racial/ethnic groups in our society and to eventually eliminate
the health damaging effects of the urban environment.
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Chapter 5

Sexual Minority Groups
and Urban Health

Ruth Finkelstein and Julie Netherland

1.0. INTRODUCTION

No specific research describes either the effect of urban life on lesbian, gay, bisexual
and transgender (LGBT) people or the effect of LGBT people on the overall health
of cities. However, there is evidence that LGBT people live in cities in large numbers
and are, in fact, clustered in many of the country’s largest urban areas. Evidence
also suggests (though the quality of the research leaves much to be desired) that
specific health issues, including barriers to accessing care, particularly affect LGBT
people. Furthermore, there is growing acknowledgement that LGBT make specific
contributions to the life of cities that may impact the health of urban residents. This
chapter begins with a review of the scant evidence that exists about the number,
characteristics, and geographic dispersion of LGBT people, proceeds to discuss the
effect of cities on LGBT health and their effect on the overall health of cities, sum-
marizes the specific health issues affecting these populations, and proposes some
basic strategies to address them.

2.0. DEMOGRAPHY OF LGBT PEOPLE

The nature, composition and size of the “gay community” have been the subject of
much debate. Indeed, whether or not LGBT people constitute a community at all is
often questioned. And if such a community exists, how ought it be defined? Is this a
community that can be defined geographically or by its institutions and organiza-
tions? Or is this an “imagined” community that exists, not in any spatial location, but
in the sense of a shared affinity and common purpose? (Woolwine, 2000) Are its
members defined by claiming a LGBT identity or by engaging in same-sex behavior?
Although the answers to these questions have important implications for urban
public health, they remain unresolved. LGBT persons defy simple categorization,
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varying widely in sociodemographic characteristics, like racial and cultural back-
ground, income, age and place of residence. They also vary in their self-definition
and level of affinity with other LGBT people. Furthermore, identity can change
over time and “is neither static nor independent, but the result of a complex inter-
play between place, community and politics” (Kenney, 2001). Public health has
often turned to behavioral definitions (e.g., men who have sex men or “MSM”) to
overcome the problems with defining groups by sexual orientation, but behavioral
definitions mute the importance of identity and of LGBT cultures that thrive
among a wide array of ethnic and racial groups (Meyer, 2001). Despite their differ-
ences and these definitional difficulties, LGBT people share experiences of living in
a society that stigmatizes and discriminates against same-sex identity and behavior
and transgressive gender expression. The social and institutional forces that sustain
such stigma and discrimination are at the root of many of the health problems
and health needs of this population. Cities play a key role in both intensifying and
ameliorating the effects of these forces.

While LGBT people are difficult to classify and identify, what does seem clear is
that they tend to cluster in large urban centers and, in some cases, have formed “gay
ghettos” marked by high concentrations of LGBT people as well as social, cultural
and political institutions that cater to them. The difficulty in finding and enumerat-
ing hidden or stigmatized populations is well known; nonetheless, several studies
have suggested a strong association between urbanicity and gay identity (Bailey,
1999; Bradford, et al., 2002; Gates and Ost, 2004; Kenney, 2001; Levay and Nonas,
1995). Throughout this chapter, the acronym we use to refer to sexual minorities
changes. This is because the research on which we rely varies in how samples are
defined and what groups are included. For example, almost all of the demographic
research available is based on census reports of same-sex couples, and therefore,
conclusions can only be drawn about gays and lesbians and those bisexuals who
happen to be in a same-sex relationship. In general, “I” is excluded from this dis-
cussion, not because the issues of transgender people are any less important than
those of other sexual minorities, but because of the dearth of research on transgen-
der people. Unfortunately, bisexual people are also often excluded from research,
though not to the same extent.

In 1990, when the U.S. census began collecting data on same-sex couples,
81% of same-sex couples resided in cities with populations over 700,000 versus
52% of the total U.S. population (Black, et al., 2002). According to 2000 census
data, though they live in 99% of all U.S. counties, same-sex couples had the high-
est probability of living in an urban area compared to both married and unmar-
ried heterosexual couples. For example, same-sex couples were three times more
likely to live in San Francisco and almost 50% more likely to live in New York or
Los Angeles than other couples (Gates and Ost, 2004). In fact, five major metro-
politan areas — New York, Los Angeles, San Francisco, Washington D.C., and
Chicago — account for more than 25% of all same-sex couples but only 12% of the
general population in the U.S. (Bradford, et al., 2002). On average, same-sex cou-
ples tend to live in neighborhoods that are not only more urban, but also more
racially and ethnically diverse, have higher crime rates, more foreign born people,
and older housing stocks than neighborhoods where married heterosexual cou-
ples live (The demographics of diversity: why cities are courting the gay and lesbian commu-
nity, 2003; Gates and Ost, 2004). In addition, same-sex couples are almost twice as
likely as married couples to be of mixed race or ethnicity (Gates and Ost, 2004).
Analyses of these data also show that, while both gay men and lesbians are more
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likely to live in metropolitan areas, they do not necessarily live in the same com-
munities. Although gay and lesbian communities seem to overlap to a large
degree, lesbians tend to be more broadly integrated into an array of neighbor-
hoods (Bailey, 1999). Same-sex couples with children (whether gay or lesbian)
tend to live in states and metropolitan areas with relatively low concentrations of
same-sex couples but high concentrations of other families raising children (Gates
and Ost, 2004).

Explanations as to why LGB people are drawn to cities vary widely. Some schol-
ars root the urban nature of the LGB community in historical events, such as the dis-
charge of gay soldiers in San Francisco following World War II (D’Emilio, 1989).
Others have suggested that LGB people are drawn to areas with more favorable
social and political climates. Indeed, disentangling cause from effect is difficult, yet
9 of the 12 states without a law prohibiting same-sex marriage and 11 of the 14 states
that prohibit employment discrimination based on sexual orientation are also
among the 20 states with the highest proportion of same-sex couples (Gates and
Ost, 2004). Others have suggested that economic, not political, forces draw LGB
people to cities, claiming that because same-sex couples tend to live in smaller hous-
ing units, they are able to afford housing in “high amenity” areas like cities (Black,
et al., 2002). More commonly, scholars have suggested that large concentrations of
LGB people gather in urban communities in response to stigma and prejudice to
form spaces in which they can safely express their sexual orientation and where
LGB identities and relationships can be realized, acknowledge, and respected
(Meyer, 2001). Cities offer support for the development and celebration of LGB
identity as well as a degree of anonymity and a sense of safety (Kirkey and Forsyth,
2001; Silvestre, et al., 2002). Clearly, cities also provide a critical mass of people
needed to sustain social, cultural and political institutions that have become inte-
gral to LGBT life in many urban areas. Bars, bath houses, book stores, political
action groups, and social service and health organizations have been born of and
facilitate gay socialization and friendship networks (Green, 2002). “Gay ghettos,”
which tend to be predominantly white and male, are the most visible markers of gay
urban life and have received the most attention, but cities also foster other forms of
connectivity and community among a wide array of LGB people, including
lesbians and LGB people of color (Lo and Healy, 2000). Whatever the reasons, the
development of LGBT communities are clearly tied to urbanism. As Kenney
explains:

The social diversity, economic opportunity, and political exchange
characteristic of modern American cities support both individual and
collective growth, as well as the development of subcultures. Thus, the
history of homosexuality and the development of the city in the U.S.
are intertwined phenomena (2001).

Given the interdependence of urbanization and LGBT identity, understanding how
urban environments shape the health of LGBT people (for good or ill) is critical.

3.0. HOW CITIES AFFECT LGBT HEALTH

Research has focused on understanding the health disparities among urban popula-
tions, though parsing out the ways in which urban life contributes to or ameliorates
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risk behavior and/or poor health outcomes of specific populations has proven com-
plicated (e.g., House, et al., 2000; Baquet, et al., 2002; Schulz, et al., 2002). We are
aware of no studies that specifically address how urban characteristics affect the
health of LGBT people. While most studies of LGBT health have used urban sam-
ples, they do not explore the effect of cities on health per se. Furthermore,
although cities and neighborhoods vary tremendously in rates of risk behavior,
health problems, and access to services, we know of no studies which map LGBT
people in relation to these variables. Vlahov and Galea (2002) suggest three facets
of urban life that affect health, which provide a useful framework for exploring how
cities might affect LGBT health — social environment, physical environment, and
the provision of health and social services. We will consider how each of these
potentially affects the risk behavior, health, and access to services of urban LGBT
populations. In addition, the population density of cities combined with the hetero-
geneity of LGBT people give rise to a number of special populations; we will briefly
consider the unique health issues of some of these, including people of color,
immigrants, youth, the elderly and transgender people.

3.1. Social Environment

Social environment refers to the cultural milieu, social norms and networks, and
stressors that affect individual behavior and health. Many LGBT people are drawn
to cities because of their perceived culture of tolerance, diversity and social accept-
ance (Valentine and Skelton, 2003). As will be further discussed below, some cities
have actively recruited LGB tourists and residents, clearly signaling a level of toler-
ance and acceptance — at least by some government agencies (Rushbrook, 2002;
Swope, 2003). Many cities have instituted laws and policies that either prohibit dis-
crimination based on sexual orientation and/or recognize same-sex relationships.
According to the Human Rights Campaign, 258 municipalities have passed anti-
discrimination ordinances, and 130 cities have passed domestic partnerships laws
(Human Rights Campaign). Although these laws have severe limitations, they do
suggest that those who work and live in these cities may in fact have greater protec-
tion and more rights than their suburban and rural counterparts since few state and
no federal laws protect LGBT individuals or couples. Domestic partnership laws
directly affect the ability of LGBT people to access health insurance, while employ-
ment non-discrimination laws have been associated with higher income for some
groups of LGB people (Gates, 2003). At the very least, such policies signal a level of
acceptance and tolerance, which may help LGBT residents feel safe and supported,
and could potentially impact their levels of stress and self-esteem.

Large urban areas also offer LGBT populations access to neighborhoods, cul-
tural institutions and events that support and affirm their identity. “Gay ghettos,” for
example, provide spaces in which LGBT people can safely and openly express their
sexual orientation. Because sexual orientation is so stigmatized and hidden elsewhere,
such spaces are experienced by some LGBT people as profoundly liberating and sup-
portive (Valentine and Skelton, 2003). Events, like Pride parades, and cultural institu-
tions, like the Lesbian Herstory Archives in New York and LGBT newspapers, all
contribute to a shared sense of community, history and identity. Dozens of cities have
LGBT community centers that provide residents with an array of social services, cul-
tural events, as well as a meeting place for groups. These centers offer both concrete
assistance and as well as opportunities for LGBT people to meet and connect. On the
one hand, feeling included and welcome in such spaces may well improve individuals’
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self-esteem and ameliorate feelings of isolation and internalized homophobia; on the
other hand, feeling excluded (e.g., because of race, transgender experience
appearance) may reinforce negative feelings. As Valentine and Skelton point out:

the very notion of community tends to privilege the ideal of unity over
difference . . . Communities are predicated on one identity that
becomes a single rallying point to the exclusion of other aspects of par-
ticipants’ multiple identities. (Valentine and Skelton, 2003)

Clearly, for those who access them, these cultural institutions and events offer
LGBT people greater opportunities to develop social networks than might be possi-
ble in rural settings. Because cities provide a critical mass of LGBT as well as oppor-
tunities for LGBT people to identify one another, they facilitate a greater choice of
peers and romantic partners. For instance, almost 150 social and political groups
use the LGBT Community Services Center in New York.

Urban social networks may provide support with potentially significant health
benefits (Kimmel, et al., 1998; Latkin, et al., 2003; McCarthy, 2000). Given the rejec-
tion and stigma that many LGBT people face, their social networks may be particu-
larly important sources of affirmation and support (Valentine and Skelton, 2003).
Many, though certainly not all, LGBT people are estranged from their biological
families, and some research suggests that GL couples perceive they have more sup-
port from their friends than from their family members (Turner, et al., 1993). In
one study of young people entering an urban LGB social “scene,” participants
described forming social connections that acted as substitutes for family relation-
ships (Valentine and Skelton, 2003). The importance of peer networks became
especially clear when friendship networks and voluntary organizations provided
daily care to thousands of men living with and dying from AIDS. The social networks
of gay men have also been used to disseminate HIV prevention campaigns (Kelly,
et al., 1992; Ross and Williams, 2002) and to reinforce norms supporting safer sex
(Kelly, et al., 1991). Although social networks clearly play an important role in shap-
ing the health risk and behavior of LGBT people, studies suggest the level of attach-
ment to gay community networks varies by race, ethnicity, and gender (Mills, et al.,
2001; O’Donnell, et al., 2002; Valentine and Skelton, 2003).

Furthermore, social networks in any population can be a double-edged sword
(Leviton, et al., 2000); LGBT social networks are no exception. For example, even
though many gay male social networks support safer sex, these same networks intro-
duce men to potential partners, including HIV-infected men (O’Donnell, et al.,
2002). Urban centers, like New York and Los Angeles, have long been the leading
edge of the HIV-epidemic, and the higher HIV-prevalence rates in urban areas
increase the risk of transmission among members of those sexual networks. Similarly,
the recent increase in STIs among MSM in urban centers is certainly facilitated by
sexual networks of men in those cities (CDC, 1997; 1999a; 1999b; 2001a; 2002b).
Networks of men in internet chat rooms, which allow men in large cities to easily find
one another, have also been linked to STI transmission (Klausner, et al., 2000). Some
evidence suggests that these urban social networks may be especially risky for young
people. Valentine and Skelton (2003) found that young people, especially those with
low self-esteem or feelings of internalized homophobia, had difficulty resisting the
sexual advances of older adults and often felt coerced into having sex they did not
want. Furthermore, because a large portion of the “scene” focuses on bars and clubs
(particularly for gay men), the social connections that form there may reinforce
unhealthy drinking and/or drug use (Valentine and Skelton, 2003).
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In addition to the risks posed by social networks, urban LGBT people face
other stressors. One such stressor is the history of the HIV epidemic in the LGBT
community, particularly in urban areas. Many LGBT people witnessed large num-
bers of friends and lovers suffer and die from AIDS during a time when medical
treatments were few and government and social support for people living with AIDS
was minimal. These experiences of care-giving and grief, which continue today, add
to the overall experiences of stress and distress LGBT people face (Gluhoski, et al.,
1997; Morin, ¢t al., 1984; Turner and Catania, 1997). The heightened risk of HIV in
urban areas and the constant vigilance that is required to prevent transmission
maybe also experienced as stressful by some MSM (McKirnan, et al., 1996).

While cities may offer more social support and institutional protections than
other regions, experiences of prejudice, stigma, and violence continue impact
urban LGBT people’s health and access to health care. In fact, the very visibility of
LGBT life in cities may aid perpetrators in identifying victims. Being in a “gay”
neighborhood or going to a gay-identified venue, for instance, can make one a tar-
get of anti-gay violence (Valentine and Skelton, 2003). One recent study of young
urban gay and bisexual men found that those who were more open about disclosing
their sexual orientation experienced more anti-gay violence (Huebner, ¢t al., 2004).
Transgender people and street youth may be at particular risk for violence and
harassment, including from law enforcement (Dean, et al., 2000). Criminal inci-
dents and other sorts of emergencies may be exacerbated by the history of adversar-
ial relationships between the LGBT community and the police. LGBT people may
be reluctant to involve the authorities (e.g., in a case of same-sex domestic vio-
lence), and law enforcement and emergency responders may be slow to respond
and/or respond inappropriately to LGBT victims.

3.2. Physical Environment

Researchers are increasingly acknowledging that, like the social environment, fea-
tures of the physical environment are predictive of and may account for some of the
variation in health outcomes in urban areas (Hancock, 2002; Northridge, et al.,
2003; Perdue, et al., 2003; Schulz, et al., 2000; Weich, et al., 2002). Although contex-
tual factors (like air pollution, fewer services, lack of safe places to relax and exer-
cise, greater physical deterioration) are difficult to disentangle from individual
factors (like socioeconomic status and health behavior), they appear to contribute
to the unfavorable health outcomes in poor neighborhoods (Acevedo-Garcia, et al.,
2003; Cohen, et al., 2000; Leventhal and Brooks-Gunn, 2003; Reijneveld, 2002). In
many cities, residential segregation by race means that people of color bear the
brunt of the health effects of residing in neighborhoods with harmful physical envi-
ronments. The health of LGBT people who are poor, particularly people of color, is
surely impacted by these physical spaces. Evidence, though limited, suggests that
LGBT people on average are poorer than their heterosexual counterparts (Badgett,
1998). A study of 40 metropolitan areas with high gay and lesbian residential con-
centrations showed a slightly negative relationship between same-sex couples and
household income, except in Los Angeles, Manhattan and Atlanta (Cabhill, et al.,
undated). Furthermore, the over-representation of urban same-sex couples in
neighborhoods that are more ethnically/racially diverse, have higher rates of crime,
and have older housing stock (Gates and Ost, 2004) may indicate that LGB people
tend to settle in neighborhoods with less salutary physical environments. A growing
body of research has documented the role of LGB people as urban pioneers who
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move into deserted or dilapidated areas (Florida, 2002; Simon, 2002). The impact
of these settlement patterns on LGB health is unknown, but research increasingly
suggests that urban physical environments can have deleterious health effects
(Ambrose, 2001; Cohen, et al., 2003; Cummins and Jackson, 2001; Krieger, et al.,
2000; Lawrence, 1999; Satterthwaite, 1993). Living in older, unrenovated buildings,
for example, is associated with a higher prevalence of asthma (Krieger and
Higgins, 2002).

3.3. Provision of Health and Social Services

While cities generally offer a wide array of medical and social services, popula-
tions that face barriers to care, including LGBT people, tend to be concentrated
in cities. For instance, people of lower economic status, immigrants and minori-
ties are less likely to have health insurance and face significant impediments to
receiving high quality care (Menlo Park: Kaiser Family Foundation, 2003;
National healthcare disparities report, 2004). In poor neighborhoods, particu-
larly, service systems may be over-burdened and under-resourced (Campbell, et al.,
1993; Gallagher, et al., 1995). Urban LGBT people who are people of color, immi-
grants and/or poor may face significant impediments to accessing and staying
engaged in quality healthcare services. Barriers to care specific to LGBT people
are discussed further below.

Despite these short-comings, cities have also afforded some LGBT communi-
ties the resources and opportunity to develop specialized services to specifically
address their unique healthcare needs. Several cities now have community health
clinics staffed with providers who are themselves LGBT or LGBT-sensitive and
trained to ask about and address LGBT health concerns. Generally, these clinics
are situated in neighborhoods where large numbers of LGBT live but serve LGBT
people throughout the metropolitan area. Other LGBT-specific services (e.g.,
drug treatment, self-help groups, group therapy, health promotion campaigns,
HIV prevention and treatment services) are also available in large cities.
Although these services are tremendous resources to LGBT urban residents, they
cannot serve nor do they meet the needs of all LGBT people. For instance, peo-
ple who do not embrace a gay or lesbian identity may not feel comfortable going
to agencies designated as such. People who reside at a distance from LGBT serv-
ices may want to receive care in their own neighborhoods. And racial/ethnic
minorities may feel that such services cannot address their needs in a culturally
competent manner.

4.0. SPECIAL POPULATIONS OF URBAN LGBT PEOPLE

In addition to a city’s social environment, physical environment, and provision of
health services, the composition, diversity and density of urban populations also
play a role in the health of urban LGBT residents because they include sub-popula-
tions of LGBT people facing special health needs or barriers to care. For instance,
census data suggest that individuals in same-sex couples are as racially diverse as the
general U.S. population (Rubenstein, ef al., 2003), and more than a quarter of the
same-sex couples counted in the last census included a racial or ethnic minority.
These couples tend to live in urban areas with large minority communities and in
areas with large LG populations (Gates and Ost, 2004). Indeed, many cities have



86 Ruth Finkelstein and Julie Netherland

large, vibrant LGBT communities of color. In addition to being subject to health
disparities associated with race, LGBT people of color must navigate multiple iden-
tities and communities and/or contend with compound layers of stigma and preju-
dice. Although research in this area is extremely limited, some evidence indicates
that homophobia, racism, and poverty interact to compound health problems — par-
ticularly psychological distress — and health risks (Diaz and Ayala, 2001; Diaz, et al.,
2001; Office of Gay and Lesbian Health, 1999). In addition, an analysis of data from
the National Lesbian Health Care Survey established that, within a national sample
of lesbians, blacks were more likely to be uninsured than white respondents (Dean,
et al., 2000). In one of the most researched areas of LGBT health — HIV - the
racial/ethnic disparities are profound. In a study of young MSM from 7 cities, HIV
prevalence was 7% among whites, 14% among latinos, and 32% among blacks
(CDC, 2001). Anti-gay prejudice may prevent communities of color from dealing
effectively with HIV among MSM, while racism may prevent the LGBT community
from effectively addressing the needs of people of color (Office of Gay and Lesbian
Health, 1999).

Immigrants, many of whom first settle in urban areas, also face unique chal-
lenges that affect their health. While no accurate estimates of the number of LGBT
immigrants in the U.S. exist, service providers have long asserted that significant
numbers of LGBT people from countries less accepting of homosexuality and
other gender differences strive to immigrate to the U.S. They may be barred from
obtaining legal employment as well as many benefits and services. Furthermore,
immigration law generally prohibits people who are HIV-infected from becoming
permanent residents, citizens or otherwise upgrading their immigration status
(Office of Gay and Lesbian Health, 1999). Unlike heterosexuals, LGB immigrants
are barred from gaining the rights and benefits of citizenship through marrying
their partner. Language barriers pose additional difficulties for immigrants.
Individuals, particularly those reliant on a family or community member for inter-
pretation, may be unwilling to disclose important health information, especially
for issues that are highly stigmatized, like sexual orientation, STI risk, substance
use or mental health. Those who go outside their ethnic community for care can
confront lack of cultural understanding, including misunderstandings about the
meanings of diagnoses and prescribed regimens (Office of Gay and Lesbian
Health, 1999).

In addition to race and immigration status, the age of urban LGBT people
may impact the incidence of health problems as well as their access to health care.
LGBT youth leave home more often than their heterosexual peers and make up a
disproportionate percentage of the homeless youth population (Cochran, et al.,
2002). Many of these young people are drawn to cities for the same reasons as
LGBT adults. Regardless of where they live, LGBT youth face a number of chal-
lenges, including a host of elevated risk behaviors. Population-based studies of
high school students have shown that LGB youth are more likely to report
attempted suicide; use tobacco, alcohol, and cocaine; share syringes; and have mul-
tiple sexual partners in the past three months (Goodenow, et al., 2002; Robin, et al.,
2002). Despite their vulnerability to health problems, LGBT young people who are
estranged from the families face legal barriers to receiving benefits and health care
(Office of Gay and Lesbian Health, 1999). Not under the supervision of either
their families or the foster care system, street youth must find some way of estab-
lishing their status as emancipated minors and then navigate the complicated
world of public benefits. Physicians may be reluctant to treat minors without
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parental consent or be unfamiliar with the laws governing adolescents’ rights to
seek health care on their own.

Although less is known about their health care needs, like youth, elder LGBT
people face unique barriers to receiving quality care. Nearly one in five people in a
same-sex couple is at least 55 years old (Gates and Ost, 2004), and estimates of the
number of LGBT people over 65 range from one to three million (Cahill, et al.,
undated). This number will surely increase as the baby boomer generation contin-
ues to age. Isolation and lack of mobility are problems for all seniors, and LGBT sen-
iors, particularly those who have migrated to cities, may be without the traditional
support of family and community (Office of Gay and Lesbian Health, 1999). One
study of LGB seniors in New York City found that 65% were living alone compared
to 36% of New York’s general senior population (Assistive housing needs for elderly gays
and lesbians in New York City, 1999). In addition to social isolation, institutional barri-
ers, which will be discussed below, make LGB seniors particularly vulnerable to
inadequate insurance and poverty.

We know of no research documenting the migration of transgender people to
cities, but anecdotal evidence suggests the transgender people are drawn to urban
areas for many of the same reasons as LGB people, including to build community
institutions and foster social support and acceptance. Little information about the
health issues and health risks of transgender people exists. Dean et al have reviewed
and summarized the available health-related research on transgender issues (2000).
As with LGB populations, many of the health problems of transgender people are
thought to result from the prejudice, discrimination, and other culturally-based
stressors (Dean, et al., 2000). Transgender people face extraordinarily high rates of
victimization, including sexual assault and harassment (Dean, et al., 2000). Studies
on the mental health issues facing transgender people suggest difficulties similar to
other groups facing significant discrimination, including adjustment disorders, anx-
iety, post-traumatic stress and depression (Dean, et al., 2000). A few studies, which
have focused on sex workers, have found increased rates of HIV and other STIs
among transgender sex workers compared to female sex workers (Dean, et al.,
2000). One such study found that 35% of transgender sex workers were HIV-positive
(Clements-Nolle, et al., 2001); another study of sex workers in Atlanta revealed that
68% were HIV-positive (Elifson, et al., 1993); and a recent study of transgender peo-
ple of color (not exclusively sex workers) in San Francisco found HIV seropreva-
lence rates ranging from 13% among Asian Pacific Islanders to 41% among blacks
(Nemoto, et al., 2004). Evidence also suggests higher rates of HIV-related risk behav-
ior (Dean, et al., 2000; Nemoto, et al., 2004) and drug use among transgender
people (Dean, et al., 2000).

Despite these evident preventative and treatment-related health needs, perva-
sive prejudice against transgender individuals in American society and in medicine
poses significant barriers to care (Dean, et al., 2000). Studies have shown that trans-
gender people underutilize medical and social services and may resort to self-
medication or, in the case of hormones, black market medication (Dean, et al.,
2000). Discrimination also contributes to their social and economic marginaliza-
tion, including unemployment or underemployment. This, in turn, contributes to
high rates of uninsured transgender people (Dean, et al., 2000). Although gender
identity remains a psychiatric diagnosis in the Diagnostic and Statistical Manual of
Mental Disorders IV, transgender individuals are explicitly excluded from the
American with Disabilities Act and, therefore, do not receive its protections or
benefits. Only a handful of jurisdictions prohibit discrimination based on gender



88 Ruth Finkelstein and Julie Netherland

identity or expression. Medicaid and many private insurers generally refuse to cover
sex reassignment surgery.

Overall, sexual and gender orientation is just one dimension of identity for
urban inhabitants. While these dimensions of identity may enhance specific
health risks, issues and opportunities, these effects are strongly mediated by other
dimensions of identity, including race, class, gender and age. The relationship
between these various urban identities and populations and health is dynamic.
Just as cities shape the health of LGBT people, LGBT people have shaped the
health of cities.

5.0. HOW LGBT POPULATIONS AFFECT THE OVERALL HEALTH
OF CITIES

The in- and out-migration of various populations is one element of urbanization
likely to shape the health risks and healthcare response of cities (Vlahov and Galea,
2002). Therefore, how populations of LGBT people affect the health of cities
in both negative and positive ways merits consideration, and we will begin by
addressing the issues of communicable diseases, particularly HIV.

One of the major impediments to early recognition and coherent action to
address the emerging epidemic of HIV was the lethal combination of homophobia
and the fear of a homophobic response. The role of homophobia in shaping the
response to AIDS (particularly within agencies of the federal government in the
early 1980’s) has been discussed exhaustively (Altman, 1987; Patton, 1990; Shilts,
1987). However, less clearly explicated is the role that fear of a homophobic
response played in muting and shaping aspects of the gay community response and
consequent policy framework for the epidemic. The dominant theme influencing
policy issues early in the epidemic was fear of identification, blame and discrimina-
tion. The saliency of the need to protect confidentiality, enactment of anti-
discrimination protections, and hesitancy regarding traditional methods of case
finding and reporting were born out of the unquestioned expectation of a homo-
phobic response if one were identified as gay or lesbian. Over time, AIDS itself
became stigmatized (not, of course, unrelated to its association with the stigmatized
identities of homosexual or drug user), but initial fears were of personal identifica-
tion as homosexual and of further discrimination against the community.

Therefore, while it is the case that HIV infection was first identified in urban
gay men in this country and has subsequently spread through sexual and blood-
borne transmission beyond that population, it as also the case that the epidemic
may not have become as widespread in this country had prevention and interven-
tion efforts not been constrained by homophobia and the anticipation of homo-
phobia. Similarly, current concerns about HIV transmission from men on the
“down low” (men whose publicly identify as straight, but have sex with other men)
can simultaneously be viewed as negative health consequences accruing to others
via same-sex sexual activity or as negative health consequences resulting from the
hidden nature of same-sex sexual activity in a society that deems such behavior
unacceptable.

Despite its limitations, the response of urban LGBT population to AIDS had
many positive effects, particularly in modeling new methods of healthcare activism,
patient empowerment, and community-based healthcare delivery and financing par-
adigms. Groups, like ACT-UP, are widely credited for drawing attention to HIV/AIDS
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and prodding a reluctant government into action (Hunter, 1998). Using direct
action tactics, including civil disobedience, they made explicit the politics behind
funding for research and treatment, linking societal homophobia to the govern-
ment’s lack of response. Their impact on public policy has been considerable; they
have: 1) forced the FDA to accelerate drug trials for AIDS; 2) successfully lobbied
pharmaceutical companies to reduce drug prices; 3) publicized pharmaceutical
company profits; 4) demanded redefinition of AIDS to include more women and
ensure that women with AIDS received disability benefits and were included in drug
trials; and 5) established some of the first needle exchange programs.

The very word “PWA” (Person Living with AIDS), now modified to “PLWH”
(Person Living with HIV) is itself definitional of a different empowered relationship
between the “patient” and the “disease” (Navarre, 1988). This concept and the
organization of PWA’s into groups, like the National Association of People with
AIDS, represent a fundamental restructuring of the power relationship between
patients, providers, and policy-makers.

Similarly, the voluntary AIDS service organizations, like the Gay Men’s Health
Crisis, the San Francisco AIDS Foundation, Health Education Resource
Organization (HERO) in Baltimore, and the Whitman Walker Clinic, that sprang
up in major urban centers in the early 1980’s represent an indigenous response to
crisis. Though later funded by the government and private foundations and staffed
by professionals, these organizations were originally volunteer-driven, community-
led, grass roots responses funded and resourced by individuals and local businesses.
This volunteer response transformed into a service sector that then advocated for
and received significant federal resources, largely through the Ryan White CARE
Act. This Act, the largest disease-specific categorical federal funding for services,
has numerous unusual provisions, including mandated community participation in
planning and allocation decisions. All of these innovations, activism, patient
empowerment, advocacy, volunteerism and community planning, have shaped
policy and programmatic responses to health issues from breast cancer to diabetes.

The impact of LGBT people on the health of cities extends beyond their
response to the HIV epidemic. A growing body of research indicates that LGBT
populations positively affect the infrastructure, social climate, cultural life, and
economies of cities (The demographics of diversity: why cities are courting the gay and les-
bian community, 2003; Florida, 2002; Lee, 2002; Rushbrook, 2002; Swope, 2003).
Improvements in these arenas may, in turn, contribute to improved health and
healthcare. Analyses of the census data affirm that LGB people play a role as urban
pioneers on the vanguard of urban renewal (Gates and Ost, 2004). Same-sex cou-
ples appear more likely than heterosexual couples to move into “riskier” neighbor-
hood in return for a potentially larger payoff on their financial investments (7he
demographics of diversity: why cities are courting the gay and lesbian community, 2003).
Although LGB couples do not have greater income than married couples, those
attracted to urban areas are less likely to have children, and, therefore, have more
income to invest in improving housing (7The demographics of diversity: why cities are
courting the gay and lesbian community, 2003). These investments not only advance
property values but also result in increased taxes to cities without a corresponding
demand for public school services (The demographics of diversity: why cities are courting
the gay and lesbian community, 2003). Indeed, LGB people have been credited with
revitalizing a number of urban neighborhoods (Lee, 2002; Rich, 2004). To the
extent that LGBT populations improve the housing stock, living conditions and
services in a neighborhood, they likely enhance the health of its residents. Although
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the restoration of neighborhoods is generally seen as benefiting cities and their res-
idents, the rising housing costs that accompany such changes may displace poor
families forcing them into worse living conditions. More research is needed to
explore the long-term benefit and harm of these urban renewals.

In addition to being credited with revitalizing residential areas, LGBT urban
populations are seen by some as a marker of a tolerant social climate, cultural cre-
ativity and cosmopolitanism ( The demographics of diversity: why cities are courting the gay
and lesbian community, 2003; Rushbrook, 2002). Social tolerance and acceptance of
diversity have been linked to both the perception of an enhanced quality of life
(Rushbrook, 2002) and to urban economic vitality (Swope, 2003). Richard Florida
has argued that a strong and vibrant LGBT community is an indicator that a city is
open to many different kinds of people (Florida, 2002, 2004). Though not empiri-
cally documented, LGBT people are also credited with enhancing the cultural life
of cities through their involvement in theater, music, and fine arts. These features of
city life — diversity, tolerance and culture — in turn, attract the “creative class” and
fuel economic growth in the high-tech sector (Florida, 2004). Florida (2002)
demonstrated a correlation between areas experiencing economic growth in the
technology sector and high concentrations of LGB people. This reasoning has been
accepted by several cities and companies that are now actively seeking to attract
LGBT residents and workers (The demographics of diversity: why cities are courting the
gay and lesbian community, 2003; Swope, 2003). Cincinnati-based Proctor and
Gamble, for instance, has criticized the city for passing an anti-gay employment dis-
crimination law because they feel the law detracts from the company’s ability to
recruit LGBT people and their allies (Swope, 2003). As manufacturing jobs con-
tinue to decline, cities are scrambling to attract the “creative class,” including gays:

The most striking new development is the growing number of blue
collar cities never considered especially friendly to gays that are passing
gay-rights laws anyway. They seem to be saying that if gays need cities,
then cities need gays. (Swope, 2003)

The tolerance, diversity and economic growth that LGBT people are credited
with enhancing in cities are likely to improve the welfare and health of minority
groups in particular and city residents generally.

6.0. HEALTH ISSUES AFFECTING LGBT POPULATIONS

Almost no public health research has examined the differences in risk behavior or
health outcomes between urban and suburban/rural LGBT populations.
Furthermore, few studies explore the interaction between sexual orientation, sex-
ual behavior, gender identity and membership in other groups at higher risk for
morbidity and mortality (e.g., being a racial minority or belonging to a low income
group). Nonetheless, a growing body of research has made clear that LGBT people
are disproportionately affected by a number of health problems. This literature has
been well summarized elsewhere (Dean, et al., 2000), and a comprehensive review
of these issues is beyond the scope of this chapter. However, knowledge and under-
standing of these health issues, which are certainly more concentrated in cities with
large LGBT populations, are critical for planning effective urban health strategies
and interventions. Some LGBT health problems are the result of unique exposures
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to risks related to sexual behavior, but many appear to be related to social condi-
tions characterized by prejudice, stigmatization and discrimination (Meyer, 2001).

Of those health problems related directly to sexual behavior, HIV is currently
the one most closely identified with the gay community, though it was foreshadowed
by hepatitis B. The clinical and epidemiological evidence that hepatitis B was preva-
lent among gay men resulted in landmark hepatitis B vaccine trials in New York City
in the late 70’s and early 80’s (Dienstag, et al., 1982; Stevens and Taylor, 1986;
Szmuness, et al., 1980; Szmuness, et al., 1981). Ironically, an epidemiological study
tracking the incidence of gay hepatitis B among gay men in three gay urban areas
(San Francisco, New York, and Amsterdam) provided some of the earliest evidence
about the emergence and progression of HIV (Hessol, et al., 1994; Van Griensven,
et al., 1993). HIV has profoundly affected the LGBT community, both in terms of
the unprecedented loss of community members and in terms of the community
mobilization and institution-building it engendered. Despite advances in treatment
and a broad-based change in community norms governing sexual behavior, HIV
remains a serious threat to the health of men who have sex with men. Almost 60% of
all cases of HIV among men are due to exposure through sex with other men (CDC,
2003). In addition to HIV, men who have sex with men are at increased risk for
other sexually transmitted infections (STIs), including viral hepatitis (Dean, et al.,
2000; Schreeder, et al., 1982). Some communities, in fact, are reporting recent
increases incidence of other STIs among MSM (CDC, 1997; 1999a; 1999b; 2001;
2001a; 2002b). The impact of HIV and other STIs on lesbians and bisexual women
remains under-researched, although most studies suggest a higher HIV sero-
prevalance among women who have sex with women compared to heterosexual
women (Office on Women’s Health, 2000). While female-to-female transmission of
HIV is a biological possibility, transmission is more likely a result of injecting drug
use and/or sex with men (Young, et al., 1992). HPV, bacterial vaginosis and candidi-
asis do occur in lesbians and can be transmitted between women; in general, how-
ever, lesbians appear to be at less risk for STIs than any other sexually active group
(Dean, et al., 2000).

Some preliminary studies have suggested that gay men and lesbians may be at
increased risk for certain types of cancer (Dean, ¢t al., 2000), though the reasons for
these elevated risks are generally due to variables other than sexual behavior.
For instance, the higher incidence of breast cancer among lesbians is likely attribut-
able to increased rates of obesity, alcohol consumption, nulliparity and smoking
and lower rates of breast cancer screening, gynecological care, and hormone expo-
sure through oral contraceptives (Dean, et al., 2000; Office on Women’s Health,
2000). Lesbians are also less likely than heterosexual women to have a Pap test
(Aaron, et al., 2001), although no studies have documented higher rates of cervical
cancer. Studies have found higher rates of Kaposi’s sarcoma, non-Hodgkins lym-
phoma, Hodgkin’s disease, and anal cancer among gay men, but all of these, except
anal cancer, have been attributed to increased incidence of HIV/AIDS (Dean, et al.,
2000; Hessol, et al., 1992; Katz, et al., 1994; Koblin, et al., 1996; Lifson, et al., 1990).

A number of the unique health problems facing LGBT people are related to
anti-gay social and cultural forces. Anti-gay violence is perhaps the clearest example.
Data on the prevalence of anti-gay hate crimes are scarce, but one report examining
hate crimes generally concluded that lesbians and gay men are probably the most
frequent victims (Finn and McNeil, 1987). The latest report by the National
Coalition of Anti-Violence Programs, which reports hate crimes from 11 cities,
shows a continuing rise of hate crimes against LGBT people (Patton, 2004), and a
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recent study of young urban gay and bisexual men found that 37% had experienced
anti-gay verbal harassment and 4.8% reported physical violence in the past six
months (Huebner, e al., 2004). Obtaining accurate numbers of hate-motivated vio-
lence is complicated by the reluctance of many LGBT people to report incidents
and/or disclose their sexual orientation to the police — a reluctance based on a his-
tory of police harassment and violence towards LGBT people. One review article
concluded that between 16-30% of LGBT hate-crime victims has been victimized by
the police (Berrill, 1992).

Intimate partner violence and sexual assault are also health concerns for LGBT
people (Burke and Follingstad, 1999). Although empirical evidence is limited, one
probability sample of urban MSM found that 22% had experienced physical abuse
(Greenwood, et al., 2002), while studies of lesbians have found rates slightly lower
than those found for heterosexual women (Dean, et al., 2000). Lifetime prevalence
of attempted and completed rape among lesbians is comparable to that among het-
erosexual women, but gay men appear to be at elevated risk for sexual abuse and
assault (Dean, et al., 2000). Fears about homophobic reactions and laws and service
systems that presume heterosexuality make it especially difficult for LGBT victims to
seek legal assistance, medical treatment, emergency shelter, and support services
(Dean, et al., 2000). Clearly, hate crimes and experiences of intimate partner vio-
lence and/or sexual assault are likely to place individuals at greater risk for HIV and
other STIs as well as impact their emotional and mental health.

Sexual orientation is not intrinsically linked to mental health problems; how-
ever, stigma, homophobia, and prejudice may negatively impact the mental health
of LGBT individuals (Meyer, 2003). Furthermore, estrangement from family mem-
bers, adjusting to a LGBT identity, lack of support for relationships and families may
be additional stressors. Unfortunately, population-based estimates of prevalence of
mental disorders among LGBT people are lacking (Dean, et al.,, 2000). The few
probability based studies that have been done found higher rates of depression,
panic attacks syndrome, and psychological distress among MSM (Cochran and
Mays, 2000; Cochran, et al., 2003; Mills, et al., 2004), especially among those who had
experienced anti-gay harassment (Mills, et al., 2004). Lesbian and bisexual women
appear to have higher prevalence of general anxiety disorder compared to hetero-
sexual women (Cochran, et al., 2003). HIV (Bing, ¢t al., 2001; Dickey, et al., 1999) as
well as the stress of caring for and losing loved ones to HIV (Sikkema, et al., 2003)
have been associated with depressive symptoms and other mental health problems.
Others studies found that sexual orientation is a significant predictor of eating dis-
orders among men, though not among women (Dean, et al, 2000). Finally,
researchers have found elevated rates of suicidal ideation and attempts, but not
completed suicides, among LGB people (Dean, et al., 2000; Matthews, et al., 2002).

In a review of the literature, the Center for Substance Abuse Treatment con-
cluded that “gay men and lesbians were heavier substance and alcohol users than
the general populations” (Center for Substance Abuse Treatment, 2001). Although
many studies conducted in the past were perceived as biased because they recruited
subjects from clubs and bars, some studies with less problematic samples support the
finding that LGB people use drugs at higher rates than heterosexuals (Cochran and
Mays, 2000; Stall, et al., 2001; Stall and Wiley, 1988; Woody, et al., 2001). A number of
studies have also suggested that both gay men and lesbians use tobacco at much
higher rates than the national average (Dean, et al,, 2000; Office on Women’s
Health, 2000). Increased rates of substance use adversely impact the health of
LGBT people in myriad ways, including interactions with HIV medications and
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increasing rates of unsafe sexual behavior (Center for Substance Abuse Treatment,
2001; Dean, et al., 2000).

7.0. BARRIERS TO HEALTH CARE

Many of the health problems that affect LGBT people disproportionately result
from or are exacerbated by prejudice, discrimination and stigma (Brotman, et al.,
2002; Cahill, et al., 2002; Dean, et al., 2000; Diaz and Ayala, 2001; Meyer, 2001). In
addition, such forces clearly play a role in LGBT people’s willingness and ability to
access health services as well as the quality of services they receive. These impedi-
ments can be rooted in the biases of providers, institutionalized in agency policies
and state and federal laws, and manifest in the attitudes or behaviors of individual
LGBT people who internalized the societal stigma and homophobia directed at
them. Historically, the relationship between LGBT people and the medical profes-
sion has been an uneasy one. With the classification of homosexuality and transgres-
sive gender identity/expression as pathological psychiatric disorders, medicine has
been in the position of asserting social control over the lives of many LGBT people
(Brotman, et al., 2002). The perceived failure of government and community lead-
ers to respond promptly to the AIDS crisis as well as sex-phobic nature of some HIV
prevention campaigns exacerbated feeling of mistrust. In addition, in reviewing the
literature, Dean et al concluded that LGBT people are subject to discrimination and
bias in medical encounters, are likely to receive substandard care, and face signifi-
cant obstacles in communicating with healthcare providers (2000). Other evidence
suggests a range of provider attitudes from overt hostility (Douglas, et al., 1985;
Hayward and Weissfeld, 1993) and discomfort (Mathews, et al., 1986) to simply not
being sensitive to or knowledgeable about the particular health needs of LGBT peo-
ple (Lena, et al., 2002; McNair, 2000; McNair, 2003; Smith, et al., 1985; Westerstahl,
et al., 2002).

These difficulties are further compounded by the reality that, due to fear and
mistrust, many LGBT people delay seeking care, do not disclose their sexual orien-
tation to providers, and/or may hide clinical conditions that might reveal their sex-
ual orientation (Brotman, et al., 2002; Dean, et al., 2000). Intake and screening
forms and institutional policies usually presume heterosexuality and normative gen-
der expression (i.e., male or female) and provide little opportunity for the routine
disclosure of alternate sexualities and gender identities. Providers who rely on
stereotypes about LGBT people or assume patients are heterosexual may misdiag-
nose patients and/or miss important opportunities to educate patients about health
risks.

Systemic barriers to healthcare for LGBT people extend far beyond the atti-
tudes of providers or the policies of individual institutions. LGBT people also face
financial and structural barriers that severely impede their ability to access high
quality preventive and clinical services. Only 15 states prohibit employment discrim-
ination based on sexual orientation and only four states prohibit discrimination
based on gender identity, leaving LGBT people vulnerable to employment discrimi-
nation (The demographics of diversity: why cities are courting the gay and lesbian community,
2003; Gates, 2003). Furthermore, LGBT workers are at a disadvantage because
many employers and insurance companies deny spousal benefits, like health insur-
ance, to unmarried partners. Even when such benefits are offered, same-sex couples
must pay tax on them, while married couples do not. In addition to having lower
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incomes, LGB people are more likely to be uninsured or underinsured than their
heterosexual counterparts (Dean, et al., 2000; Cahill, et al., undated).

A number of other benefits are unavailable to same-sex couples because the
federal government does not recognize their relationships. For instance, Medicaid
regulations permit married couples to retain a jointly owned house without jeop-
ardizing the other’s right to Medicaid coverage, and married couples receive a
spouse’s Social Security benefits following his or her death. Wrongful death claims
and pensions may also be unavailable to same-sex partners, and a partner’s retire-
ment benefits, if they can be claimed at all, are taxed. The Family Medical Leave Act
expressly defines “family” to exclude same-sex couples hindering the ability of LGB
people to care for their partners, children and other family members. The lack of
recognition of same-sex partnerships poses myriad other problems, from denial of
hospital visitation and medical decision-making rights to prohibiting partners from
being placed in the same nursing home. Such institutional discrimination
leaves LGBT seniors particularly vulnerable. Unfortunately, there are very few
LGBT-specific elder services to which they can turn.

Both individual attitudes and institutional forms of discrimination contribute
to a social environment that reinforces stigma against LGBT people. The stress of
living with societal anti-gay attitudes and institutional discrimination as well as inter-
nalized homophobia directly impact the risk behavior and health of LGBT people
(Brotman, et al., 2002; Dean, et al., 2000; Diaz and Ayala, 2001; Meyer, 2001). Cities,
for all that they offer LGBT people, must go further in addressing barriers to care
and in promoting environments which nurture and support the health of LGBT
people.

8.0. POTENTIAL STRATEGIES FOR IMPROVING THE HEALTH
OF SEXUAL MINORITIES GROUPS IN THE CITY

The dominant strategy adopted to improve the access of LGBT people to appropri-
ate, non-homophobic health care has been the creation and expansion of LBGT
clinics. These clinics began as special sessions (principally treating STI’s) within
LGBT community centers or at free or community health clinics. Over time the
combination of HIV/AIDS funding and other third party reimbursement (public
and private) for health services have caused these clinics to separate from (and in
many cases eclipse in size) their home institutions. The largest LGBT health clinics
—including Callen Lorde in New York City, Chase Brexton in Baltimore, Fenway in
Boston, Howard Brown in Chicago, and the Los Angeles Gay & Lesbian Community
Service Center — serve thousands of patients annually and provide services ranging
from primary care and family planning to mental health and substance abuse coun-
seling. A second, related strategy has been the development of LGBT-orientated
specialty clinics — largely for HIV care and substance abuse treatment. These special-
ized settings are a haven for many urban LGBT people; administrative systems, insti-
tutional policies, assessments, and providers are attuned to and take into
consideration the family structures and special health care needs of LGBT people.
There are, however, major limitations to the specialized clinic strategy. The first
is a challenge shared by other community health centers — access may be limited for
people without private insurance. To serve people covered by Medicaid (just one
subset of people without private insurance) requires extensive state certification, an
administrative barrier to these relatively grass roots institutions. For those who sur-
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mount it, they enter the world of inadequate reimbursement common to other
providers of poverty healthcare. Thus, a trade-off exists between access for all and
financial viability. The second challenge to the LGBT clinic model is that such clin-
ics are typically centered in and largely staffed by members of the dominant gay
community, which is generally white and middle class. Members of other communi-
ties express discomfort having to select among their identities in order to receive
LGBT-sensitive services.

Similarly, LGBT clinics may lack appropriate services or be uncomfortable for
elders. In general, the “gay culture” remains very youth oriented despite the aging
of the first post Stonewall generation and the impending old age of the baby
boomers. A related, but distinct problem, with using LGBT clinics to solve all health
care access and quality problems for LGBT people is the need to make referrals for
specialty services. With the exception of some HIV, mental health, and substance
abuse services, all other specialty care must be referred out. Lastly, LGBT clinics
require a critical population mass to survive, and many LGBT people live in mid-
sized cities unable to sustain them.

One solution to these interlocking problems is to enhance the skills, training,
and attitudes of all health care providers about LGBT health needs and issues rather
than isolate care into a few specific settings. Especially for practitioners planning to
practice in major urban areas, cultural competency in the health and lifestyle issues
of LGBT communities seems as critical as such competency regarding ethnic
minorities. Therefore, models of undergraduate, graduate, and continuing educa-
tion should be adopted from other diversity and cultural competency programs. As
with these other training models, factual information is merely one component;
exercises and exploration that reveal and challenge people’s attitudes are equally
important. Another approach to helping LGBT patients feel comfortable is to make
healthcare settings an appealing workplace for LGBT people so that employees feel
comfortable being visible and “out” at work. The presence of “people like me” goes
a long way toward dispelling discomfort.

In addition to issues of attitudes and comfort, institutional barriers that pose
access barriers to LGBT people must also be addressed. For instance, institutions
should develop and disseminate forms and policies that more accurately capture
people’s sexual orientation, gender identity, living arrangements, and families. The
ubiquitous policy barrier to health care access for LGBT people is the lack of
employment-based health insurance because domestic partners are less commonly
covered than spouses, such coverage is typically expensive when offered, and there
is some evidence that LGBT people may cluster in occupations less likely to provide
health coverage (service, arts, retail, etc.). Solutions include inducements for
employers to offer domestic partner coverage, such as the laws enacted by the cities
of San Francisco and New York requiring such coverage for all City contractors.
Further development of health insurance purchasing cooperatives for freelancers,
part-time workers, and artists is another strategy to increase coverage.

The numerous policy barriers to medical decision-making, inheritance rights,
and visitation options are most efficiently addressed by simply recognizing same-sex
marriage, as all these rights accrue automatically to the married. In the interim,
expanding access to the legal services required to execute the numerous legal docu-
ments that make the wishes of the partners clear must suffice. Obviously, affording
these services is difficult for many LGBT people. These are among the legal serv-
ices offered at no cost by AIDS service organizations; however, other community
institutions that serve LGBT people should offer them at low or no cost.
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Efforts to change the health behavior within the LGBT community have
focused almost exclusively on preventing HIV and other STIs. Despite this empha-
sis, several steps whose effectiveness is well documented have not been fully taken.
Salient among these is the widespread availability of sterile syringes, through
exchanges and from pharmacies without prescription. This ongoing issue has HIV
prevention significance for LGB who are injecting drug users, as well as for trans-
gender people who use syringes to inject hormones. None of the existing syringe
exchanges cater explicitly to LGB populations (though one in New York City has
specific programming for transgender people). Despite extraordinarily high rates
of HIV seroprevalence and the frequency of voluntary and coerced sexual behavior
and drug use in prisons and jails, neither condoms nor sterile syringes are available
to those incarcerated. Finally, the early conceptual divide between HIV risk due to
sexual behavior and HIV risk due to drug using behavior continues to impede
adequate sexual risk reduction among drug users, adequate harm reduction from
drug use among those at risk due to sexual behaviors, and adequate approaches to
the intersections between drug use and sex (as in the current use of crystal meth
among gay men). Another preventive service that should be integrated into all stan-
dard practice for MSM is hepatitis B vaccination. Of course, to identify the people
who should be vaccinated, more appropriate sexual histories are a prerequisite.

Other public health campaigns (e.g., to encourage smoking cessation, increase
exercise, decrease excess weight, avoid driving while intoxicated, use seat belts and
bike helmets) should include images and messages targeting LGBT people just as
they do members of other minority groups. In addition, research into appropriate
structural interventions to reduce smoking and other substance abuse for segments
of the LGBT community are needed. Lastly, causes of poor health in the LGBT com-
munity that are related directly and indirectly to homophobia and its consequent
stress (e.g., depression, substance abuse, violence) can most effectively be pre-
vented by continued efforts to improve the social conditions, antidiscrimination
protections, and acceptance of LGBT people.

9.0. CONCLUSION

LGBT history, culture and health are inextricably intertwined with cities. Cities,
despite the health risks they pose, continue to play a critical role in supporting and
affirming the full diversity of the LGBT community. LGBT people, in turn, have
contributed much to the cultural and economic life of cities as well as to innovative
approaches to health care advocacy and service delivery. Nonetheless, significant
health issues and barriers to healthcare for LGBT people remain. Because of the
numbers and density of LGBT people in urban areas, cities provide a unique oppor-
tunity for public health practitioners, urban planners, and policy makers to develop
and test creative strategies to improve the health and well-being of sexual minorities
and eliminate the barriers that persist.
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Chapter 6

Health and Health Access Among
Urban Immigrants

Sana Loue and Nancy Mendez

1.0. MIGRATION TO THE CITIES: THE PROCESS
OF IMMIGRATION

It has been estimated that the U.S. has almost 34.5 million immigrants, comprising
8% of its population (U.S. Census Bureau, 2002), and that, on average, an addi-
tional three quarters to a million new immigrants enter the country each year.
Census data indicate that between 1990 and 2000, the U.S. attracted 27% of the
world’s migrants (U.S. Census Bureau, 2002). A portion of these individuals enter
with permanent resident status (“green card” or mica holders), by virtue of their
relationship to a U.S. citizen spouse, parent, child, or sibling or a permanent resi-
dent spouse or child or on the basis of a specified employment offer, enabling them
to remain and work in the United States indefinitely. In 2002 alone, a total of
1,064,318 individuals received permanent resident status in the U.S. (Office of
Immigration Statistics, 2003). Others enter on a temporary basis as legal nonimmi-
grants, holding statuses as students, tourists, journalists, sports players, and so on.
Still others enter seeking refuge in the form of asylum from persecution due to their
religion, political beliefs, nationality, or membership in a social group.

For many, the process of gaining legal admission is not an easy one. In recent
years, the process has been rendered increasingly difficult as a result of visa quotas
that result in extended delays to obtain a permanent resident status, income require-
ments excluding from the U.S. persons earning below a certain income level, health-
related criteria barring individuals with certain conditions, such as HIV infection,
sexually transmitted diseases, tuberculosis, and certain mental illnesses, among oth-
ers from entering, and fears of terrorism, resulting in the exclusion of those who may
have any connection to groups viewed suspiciously.

Yet another portion of these individuals, known variously as “undocumented”
or “illegal,” enter without legal authorization, often in search of a better life for
themselves and their families. These individuals are at particularly high risk of
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victimization, with significant adverse health consequences, due to their legal status
and concomitant fear of discovery, their unfamiliarity with our legal system, their
inability to speak English, and their dependence on the individuals who helped
them to enter illegally. News reports have publicized widely the hardships faced by
these individuals in relatively isolated geographic areas (Greenhouse, 2002;
Rodriguez, 2002). Perhaps less well-publicized or known are the abuses suffered by
these individuals in urban areas, which have included confinement in crowded,
unsanitary conditions (Phoenix metropolitan area) (Billeaud, 2004), the imprison-
ment and sale of women into prostitution (Los Angeles area) (U.S. Department of
Justice, 2003), the kidnapping of individuals’ infants as ransom in exchange for
forced labor (New York City) (Editorial, 1997), and the sale of young girls as sex
slaves and indentured servants (Anaheim, Berkeley, and Silicon Valley, California;
Miami metropolitan area) (Luna and Tran, 2004; McCormick and Zamora, 2000;
Pacenti, 1998).

Once in the U.S., immigrant populations have tended to congregate in or near
large metropolitan areas. By the turn of the 20" century, 87% of Chicago’s popula-
tion, 80% of New York’s population, and 84% of Detroit’s and Milwaukee’s
population consisted of immigrants (Bodnar, 1987; Daniels, 1990). It has been esti-
mated that, during the 1980s and 1990s, 10 metropolitan areas of the U.S., which
were home to 17% of the nation’s population, attracted 55% of all legal immigrants
to the U.S. and an even larger percentage of those who immigrated illegally
(Enchautegui, 1993). New York, Los Angeles, San Francisco, Miami, Chicago, and
Washington, D.C. have been and continue to be foremost among these cities
(Enchautegui, 1993; Office of Immigration Statistics, 2003; United States Census
Bureau, 2002). According to the 2000 U.S. census, 874,567 of Miami-Dade County’s
population of 2,253,362 were foreign-born, accounting for 45.1% of the area’s
population. The Immigration and Naturalization Service (now the Bureau of
Immigration and Customs Enforcement of the Department of Homeland Security)
reported the admission of an additional 297,533 foreign-born persons in Miami
(Immigration and Naturalization Service, 2000).

As residents in these urban areas, immigrants have tended to settle in ethnic
enclaves of three types: suburban areas, occupied predominantly by skilled workers,
mid-range professionals, and upper-level civil service workers, and consisting of
single-family housing in the outer city and apartments and other units towards the
center; tenement areas that are inhabited by lower-paid blue and white collar work-
ers living in cheaper single-family homes; and relatively abandoned areas of the city,
with large numbers of homeless and unemployed persons. These enclaves may pro-
vide significant employment opportunities to new immigrants (Marcuse, 1996).
However, many new immigrants, and refugees in particular, confront difficult finan-
cial circumstances. A survey of 739 Hmong, Khmer, Laotian, Chinese-Vietnamese,
and Vietnamese in San Diego County, California found that 75.8% were living
below the poverty level (Rumbaut, et al., 1988). A study of 196 Afghan immigrants in
the San Francisco Bay area reported that 8% of the men were employed as profes-
sionals (professors, judges, or government officials), 27% were in skilled employ-
ment, administration, or business, and 39% were unemployed, compared to
29%, 50%, and 0%, respectively, when the men were living in Afghanistan (Lipson,
et al., 1995).

Despite the large numbers of immigrants residing in urban areas, we actually
know relatively little about the relationship of urban residence to health status
among immigrants specifically. First, many reports fail to specify the immigration
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status of the patients or research participants. This information may be unavailable
due to individuals’ unwillingness to disclose their status or author unfamiliarity with
issues specifically related to immigrants, as contrasted with specific ethnic, groups.
Even when reports indicate immigration status, they often fail to specify individuals’
duration of residence in the U.S., or the extent of their English language ability,
which may be critical to an understanding of their ability to utilize the health care
system or the occurrence of specific diseases. Many other reports speak about immi-
grants as a homogeneous group or immigrants of a particular ethnicity or national-
ity without specifying their area of residence, despite the potential relevance of their
urban, suburban, or rural residence to the issue under examination such as, for
example, exposure to violence or incidence of asthma.

This chapter provides an overview of key issues related to health status, health
care delivery, and health research among immigrants with a particular focus on
immigrants in urban areas. It is critical, however, to recall that although we speak
of “immigrants,” immigrant communities are not homogenous. For instance, in
2002, immigrants arrived in the United States from all continents, with the excep-
tion of Antarctica; the leading source countries for new legal immigrants to the U.S.
included countries as diverse as Mexico, India, China, the Philippines, and Vietham
(Office of Immigration Statistics, 2002). Some of the more obvious differences
include individuals’ mechanism of entry (legally or illegally, for permanent resi-
dence or a temporary time, etc.), religion, language, English language ability, and
educational and economic levels, and preferred diet. Other differences may be less
obvious but even more critical to their health and health care, including their level
of familiarity and comfort with U.S. systems, health and disease status at entry,
models of illness, and expectations about health care.

2.0. HEALTH AND DISEASE

Immigrants are affected by both communicable disease and chronic disease. They
may bring these illnesses and disorders with them, or they may acquire them subse-
quent to their arrival in the U.S. This section focuses on those diseases that are
highly prevalent among various immigrant groups in urban areas of the U.S. and
that have been the focus of research. The incidence and prevalence of these dis-
eases are discussed, as well as potential risk factors for their occurrence and the
availability and utilization of screening procedures for their prevention.

2.1. Communicable Disease

The circumstances of immigrants’ transit to and entry into the U.S. may have seri-
ous implications for their health and the delivery of health care. A particularly
unusual case illustrates the need for health care providers in urban areas to be
aware of the conditions associated with illegal immigration and the associated
health risks. This case involved the Honduran-registered ship Golden Venture, which
ran aground off the Rockaway Peninsula in Queens, New York carrying 289 Chinese
passengers following a failed attempt to rendezvous with smaller ships that would
carry the passengers to the shores of the U.S. illegally. Ten of the passengers died
from hypothermia or drowning (Metropolitan Desk, 1993), a number disappeared
after receiving treatment at local hospitals (McFadden, 1993), and the remainder
were taken into custody by the INS. A few of those who were detained were
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ultimately granted asylum or were released through other legal mechanisms. Two of
those individuals who were apprehended were found to be suffering from Reiter’s
syndrome, characterized by swelling and pain in the foot, ankle, and knee and, in
one individual, by diarrhea and eye pain. The cause of the infection was ultimately
attributed to improperly stored “thousand-year-old eggs” that were consumed on
the ship during the voyage (Solitar, et al., 1998). Other, less dramatic, but more
frequent occurrences also merit attention from clinicians and public health
practitioners.

Immigrants to the U.S. also may be at increased risk of specific communicable
diseases as a result of the higher prevalence of these infections in their originating
countries. An examination of data at a Minneapolis clinic from the charts of 102
recently immigrated patients from 12 different African nations, for instance, found
that despite a healthy appearance, 8 patients had active tuberculosis, 10 had hepati-
tis B, 11 were suffering from various parasitic infections (trichuriasis, amebiasis,
schistosomiasis, and ascariasis), 1 had malaria, and 2 patients had human immun-
odeficiency virus (HIV) (Adair and Nwaaneri, 1999). Of these patients with commu-
nicable diseases, 3 had entered illegally, in the hopes that they would be granted
asylum, 1 had entered on a student visa, which does not require medical screening,
and several who had active tuberculosis were improperly classified.

Another analysis of the health of immigrants was through examinations of
2,545 refugees arriving in Minnesota in 1999 from countries in Eastern Europe,
Southeast Asia, and sub-Saharan Africa; this study reported that of the 2,129 (84%)
of refugees with results of stool ova and parasite examinations, 8% were found to
have trichuriasis; 7%, giardiasis; 3%, schistosomiasis; 3%, hookworm; 2%, amebia-
sis; 1%, ascariasis; and 1%, strongyloidiasis (Lifson, et al., 2002). Seven percent of
the individuals had a positive hepatitis B surface antigen. Although protocols are in
place for screening individuals who intend to immigrate permanently to the U.S.,
such procedures do not encompass all possible situations and cannot be relied
upon. Because of the likelihood that new immigrants to the U.S. will settle in urban
areas, it is particularly important that health care providers be trained to not only
recognize the signs and symptoms of commonly occurring communicable diseases,
but also to conduct appropriate screening tests at the time of individuals’ first visit.

Tuberculosis is an especially important concern. In 1997, it was found that 39%
of all cases of tuberculosis occurred in foreign-born individuals (Centers for Disease
Control and Prevention, 1998). An analysis of all incident TB cases nationwide for
the period from 1985 through 1992 revealed that the number of cases among for-
eign-born persons in the U.S. increased by 48% and accounted for 60% of the total
increase in the number of incident U.S. cases (Cantwell, et al., 1994). The median
interval from the time of immigration to the reporting of foreign-born cases in 1992
was 3 years; 30% of the cases were reported within one year of immigration.

Numerous cities and counties have felt the impact of increasing numbers of TB
cases attributable to the immigrant populations. From 1998 through 2001, the
annual number of TB cases among African immigrants and refugees in Seattle and
King County increased almost three-fold compared to the period from 1993 to 1997
(Anon., 2002). Almost one-half of the individuals had extrapulmonary TB. Of the
3,364 cases of TB occurring between 1985 and 1994 among Asians in Los Angeles
County, California, 98% were immigrants (Makinodan, et al., 1999). The TB case
rate per 100,000 foreign-born Asians living in Los Angeles County was 162.1, com-
pared to 2.6 per 100,000 among U.S.-born Asians in the same county. A retrospec-
tive study of Tibetan immigrants evaluated in Minneapolis between 1992 and 1994
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found that despite initial TB screening by U.S.-authorized physicians in India prior
to immigration to the U.S., 51% of the chest radiographs taken in Minneapolis were
abnormal (Truong, et al., 1997). A comparison with the results from the chest radi-
ograph evaluations conducted in India indicated that 79% of the Tibetans had
unchanged readings and 21% showed evidence of potentially progressive disease.
A study of all tuberculosis cases occurring in Broward, Dade, and Palm Beach
Counties in Florida during calendar year 1995 found that 49% of the 629 individu-
als with reported tuberculosis had been born in 40 countries. Of those individuals
with a known date of arrival in the U.S., 68% had been in the U.S. for more than five
years; overseas immigrant screening for tuberculosis had identified only three cases
(Granich, et al., 1998).

A large number of persons entering the U.S., including most nonimmigrants,
such as tourists and students, are not subject to screening procedures. A recent
study of culture-positive tuberculosis patients in the Fort Worth-Dallas, Texas metro-
plex, the ninth largest metropolitan area in the U.S., found that a greater pro-
portion of nonimmigrants had multi-drug resistant TB and were HIV-positive,
compared to those with permanent residence and those who were undocumented
(Weis, et al., 2001). Although individuals seeking permanent resident status in the
U.S. must be screened for tuberculosis and be found noninfectious to others in
order to obtain their visas, data indicate that the screening procedures utilized cur-
rently are less effective than is desired and the requisite follow-up of immigrants
entering the U.S. who are known to be infected with TB is less than adequate. These
deficiencies in screening and follow-up procedures are particularly worrisome in
view of the likelihood that immigrants may delay seeking care following entry to the
U.S. absent troublesome symptoms and the possibility of disease transmission to
others, particularly in crowded, urban living and working situations.

The delay in seeking care for tuberculosis may result from a number of factors
including a fear of immigration authorities and misconceptions about the disease
and its treatment. It has been found, for instance, that legislation that increases the
fear of detection by immigration authorities may exacerbate delays in seeking care
(Asch, et al., 1994). Misconceptions about the nature of the disease and its treat-
ment may also play a role. In absolute numbers, immigrants from Mexico and the
Philippines are the two largest immigrant groups in the U.S. to develop TB (Zuber,
et al., 1997). A focus group study conducted with Filipino immigrants at California
and Hawaii community health centers to explore beliefs about TB found that the
participants viewed TB as being highly contagious and caused by environmental
exposures, such as cigarettes and alcohol, unsanitary conditions, wet clothing, and
bacteria and viruses, imbalances of the body occasioned by overwork, poor nutri-
tion, respiratory illness, worrying and family problems, and family inheritance,
and contagion from an infected person through touch, the sharing of utensils, or
airborne spread (Yamada, et al., 1999). It was believed that the disease could be
treated through modern medical attention, traditional medicines, improved sani-
tation and air, smoking cessation, and the correction of imbalances of the body
through proper rest, exercise, discipline, diet, and a positive outlook. Participants
also noted the highly stigmatizing nature of the disease and the resulting isolation,
shame, and loneliness, leading sufferers to delay or avoid medical diagnosis
entirely. Focus groups conducted with foreign-born Vietnamese participants in
Orange County, California revealed a belief in two forms of TB, the psychological
and the physical (Houston, et al., 2002). The conceptualization of physical TB con-
verged with Western biomedical knowledge of TB as a communicable disease.
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However, psychological TB, which was said to be characterized by fatigue, lethargy,
and a loss of appetite that could lead to an impairment of immune system func-
tioning and the onset of physical TB, was not believed by participants to be trans-
missible to others.

These findings underscore the need for prompt screening for TB following
arrival in the U.S., a consideration of extrapulmonary TB, and the development of
outreach programs and informational messages that address the transmission,
symptoms, and treatment for TB in a linguistically and culturally appropriate man-
ner. This may be particularly critical in urban areas due to the insular nature of
some immigrant communities and the possibility of disease transmission as a result
of close contact with others that is associated with urban living, such as the use of
crowded public transportation and residence in high-rise apartment buildings with
ventilation systems of varying effectiveness.

From the health care provider perspective, heightened sensitivity to detection
of infectious diseases in this population, especially the more rare tropical diseases, is
needed. It is critical that care providers at urban area emergency centers and inner
city hospitals be familiar with the symptoms of other communicable diseases of high
prevalence in other countries, and that they be trained to obtain and consider a
patient’s travel or migration history. A failure to do so can result in misdiagnosis and
failure to provide appropriate and timely care. A retrospective case series conducted
ata large, inner city medical center in Los Angeles identified 20 cases of falciparum
malaria with initial medical evaluation in the emergency department during the
period from 1979 through 1993, but found that malaria had been considered as a
diagnosis in only 12 of these cases. Nineteen of these 20 individuals were recent
immigrants or immigrants returning to the U.S. after visiting relatives abroad
(Kyiacou, et al., 1996).

Temporary visitors to the U.S. and, until recently, individuals immigrating per-
manently to the U.S. have not been required to have many vaccinations that are
common in the U.S. As a result, they have been at greater risk of contracting dis-
eases that had become relatively less common in the U.S., such as rubella. Because
the vaccination requirements apply primarily to those seeking permanent resident
status and were incorporated into immigration laws relatively recently, it cannot be
assumed that immigrants will have had immunizations common in the U.S. A retro-
spective case series of tetanus cases presenting at the emergency department of a
large inner-city medical center between the years 1986 and 1997 found that many
of them had occurred in recent immigrants who had not received childhood
immunizations (Henderson, et al., 1998).

There is substantial evidence to suggest that immigrant children may also have
higher rates of childhood diseases for which vaccinations are available in compari-
son to U.S.-born children. As an example, an investigation of a rubella outbreak in
North Carolina found that the majority of the 83 cases occurred among latino immi-
grants and that the children had not received rubella vaccination in the countries
from which they had migrate because of differing vaccination policies (Rangel,
et al., 1999). An assessment of vaccination coverage in a survey of 314 children
under 2 years of age in New York City found that foreign-born children had vaccina-
tion coverage similar to that of U.S.-born children for diphtheria-pertussis-tetanus,
oral polio vaccine, and measles-mumps-rubella, but had been underimmunized for
Haemophilus influenzae type b and hepatitis B (Findley, et al., 1999) Even children
processing for adoption by U.S. parents may lack necessary immunizations or expe-
rience incomplete immune responses to vaccines (Schulte, et al., 2002). The lack of
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adequate immunization may be of particular concern with respect to those immi-
grant children living in urban areas due to the increased likelihood of their expo-
sure to infectious individuals in these more densely populated environments
(Strine, et al., 2002).

Increased attention has been paid to the occurrence of sexually transmitted
infections among immigrant populations, due in large part to controversies
surrounding the admission to the U.S. of HIV-infected immigrants and criteria
excluding immigrants with sexually transmitted disease from entry into this country
(Editorial Desk, 1993). Relatively little information is available about the risk for or
rates of sexually transmitted infections among urban immigrants. An analysis of
health care utilization patterns at one Houston clinic found that Central American
immigrants accounted for 4% of the 30,000 annual clinic visits and a large pro-
portion of care was devoted to the treatment of sexually transmitted diseases
(Eichenberger and Shandera, 1999). A study of 274 TB culture-positive individuals
with varying immigration statuses in the Fort Worth-Dallas metropolitan area found
a higher prevalence of HIV infection among individuals traveling to the U.S. as non-
immigrants, in comparison with those who were permanent residents and those
who were undocumented (Weis, et al., 2001). Although a number of studies have
examined the incidence and prevalence of STDs among rural immigrant migrant
workers (Bertolli, 1993; Brammeier, et al., 2002; Centers for Disease Control and
Prevention, 1992; Ruiz et al., 1997; Organista and Balls Organista, 1997; Organista,
et al., 1996; Paz-Bailey, et al., 2004), little research has been conducted with urban
immigrant migrant workers. A relatively recent screening for syphilis of 235 male
immigrants from Latin America living in San Francisco found that 0.4% had sec-
ondary syphilis; among the 198 persons screened for gonorrhea and Chlamydia, it
was found that 3.5% had Chlamydia and 0.5% had gonorrhea (Wong, et al., 2003).
Data were unavailable to identify contextual or social factors that may have
increased the risk of transmission. As with tuberculosis, fear of immigration authori-
ties, stigma associated with the disease itself, and misconceptions about the disease
may result in delay in the receipt of diagnosis and care (Kang, et al., 2003).

Behavioral studies including immigrant populations also indicate the need for
health care providers to screen patients for risk behaviors in order to determine the
need for additional counseling and/or testing and treatment. A survey study of
1,789 students at two high schools in northern California during 1988 and 1989
found that the mean number of risk behaviors was highest among latino immigrant
students, as compared with native-born latinos and native non-latino white students
(Brindis, et al., 1995). Eight different risk behaviors had been included in the assess-
ment: the use of alcohol, marijuana, cigarette, and other illicit substances; self-
violence; drunk driving; unintended pregnancy; and violence. Rates of sexual
activity were particularly high among the immigrant students as compared to the
others. The authors hypothesized that the level of risk was related to the duration of
residence in the U.S., with those residing longer engaging in increasing sexual
activity.

A 1990 survey of 3,049 Boston public middle and high school students surveyed
in their own languages yielded similar findings. Thirty-five percent of the students
had been born outside of the U.S. (Hingson, et al., 1991). Immigrant students were
more likely to worry about getting AIDS, but were less likely than U.S.-born students
to be familiar with HIV/AIDS prevention strategies or where to obtain information
or HIV testing. A similar proportion of the immigrant students reported having had
sexual intercourse as compared with the U.S.-born students, but a larger proportion
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of those foreign-born students having sexual intercourse reported intercourse with
injection drug users and without condoms. The authors suggested the need to
provide HIV education in students’ native languages and reliance on student peer
educators to deliver the information. It is important to note, though not empha-
sized by the study investigators, that these relatively low rates of HIV knowledge and
relatively high risk behaviors occurred among students in a public school setting
located in a large, urban area, where multiple sources of information outside of the
school system were not accessible or not accessed by the students. This underscores
the need for clinicians and other health professionals to convey health information
and screen for risk behavior when opportunities present themselves, such as when
students present for an annual physical examination for school or for participation
in team sports.

2.2. Chronic Disease
2.2.1. Cancer

Studies of various forms of cancer, including breast, colorectal, and stomach can-
cers, have found that the incidence of these cancers in immigrant populations to
the U.S. tends to converge towards the rates seen in the U.S. and away from those in
their countries of origin even within the first generation. For instance, Ziegler and
colleagues (1993) reported from their study of breast cancer incidence rates from
1983 through 1987 among Chinese, Filipino, and Japanese women under the age of
55 that the incidence rates in the immigrating generation were higher than in their
native countries and converged towards the even higher rates of similarly aged
women in the San Francisco, Oakland, Los Angeles, and Oahu areas. A study of can-
cer mortality in Chinese immigrants to New York City, U.S.-born whites, and
Chinese in Tianjin during the years 1986 through 1990 found that the standardized
breast ratio for cancer mortality among the New York City Chinese was intermediate
between the lower ratio among Chinese in Tianjin and the higher ratio among
U.S.-born whites (Stellman and Wang, 1994).

Risk factors for colon cancer, which is the third most common cancer for both
men and women worldwide (Coleman, et al., 1993), may include diet, occupational
exposures (Garabrant, et al., 1984), and reduced physical activity (Tomatis, et al.,
1990). It is of note that although the rates of colon cancer are relatively low in
Africa, Asia, and Latin America, they are increasing in places of rapid urbanization
(Tomatis, et al., 1990). A study of rates of colorectal cancer among Puerto Rican
immigrants to Connecticut found that the rates among the immigrants were higher
than those found in Connecticut, but lower than the rates observed in Puerto Rico
(Polednak, 1992).

Rates of prostate cancer have been found to be higher in developed and devel-
oping countries, as compared to undeveloped countries (Tomatis, et al., 1990).
Incidence rates of prostate cancer among immigrants have often been found to be
intermediate between those of the immigrants’ native country and those of the
U.S., like the rates for breast and colorectal cancer. Dunn (1975) reported from his
study of the incidence rates of prostate cancer among Chinese and Japanese immi-
grants to the San Francisco Bay area that the rates were higher than U.S. rates, but
lower than the rates in the countries of nativity.

While these migration studies have been used for hypotheses relating to the
influence of genes and environment, one must question whether the apparently
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elevated risk of various forms of cancer among immigrants groups may be attributa-
ble, at least in part, to the significant gaps in health screening utilization by immi-
grants, including those living in urban areas. It was reported from an analysis of the
2000 National Health Interview Survey that women who had immigrated to the U.S.
during the previous 10 years were among those least likely to have had a mammo-
gram within the previous two years or a Pap test within the previous three years
(Swan, et al., 2003). Among men and women, recent immigrants were among those
least likely to have had a fecal occult blood test or endoscopy within the recom-
mended screening interval. A greater proportion of those surveyed who lived in
Metropolitan Statistical Areas (MSAs) had had a mammogram in the two previous
years compared to non-MSA residents. (An MSA is defined by the U.S. Office of
Management and Budget (OMB) as a county or group of counties with at least one
city of 50,000 or by the Census Bureau as an urbanized area of at least 50,000 with a
metropolitan population of at least 100,000.)

Other studies similarly indicate less than optimal utilization of cancer screen-
ing procedures. In a study of 148 foreign-born women of latino ethnicities living in
or around Washington, D.C., it was found that although 93% of the women
reported ever having had a Pap smear, only 42% had had one in the year prior to
the study and 71% had had one in the three years immediately preceding the study;
24% had not followed screening recommendations for cervical cancer (Fernandez,
et al., 1998). Among women over the age of 40, 62% had ever had a mammogram,
but only 33% had followed the screening recommendations for their age (a mam-
mogram once every year or two years for women ages 40 to 49, and once a year for
women 50 years of age or older). Knowledge about screening recommendations was
extremely low. The women offered various explanations for why they had not
obtained a Pap smear or mammogram including embarrassment about the exam,
fear of the test itself, fear of detecting cancer, cost, and the absence of any symptoms
that they believed would indicate the existence of cancer. Women living in the U.S.
for five to nine years were found to be more likely than recent immigrants to have
complied with screening recommendations. It was hypothesized that this difference
may have been related to additional barriers experienced by recent immigrants,
including language, ineligibility for federal programs due to undocumented status,
and competing priorities (Fernandez, et al., 1998).

A study of 533 latina immigrants, 270 U.S.-born latinas, and 422 white women
in Orange County, California reported similar findings. A smaller proportion of
the immigrant women, compared to the U.S.-born latina and white women, had
received a Pap test during the preceding three years. Those lacking health insur-
ance and those of lower acculturation levels were least likely to have obtained Pap
tests. The study additionally found that latina immigrants were more likely than
members of the other groups to believe that early sexual intercourse, multiple
sexual partners, and having a spouse with multiple sexual partners were risk fac-
tors for cervical cancer (Hubbell, et al., 1996). However, they were also more
likely to believe that the risk of cervical cancer was increased as a result of poor
hygiene, having an abortion, fate, vaginal trauma, antibiotics, and having sex while
menstruating.

Utilization of cancer screening tests has also been found to be low among
Korean immigrants. A survey of 438 Korean-American women in Maryland found
that English language proficiency was associated with ever having had a mammo-
gram and the proportion of lifetime spent in the U.S. was associated with having a
Pap test ( Juan, et al., 2000).
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Relatively little attention has been devoted to an examination of the urban
environment on the development of cancer and cancer mortality risk among immi-
grants. One cancer researcher explained the need for and difficulty of such
investigations as follows:

[TInvestigation into differential exposures to fat-soluble environmental
chemicals may reveal etiologies of breast and prostate cancers. In addi-
tion to diet and alcohol consumption, the environment is encountered
through contact with skin and lungs. Numerous chemical compounds,
such as hair dressings, skin lotions, and contaminated water come into
contact with the skin. Determination of the possible relationship of a
specific pollutant with incidence of cancer is difficult as pollution is
usually a mix of chemicals. For example, ambient air content of ben-
zene, which is associated with mammary cancer in animal models, is
frequently higher than U.S. Environmental Protection Agency guide-
lines in urban areas; however, the effort to separate the putative effect
from effects of other chemicals also found in the environment is
daunting (Gordon, 1998).

2.2.2. Childhood Chronic Disease

Immigrant children may suffer from chronic disease existing prior to their arrival
that may not have been diagnosed. A retrospective medical records review in
Portland, Maine of 132 refugees aged 2 months through 18 years arriving from
diverse countries to the U.S. found that, although the overall health status of many
children appeared good, almost one-fifth of the children had hepatitis B surface
antibody, anemia was detected in almost one-fifth of the children, and almost one-
fifth of the children under the age of 6 had elevated blood lead levels (Hayes, et al.,
1998). The oral health of inner-city immigrant children from Central American
countries has been found to be related to the recency of the mothers’ arrival in the
U.S. (Watson, et al., 1999).

Other conditions among immigrants are not carried into the U.S. but may be
associated with circumstances in the U.S. A study of asthma prevalence among Asian
American school children in Boston found that rates of diagnosed and undiag-
nosed asthma among immigrant children in Boston found a lower rate of asthma
among the children in Chinatown (Lee, et al., 2003). It was hypothesized that the
lower rate may have been a function of recent immigration and shorter duration to
environmental exposures in the U.S. and/or reliance on traditional remedies to
treat symptoms. A study of acute appendicitis cases over a one-year period in
California and New York found that latino and Asian children had a higher likeli-
hood of appendiceal rupture in California, while black children had a higher risk of
rupture in New York (Guagliardo, et al., 2003). The authors concluded that immi-
gration and acculturation level may be risk factors for delayed emergency care,
resulting in appendicitis rupture. The underlying reasons for the delay in
emergency care were not explored.

2.2.3. Mental Health

A significant body of literature exists that addresses mental health issues among
immigrant populations. This section presents findings relating to mental illness
diagnoses among immigrants living in urban areas. However, published research
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often fails to indicate whether the immigrant-participants of a study are living in
urban areas. In addition, the impact of migration to and/or residence in an urban
area on immigrants’ mental health or services utilization has not been well-
explored and significant additional research is warranted. Unfortunately, basic
questions remain unanswered: Does residence in urban areas, compared to subur-
ban or rural living, increase the incidence of mental illness among immigrants due
to the stresses of urban living? Is prognosis from a diagnosed mental illness worse
due to difficulties associated with the complexities of accessing care in large urban
areas, or improved because of access to a greater number of services? Does
residence in urban ethnic enclaves serve to protect severely mentally ill persons
from victimization or does it serve to isolate mentally ill immigrants still further due
to stigmatization, alternative models to explain and/or treat behaviors, and a
distrust of the western medical system?

2.2.3.a. Posttraumatic Stress Disorder. A number of studies have examined the
occurrence of posttraumatic stress disorder and/or depression among immigrants
residing in urban areas. However, these studies did not consider separately the
impact of urban living on individuals’ experience of symptoms. A study of 460
Vietnamese immigrants in Orange County, California found that 35% were experi-
encing symptoms of posttraumatic stress disorder (Yamamoto, et al., 1989, cited in
Shapiro, et al., 1999). In comparison, the National Comorbidity Survey, based on a
stratified, multi-stage, area probability sample of noninstitutionalized civilian indi-
viduals ages 15 to 54 in the U.S., reported a 12-month prevalence of 3.9% for PTSD
(Kessler, et al., 1999).

2.2.3.b. Depression. A recent study of 215 Vietnamese immigrants, also
conducted in Orange County, California, found that the younger adults in the
study were more likely to be highly acculturated and employed, but were more
likely to be depressed and reported significantly more family conflict and greater
dissatisfaction with life in the U.S. than were the older respondents (Shapiro,
et al., 1999). The relationship between acculturation level and depression,
however, remains unclear. Yet another study conducted with 1,789 latinos in rural
and urban counties in the Sacramento area of California found that the preva-
lence of depression was highest among immigrants and higher still among those
who were least acculturated (Gonzalez, et al., 2001). It would be helpful to the
development of intervention programs to understand, for instance, if exposure to
urban violence appeared to trigger the manifestations of PTSD or exacerbate
depression.

2.2.3.c. Suicide. A study of suicides from 1970 through 1992 among persons aged
15 to 34 in California found that immigrants were underrepresented among the
32,928 deaths (Sorenson and Shen, 1996b). Firearms were the most common
method of suicide among both immigrants and U.S.-born individuals, and the
home was the most common site for suicide among both groups. Foreign-born lati-
nos, who came primarily from Mexico, appeared to account for the apparent lower
risk of suicide. They appeared to be at higher risk of suicide than their counterparts
in Mexico, but at lower risk than their counterparts born in the U.S. (Sorenson and
Shen, 1996b). It has been hypothesized that the tendency of immigrants to settle in
ethnic enclaves in large cities, close to other immigrants as well as family and
friends, may serve as a preventive factor for suicide by reducing social isolation
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and promoting contact with those with similar circumstances and a common
language (Shen and Sorenson, 1998).

2.2.3.d. Mental Health Services. In general, reports indicate that mental health
services are greatly underutilized by immigrant groups, including immigrants in
urban areas. A study of 3,012 randomly sampled Mexican Americans in urban, small
town, and rural areas of Fresno County, California reported that only 15.4% of the
immigrant respondents found through study screening to have a mental disorder
had utilized mental health services, compared to 37.5% of the U.S.-born study par-
ticipants with such a diagnosis (Vega, et al., 1999). Proportionately more mental
health services were utilized by immigrants living in urban areas as compared to
rural areas. The authors of the study hypothesized that the low utilization of mental
services could be explained by reference to one or more factors requiring further
investigation: cultural beliefs about mental health problems, ineffective and inap-
propriate therapies, a relative scarcity of Spanish-speaking therapists, difficulties
accessing services, and/or the protective effects of family members and social
network supports.

Urban areas, however, cannot be assumed to have the necessary services or net-
works to provide immigrants with the support that is needed. A study of loneliness
in 110 elderly Korean immigrants in a large metropolitan area in the U.S. found
that, despite long periods of residence in the U.S., the majority indicated a high
level of identification with their ethnic group (Kim, 1999). Most continued to speak
little English. The majority of respondents relied upon adult children, spouses, and
Korean neighbors and church members for support and, importantly, did not iden-
tify any non-Korean individual as providing support. The women reported high lev-
els of loneliness. Most of those individuals who respondents identified as providing
support lived in the same housing complex, suggesting that the type of housing
may influence social support and the degree of loneliness that is experienced
(Kim, 1999).

2.24. Substance Use

A number of studies indicate that substance use may be a particular problem among
immigrant latinos residing in urban areas. A study conducted in northern
California found that compared to non-latino white students, latino students were
both more likely to use alcohol, tobacco, marijuana, and other substances and to
engage in various forms of violence and drunken driving (Brindis, et al., 1995).
Young Central American immigrants have been found to have higher alcohol and
illegal substance use, particularly hallucinogens, marijuana, cocaine, and PCP, in
comparison with other latinos (Tomasello, et al., 1993). Kurtines and Szapocznik
(1995) found from their work with immigrants in the Miami area that drug use may
be related to difficulties with assimilation and the effects of immigration on family
cohesiveness. Their research indicates that young people in immigrant families
acculturate more rapidly and completely than older family members, resulting in
the exacerbation of struggles by adolescent members for increasing independence,
parental loss of traditional leadership roles, and reduced emotional support for the
youths. These findings are consistent with those of several other studies that have
similarly reported an association between acculturation and/or duration of U.S. res-
idence and increased risk of substance use or dependence. It was found in a study of
3,012 participants of Mexican origin residing in rural and urban areas of Fresno
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County, California that longer residence in the U.S. and acculturation as measured
by language preference were significantly associated with a higher risk of drug
abuse or dependence (Alderete, et al., 2000). Another study found that increased
duration of residence in New York City by Puerto Rican youth was associated with
increased levels of substance use (Velez and Ungemack, 1989).

Although previous research indicated that latino girls often initiated their sub-
stance use through their relationships with men (Bullington, 1977), Moore (1994)
found from her study of female adolescents from street-oriented families in barrio
neighborhoods of Los Angeles female heroin-using gang members often are born
into a “bad girl” label, to parents who have a history of gang membership and drug
use. Moore hypothesized that traditionally conservative values generally protect
girls from substance use, but girls born into a “bad-girl” label are disadvantaged by
these same values, which result in their isolation from more positive social contact.
Additionally, these traditional values may serve to increase the risk of substance use
and gang membership among males, who are often allowed significant freedom to
be on the streets.

These studies taken together suggest that longer residence in the U.S., higher
levels of immigrant youth acculturation to U.S. culture, and parental ascription to
traditional gender roles for their children may increase the risk of substance use
among immigrant youth. Accordingly, it may be advisable to incorporate into pre-
vention programs for immigrant youth components that address the stress associ-
ated with the immigration process, adjustment to U.S. society, changing family
dynamics and family member roles resulting from immigration, the positive and
negative aspects of traditional and nontraditional gender roles, and positive
strategies for addressing these changes and accompanying stress.

2.3. Intentional and Unintentional Injury

A study by Sorenson and Shen (1996a) found that immigrants were overrepre-
sented among the homicide deaths of 64,510 Californians during the years 1970
through 1992. Although immigrants comprised an estimated 17.4% of California’s
population during these years, they accounted for almost one-quarter of the state’s
homicide victims. The researchers found that non-latino white immigrants were
1.66 times as likely to die due to homicide as non-latino whites born in the U.S.,
while black immigrants were less likely than U.S.-born blacks to die due to homi-
cide. Shen and Sorenson (1998) hypothesized that the increased risk of homicide
among non-latino whites may be attributable to an increase in exposure, since many
come from European countries that regulate access to firearms more strictly than
does the U.S.

3.0. STRUCTURAL BARRIERS TO CARE

An analysis of data from the 1989 and 1990 National Health Interview Surveys and
the 1989 Insurance and 1990 Family Resource Supplements found that, compared
to native-born residents, foreign-born residents of the U.S. were more likely to be
uninsured, less likely to have private insurance or Medicare, and somewhat more
likely to have Medicaid (Thamer and Rinehart, 1998). Subsequent legal reforms at
both the state and federal levels may have impacted even further immigrants’ ability
to obtain medical care due to a lack of health care coverage.
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As an example of state-level legal changes, the ballot initiative known as
Proposition 187 was passed by California voters in 1994. If implemented, this initia-
tive would have barred undocumented individuals from using public benefits,
including Medicaid. (Palinkas and Arciniega, 1999; Ziv and Talo, 1995). Following
the passage of Proposition 187, the California Department of Health Services
(California Department of Health Services, 1996) developed a special program in
collaboration with the then-Immigration and Naturalization Service (INS) to
demand that foreign-born noncitizen women returning to the U.S. through
California ports of entry and airports repay Medicaid for any benefits they had
used. [The INS was disestablished and its functions incorporated into the Bureau
of Immigration and Customs Enforcement (BICE) of the Department of
Homeland Security (DHS). For ease of reference, this chapter will continue to
refer to the agency as the INS.] The women were advised that failure to repay these
sums could result in a denial of their re-entry into the country. (California State
Auditor, 1999; Wiles, et al., 1997). However, no such requirement for repayment
existed under either Medicaid law or immigration law. (Schlosberg and Wiley,
1998) These efforts to garner payments from the women exacerbated fears among
even legal immigrants that their legitimate reliance on Medicaid benefits could
lead to their characterization by INS as “public charges” and result in their exclu-
sion or expulsion from the U.S. (Berk, et al., 2000; Sun-Hee Park, et al., 2000;
Schlosberg and Wiley, 1998).

The implementation of various provisions of Proposition 187, including the
cessation of prenatal care to undocumented mothers, was ultimately enjoined by
various California courts. However, subsequent to voter passage in California of
Proposition 187, the U.S. Congress passed the Personal Responsibility and Work
Opportunity Reform Act (PRWORA) and the Illegal Immigration Reform and
Immigrant Responsibility Act (IIRAIRA), which became effective on August 22,
1996. PRWORA created two classes of immigrants for the purpose of determining
potential eligibility for specified publicly funded benefits, including nonemergency
medical services, such as prenatal care. Immigrants who obtained their legal perma-
nent resident status prior to August 22, 1996, the date of the law’s enactment, were
to be known as “qualified aliens.” Individuals who obtained their legal permanent
resident status after the date of enactment were to be classified as “nonqualified
aliens.” Pursuant to provisions in the legislation, most such individuals would be
ineligible to receive publicly funded benefits, including Medicaid-funded services,
for a period of five years following their receipt of their legal status.

Exceptions were created for certain classes of immigrants, including refugees,
asylum seekers, immigrants with 40 quarters of qualifying work history, and nonciti-
zens who had served in the U.S. military. Somewhat later, an exception was created
for specified noncitizens whose need for publicly funded medical care was attributa-
ble to domestic violence. Nonqualified aliens would be subject to a deeming
requirement, whereby the income of the U.S. citizen or permanent resident individ-
ual(s) who sponsored them for immigration would be considered in calculating eli-
gibility for the benefit. In addition to the restrictions that were imposed on the
receipt of benefits by certain legally immigrated individuals, the federal legislation
provides that states may not provide nonemergency services to nonqualified aliens,
including undocumented persons, without first passing new state legislation
providing for the use of state funding for this coverage.

Findings relating to the effect of immigration and welfare reforms on immi-
grants’ ability to access care have been inconsistent. Asch and colleagues (1998)
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reported that the passage of Proposition 187 in California may have discouraged
immigrants in Los Angeles County from seeking screening and/or early treatment
for tuberculosis infection. The passage of Proposition 187 was also found to be asso-
ciated with a decrease in new walk-in patients at an ophthalmology clinic at a major
public inner-city hospital in Los Angeles County (Marx et al.. 1996) and a decrease
in patients at an STD clinic (Hu, et al., 1995). However, Loue and colleagues (in
press) found no statistically significant difference in time between onset of gynecol-
ogical illness and seeking of care, or length of time between seeking care and
receipt of care among women of Mexican ethnicity of varying immigration statuses
in San Diego County. Another study of immigrants of various nationalities, lan-
guages, and immigration statuses in Cuyahoga County, Ohio similarly found no
effect of the reform laws on immigrants’ ability to access care (Loue, et al., 2000).
A high proportion of respondents in this latter study, however, had entered the U.S.
as refugees and, as such, were not subject to the restrictions on their receipt of
publicly funded health care.

4.0. PROMOTING HEALTH AND PREVENTING DISEASE

4.1. Creative Clinical Programs

A number of programs have been developed to deliver health care services to immi-
grants in urban areas that are particularly creative and responsive to the needs of
their patient communities. Two of these will be highlighted here.

A new clinical service was developed in Washington State to permit pharma-
cists for an urban ambulatory pediatric clinic serving a large immigrant population
to evaluate and treat children and adolescents aged 6 months to 19 years who were
suffering from minor acute illnesses and to provide patients with bilingual educa-
tion materials (Kalister, et al., 1999). The program developed protocols and
encounter forms for the evaluation of coughs and colds, fever, diaper rash, vomiting
and diarrhea, and head lice. In addition, patient education materials addressing
these topics were prepared and published in 8 different languages. Safety was
assessed by reviewing the records of all patients who returned within one week of an
encounter with the pharmacy, and through a telephone survey of the parents.
Almost three-quarters of the 191 patients treated during the first year of the phar-
macy service were immigrants. A retrospective review of 48 records found that the
majority of the errors were attributable to failures of documentation; 7 reflected a
failure to refer to a physician as mandated by the protocols that were in place.
Parents were extremely satisfied with the quality and promptness of attention
received through the pharmacy service.

The Indochinese Psychiatry Clinic (IPC) was founded in Boston in 1981 to meet
the needs of Cambodian, Vietnamese, and Lao refugees suffering from trauma and
trauma-related mental disorders (Allden, 1998). IPC strives to provide culturally sen-
sitive mental health services in a framework that is acceptable to the patient families.
As such, it has been cited as a model for refugee clinics in various other countries and
has been lauded for its pioneering, bicultural work with traumatized refugees.
Available services include intake and assessment, psychopharmacology, the coordi-
nation of medical, neurological, and neuropsychological evaluations and care, indi-
vidual and group psychotherapy, family and patient psychoeducation, home-based
care, crisis intervention, inpatient and partial hospital care; case management,
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community outreach, and a Cambodian shadow puppet project. Notably, the evalua-
tion team includes a Western-trained social worker or nurse clinician, a bicultural
mental health specialist who serves as the cultural and linguistic facilitator-
cotherapist-case manager, and a psychiatrist. In addition, the facility provides
24-hour coverage in conjunction with a medical center emergency department.

4.2. Community-Based Health Programs

A number of successful community health education programs have been devel-
oped that specifically target urban immigrants. Only a few will be reviewed here,
and readers are urged to consult other resources for additional examples.

Many programs that have specifically targeted immigrant communities have
relied upon community health workers, or CHAs. CHAs are also referred to in the
literature as “lay health advisors,” “natural helpers,” “village health workers,” and
“community health advocates.” Health promotion and health delivery programs in
many countries from which immigrants come have a tradition of reliance on
CHAs. In much of Latin America, for instance, health information is delivered
door-to-door by community promotoras. Like the CHAs in the U.S., they are commu-
nity residents who receive special training to deliver health services and health
education to members of their communities (Swider and McElmurry, 1990).

The Urban Immigrant Outreach Health Program in Chicago sought to identify
underserved and immigrant families, assess their health needs, and link them to
necessary health, social, and human services (McElmurry, et al., 2003). Additional
program objectives included the enhancement of immigrants’ social networks and
the strengthening of their capacity to influence the health-related environment in
their communities. The bilingual CHAs worked closely with a community health
nurse. Program data indicated that the project was successful in (1) reducing immi-
grant families’ barriers to care by strengthening social networks within the commu-
nities through the establishment of immigrant support groups and volunteer
efforts; and (2) in reducing the burden on local clinics by referring families to
appropriate alternative services (McElImurry, et al., 2003).

Urban latino immigrants were also the focus of Companeros en Salud
(Partners in Health), a church-based health promotion project that sought to
reduce the risk of breast, cervical, and diet-related cancers (Candelaria, et al., 1998).
Like Project Salsa, Companeros en Salud recruited and trained women to serve as
CHAs, to hold a series of 11 classes on diet-related cancers, including breast cancer,
and to provide referrals to community health services (Castro, et al., 1995).

A San Diego County survey of 282 Asian Pacific Islander individuals from 11
different ethnic communities, many of whom were immigrants, found that more
than half of the respondents could not identify even one medically accepted cause
of HIV transmission (Loue, ¢t al., 1996). A community-based project, initially known
as Project HAPI (Health for Asians and Pacific Islanders), utilized various culturally
sensitive approaches to HIV education and outreach, including the dissemination
of HIV-related information through community leaders and the development of
decorated gift boxes to disguise condoms for public distribution. The project con-
tinues to exist beyond its initial funding and is now known as the Asian Pacific
Islander Community AIDS Project (APICAP).

One of the most visible projects addressing the health of urban immigrants has
been Project Salsa, which was constituted as a community-based nutritional health
promotion project for the latino community on the U.S-Mexico border, just south

” «,
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of San Diego, California. This project, which was premised on components of social
learning theory, consisted of chronic disease risk factor screening, cooking classes, a
newspaper column, nutritional shopping instruction, school interventions for
teachers, students, cafeteria staff, and parents; and community health advisor
(CHA) training on breast feeding (Candelaria, et al., 1998; Elder, et al., 1998).

The Center for Immigrant Health in New York City, first established in 1989 as
the New York Task Force on Immigrant Health, consists of a partnership between
community members, practitioners, researchers, social scientists, policy makers,
and health advocates. The Center trains community members to provide outreach,
education, and screening relating to various topics, such as cancer and tuberculosis;
conducts provider education in caring for immigrant and refugee populations,
provides technical assistance to institutions; and conducts research related to
immigrant and refugee populations (Center for Immigrant Health, n.d.).

These programs possess several common features that may have contributed to
their success. First, as indicated above, each of these programs utilized the skills of
community health advisors to disseminate information to the relevant communities.
These CHAs knew the both the people and the geography of the communities and
were known and trusted by members of the relevant communities. Each of the pro-
grams was founded on a theory to guide its development. For example, Project Salsa
was premised on social learning theory, while Project HAPI relied on the health
belief model. In addition to relying on trained CHAs for the delivery of services,
these programs developed and worked closely with community advisory boards, con-
sisting of representatives from the target communities. Each of these projects also
attempted to leave something with the communities after the cessation of the initial
funding, demonstrating a longer-term commitment to the communities.

5.0. CONCLUSION

The majority of individuals coming to the U.S. from other countries, whether tem-
porarily or permanently, settle in urban areas. Many of these individuals may bring
with them health conditions or health related issues that are not familiar to U.S.
physicians due to their inexperience in these areas and/or the rarity of these condi-
tions in the U.S., such as diagnosis of falciparum malaria, for instance. It is critical
that appropriate screening programs be developed to detect disease at its earliest
stage in order to maximize treatment opportunities and to minimize both the possi-
bility of transmission to others and the development of preventable disease seque-
lae. Additionally, urban physicians and institutions must maximize training in order
to detect the signs and symptoms of disease and conditions that may be more rare in
U.S. populations.

Many urban immigrants, like non-urban immigrants, may confront difficulties
in accessing care due to language differences, lack of physician training, and lack of
health insurance, among other factors. These difficulties may be exacerbated by
laws that require or threaten the reporting of individuals’ immigration status to
authorities or that specifically prohibit the provision of care to those without spe-
cific forms of documentation. Such provisions have been found to result in delays in
seeking care. The potential for disastrous consequences through further disease
transmission, such as in the case of tuberculosis, is enhanced in urban venues due to
the circumstances of urban living, such as contact with large numbers of persons in
relatively confined areas.



120 Sana Loue and Nancy Mendez

Despite the fact that most immigrants reside in urban areas, relatively little is
known about their health status as compared with non-urban immigrants or non-
immigrant urban residents, the effect of urban living on their health status and
health access, and the interaction of urban life with the effects of immigrant status.
A study of the physical activity of latina immigrants in North Carolina provides a
good example of the kind of research that could be conducted to address such
issues. This study found that only 37% of the 671 participants met vigorous or mod-
erate recommendations for physical activity (Evenson, et al., 2003). Urban condi-
tions, such as traffic, street lighting, unattended dogs, and the presence or absence
of sidewalks, were found to be unrelated to whether women exercised. However,
knowing people who exercised, seeing people exercise in the neighborhood, and
having lived in a community with places to exercise were associated with increased
physical activity.

Future research should similarly consider the effect of urban conditions on
specific health, illness, and disease utilization in immigrant populations. Urban con-
ditions to be examined include, but are not limited to, community characteristics
that may affect utilization of health services, such as the availability of a transporta-
tion services and the location of health services; the availability and affordability of
ancillary health care services, such as interpreter and translation services; and the
availability and location of health care services sensitive to particular cultural and
linguistic populations. Local laws and governmental or institutional policies must
also be examined to determine their effects, if any, on access to and utilization of
care. For instance, cooperation between local law enforcement and federal immi-
gration authorities in the detection of undocumented individuals may deter immi-
grants from utilizing public transportation, potentially resulting in a decrease in
utilization of clinic services. The provision of local government-funded care to
immigrants may increase service utilization despite restrictive federal legislation
seeking to limit its availability through the use of federal funds. Urban conditions,
such as crime rates, population density, pollution, and working conditions also
require examination for their impact on the incidence of specific diseases, health
status, and disease progression and prognosis.
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Chapter 7

The Urban Environment,
Drug Use, and Health

Danielle Ompad and Crystal Fuller

“The heroin habit is essentially a matter of city life . . .”
Pierce Bailey in “The Heroin Habit.” The New Republic, 1916

1.0. INTRODUCTION

Drug use incorporates a wide variety of drugs, including licit (i.e. tobacco and alco-
hol) and illicit drugs (e.g. marijuana, hallucinogens, cocaine, heroin, etc.). Both
licit and illicit drugs result in substantial morbidity and mortality despite concerted
efforts aimed at minimizing or preventing the use of these drugs. Drug use results
in significant societal economic costs; addiction costs the U.S. approximately $400
billion in health care costs, lost worker productivity, and crime (McGinnis and
Foege, 1999).

In 2000, most (80.3%) U.S. residents lived in metropolitan areas (U.S. Census
Bureau, 2000) and most studies of drug abuse have been conducted in urban
areas. Thus, our current understanding of drug abuse reflects primarily an urban
perspective and historically, drug use has been conceptualized as an urban prob-
lem (Bailey, 1916; Hunt and Chambers, 1976; Kleber, 1994; Storr, et al., 2004).
While there has been some focus in the literature on illicit drug use in rural areas
(National Institute on Drug Abuse, 1997; Sarkar, et al., 1997), in this chapter we
will focus on use of illicit drugs and its contextual determinants in urban settings.
We will work from the theoretical framework proposed by Galea, Ahern and
Vlahov (Galea, et al., 2003) where the social and physical environment, along with
structural considerations such as availability of social services, municipal struc-
tures and national and international policies (e.g. the “War on Drugs”), will be
considered. We will examine the occurrence of drug use and its associated mor-
bidity and mortality within the context of multiple levels of influence including
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individual, network, and neighborhood influences. This chapter begins with a
review of the epidemiology of drug use in which we focus on the prevalence
and incidence of drug use within and between cities. We will then discuss key char-
acteristics of the urban environment that are associated with drug use in urban
settings, and consider the medical consequences of drug use and the extent to
which the urban environment can affect these outcomes. Finally, we will highlight
effective prevention and treatment programs that have been implemented in
urban areas.

2.0. DRUG USE EPIDEMIOLOGY

Before examining the role of the urban environment in the occurrence and conse-
quences of drug use, we begin with a brief overview of the epidemiology of drug
use. In the U.S., there are a number of surveillance and survey efforts to estimate
prevalence of drug use. Two important sources include the National Survey on
Drug Use and Health (NSDUH) and Monitoring the Future (MTF); both are based
on probability samples of U.S. residents outside of institutions (including correc-
tional facilities) and thus likely represent conservative estimates. Furthermore, as
the majority of Americans live in urban areas, findings from these studies may
approximate the current situation in U.S. urban areas.

2.1. Prevalence

According to the 2002 NSDUH, approximately 108 million persons over age 12 had
used an illicit drug in their lifetime and in the U.S. 35.1 million had used an
illicit drug in the past year (Substance Abuse and Mental Health Services
Administration and Office of Applied Studies, 2003b). The most frequently
reported illicit drug used was marijuana (40.4% reported lifetime use, 11.0% past
year use). In terms of lifetime use, cocaine and hallucinogens were also quite preva-
lent (14.4% and 14.6%, respectively), while amphetamines (9.0%) and heroin
(1.6%) were less so.

In 2003, drug use was especially prevalent among adolescents. According to
2003 estimates from the MTF Study, a study of public and private high school and
middle school students in the U.S., 51.1% of high school seniors had used an illicit
drug in their lifetime and 39.3% had used an illicit drug in the last year (Johnston,
et al., 2004). In terms of lifetime use, the most commonly reported illicit drug was
marijuana (46.1%), followed by amphetamines (14.4%), narcotics other than
heroin (13.2%; i.e., oxycontin, percocet, vicodin, etc.), inhalants (11.2%) and hal-
lucinogens (10.6%).

Drug use is a global phenomenon. The United Nations Office on Drugs and
Crime provides estimates of annual prevalence of drug use among individuals aged
15 and older in countries that have estimates available (United Nations and Office
on Drugs and Crime, 2003). For example, the annual prevalence of marijuana use
in Central and South America ranges between 0.1% in Belize to 9.2% in El Salvador
as compared to 9.3% in the U.S. Marijuana prevalence in African countries range
from 0.01% in Cote d’Ivoire to 21.5% in Ghana; and the highest prevalence esti-
mates are from Papua New Guinea and the Federated States of Micronesia (29.5%
and 29.1%, respectively). These estimates illustrate both the enormous variability in
drug use from country to country and the global burden of drug use.
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2.2. Incidence

The 2002 NSDUH also provided estimates of drug use incidence, or the number of
new users of illicit drugs during a given year in the U.S. (Figure 1) (Substance Abuse
and Mental Health Services Administration and Office of Applied Studies, 2003b).
Incidence of marijuana has ebbed and flowed over the past four decades. Between
1965 and 1973, the estimated number of marijuana initiates rose from 0.8 million to
3.6 million. After approximately five years of stable initiation rates, the number of
initiates declined from almost 3.5 million in 1978 to 1.6 million in 1990, then again
rose to 2.8 million in 1995. Estimates of the number of initiates ranged between 2.5
and 3.0 million per year between 1995 and 2001.

Trends in incidence within the U.S. vary over time for different drugs. Cocaine
hit a peak of 1.7 million new users in 1981 and slowly declined through the 1980s
and early 1990s. In the mid-1990s, incidence again began to rise resulting in a
recent estimate of almost 1.2 million new users in 2001. The number of new hallu-
cinogen users was stable throughout the 1970s and 1980s, but increased throughout
1990s growing from approximately 713,000 new users in 1989 to 1.6 million new
users in 2001. In contrast, methamphetamine and heroin incidence has remained
relatively stable during the past decade.

2.3. Polydrug Use

Polydrug use is a common occurrence that is generally not assessed in national
datasets which instead tend to report on drugs separately. Compared to using spe-
cific drugs by themselves, polydrug use has been associated with more traffic acci-
dents (Bo, et al., 1975), increased toxicity (Hearn, et al., 1991), and higher risk of
death from overdose (Coffin, et al., 2002a). Data are consistent in showing that poly-
drug use in general contributes substantially to overdose mortality. Up to 90% of
overdoses presenting to an emergency department in Switzerland were shown to be
positive for multiple drugs (Cook, ¢t al., 1998) and 84% of cocaine overdose deaths
in Spain also involved heroin (Lora-Tamayo, et al., 1994). Among injection drug
users (IDUs), benzodiazepine use was associated with increased risk of both death
from all causes and death preceding AIDS diagnosis (Van Haastrecht, et al., 1996).
In a study of the relative contributions of different drug combinations of opiates,
cocaine and alcohol to overdose deaths from 1990-1998 in New York City, the major-
ity of the variation in overdose death rates observed during the 1990s was attributed
to drug combinations (Coffin, et al., 2002).

2.4. Age of Onset

There is a substantial literature characterizing the initiation of drug use.
Most studies have examined tobacco and alcohol initiation, while a growing num-
ber of studies have addressed initiation of illicit drugs, including injection drug
use. Over the last several decades, individuals from younger age cohorts have initi-
ated drug use at younger ages, noted both in Australia and the U.S. The
Australian National Drug Strategy Household Survey, a representative study of
Australians over the age of 14 (Figure 2) (Degenhardyt, et al., 2000) noted that for
marijuana, LSD and heroin in particular, the age of initiation dramatically
decreased for each successive age cohort. The mean age of initiation of marijuana
went from 30 years for those born between 1940 and 1944 to 16 years for those
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born between 1975 and 1979, from 38 years to 18 years for LSD and from 33 years
to 18 years for heroin.

Data from the NSDUH show recent trends in the age at initiation of drug use in
the U.S. (Figure 3) (Substance Abuse and Mental Health Services Administration,
2001; Substance Abuse and Mental Health Services Administration and Office of
Applied Studies, 2003a). Between 1988 and 2002, the age at marijuana initiation
dropped from approximately 19 to 18 years. The age at initiation of hallucinogens
and heroin increased, from 18.2 to 18.9 years and 20.2 to 22.1 years, respectively.

Figure 3 also highlights the differences in initiation ages for different drugs.
Cigarette initiation occurs the earliest, followed by alcohol, marijuana and hallu-
cinogens and finally heroin and cocaine. Such patterns in drug use initiation have
served as evidence for supporting the gateway theory of drug use. The gateway the-
ory describes a sequential pattern of drug use that often begins with licit drugs
such as alcohol and tobacco which can progress to illicit drugs including mari-
juana, cocaine, and heroin (Kandel, 1975; Kandel, et al., 1992). Morral and col-
leagues (Morral, et al., 2002a; Morral, et al., 2002b) have argued that while the
marijuana gateway theory may exist, drug use propensity can explain that the same
phenomenon observed in the gateway theory, namely that use of a softer drug can
lead to use of a harder drug. Others have argued that it is the opportunity to use a
given drug, rather than use of a less serious drug, that determines whether an
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Figure 3. Age at Initiation for Selected Drugs of Abuse (Adapted from NSUDH 2002 and NHSDA
1988-2000).
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individual transitions from one drug to another (Crum, et al., 1996; Storr, et al.,
2004; Van Etten and Anthony, 2001; Van Etten, ¢t al., 1997; Wagner and Anthony,
2002; Wilcox, et al., 2002).

2.5. Gender Differences

Generally, women have lower overall rates of drug use as compared to men
(Substance Abuse and Mental Health Services Administration and Office of
Applied Studies, 2003b; Johnston, et al., 2004; Warner, et al., 1995). In the 2002
NSDUH, men were more likely to report illicit drug use (10.3% vs. 6.4%)
(Substance Abuse and Mental Health Services Administration and Office of
Applied Studies, 2003b). However, in recent years the differences between men and
women have not been as straightforward. For example, in the 2003 MTF data
(Johnston, et al., 2004), 12" grade boys had higher annual prevalence rates for most
illicit drugs. Compared to 12" grade girls, 12" grade boys were more likely to have
used marijuana (37.8% vs. 31.6%), inhalants (5.2% vs. 2.9%), hallucinogens (7.8%
vs. 3.8%), cocaine (5.9% vs. 3.7%) and most other drugs in the last year. However,
for 8" and 10™ graders there are few gender differences. In fact, in 8 grade, girls
had higher annual prevalence rates as compared to boys for several drugs including
inhalants (9.6% vs. 7.7%), cocaine (2.3% vs. 1.9%), heroin (0.9% vs. 0.8%) and
methamphetamines (3.0% vs. 2.0%). Women have also been shown to have a lower
likelihood of being an injection drug user (Gossop, et al., 1994).

Although men are generally more likely than women to use specific drugs,
women have been shown to have higher rates of problems related to their drug use.
Among heroin users, women are more likely to be addicted and become addicted
sooner as compared to men (Anglin, et al., 1987), as well as consume more heroin as
compared to men (Bretteville-Jensen, 1999). However, other studies have shown
that women consume less heroin than men (Powis, et al., 1996). Despite the indica-
tions that women may have more problems related to their drug use, the Treatment
Episode Data Set (TEDS) — a study of national admissions to drug abuse treatment
services, reports that between 1992 and 2002 approximately 70% of individuals in
treatment were men (Substance Abuse and Mental Health Service Administration
and Office of Applied Studies, 2004). Whether this reflects gender difference in
prevalence or that women feel more stigmatized and reluctant to appear in these
programs is not entirely clear.

2.6. Racial/Ethnic Differences

The relation between race/ethnicity and use of drugs is complex. National surveys
have failed to demonstrate consistently different drug use consumption between
racial/ethnic groups (Office of Applied Studies, SAMHSA, 2002), yet other studies
have demonstrated significant differences in terms of patterns of use. The MTF
Study examined tobacco, alcohol, and illicit drug use among high school seniors
between 1976 and 2000 (Wallace, Jr., et al., 2002). On average, American Indian sen-
iors had the highest rates of marijuana, inhalant, stimulant, and tranquilizer use in
the past year compared to other racial/ethnic groups. Among latinos, Mexican
Americans had the highest rates of marijuana use in the last year (40.4% compared
to 36.2% among Cuban Americans, 37.6% among Puerto Rican Americans and
29.7% among other Latin Americans). However, Cuban Americans had the highest
rates of inhalant, hallucinogen, cocaine, heroin and stimulant use. The lowest rates
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of drug use were reported by Asian Americans, blacks and Latin Americans other
than those of Cuban, Mexican, and Puerto Rican ethnicity.

Research has shown race/ethnicity to play an important role in initiation of
illicit drug use. For example, initiation of illicit non-injection and injection drug use
at a younger age is more common in white as compared to black injection drug
users(IDUs) (Fuller, et al., 2002; Fuller, et al., 2001; Golub and Johnson, 2001; Kral,
et al., 2000; Ellickson and Morton, 1999). In addition, whites are more likely to be
polydrug users (Epstein, et al., 1999). A similar trend is observed when comparing
non-injection drug users (NIDUs) to IDUs, where reports have shown white drug
users are more likely to be an IDU than black drug users (Fuller, ez al., 2002; Golub
and Johnson, 2001). Most reports suggest that differences observed in the preva-
lence of drug abuse between racial/ethnic groups likely reflect socio-economic dif-
ferences between groups (Lillie-Blanton, et al., 1996; Ensminger, ¢t al., 1997).

In addition to drug use, racial/ethnic differences in the medical consequences
of drug use have also been observed. Minority IDUs have higher rates of HIV than
white IDUs, and this difference cannot be attributed entirely to risk behavior
(Centers for Disease Control and Prevention, 2002; Chaisson, et al., 1987; Kral, et al.,
1998; Kottiri, et al., 2002; Schoenbaum, et al., 1989; Watters, et al., 1994). This
racial/ethnic difference in risk of HIV infection has not been fully explained. It has
been suggested that behavioral factors play a role in these differences: among
blacks, 56% of incident HIV infections are attributed to injection drug use as com-
pared to 20% among latinos (Centers for Disease Control and Prevention, 2002).
However, these differences cannot be attributed solely to behavioral differences
(Schoenbaum, et al., 1989; Vlahov, et al., 1990) nor can they be attributed to HIV
entering minority communities earlier than white communities (Novick, et al.,
1989).

Racial/ethnic differences have also been observed in overdose mortality. In
New York City, black and latino drug users have a higher rate of overdose mortality
compared to whites (Galea, ¢t al., 2003). However, racial/ethnic differences in over-
dose morality differ between cities (Harlow, 1990; Lerner and Nurco, 1970). In San
Francisco, latino drug users had a lower mortality rate as compared to whites and
blacks (Davidson, ef al., 2003). Again, it has been suggested that behavioral factors
play a role in these differences in terms of the drugs being used, the context of use

(e.g. alone vs. with others) and the responses of witnesses to overdose events (Galea,
et al., 2003).

2.7. Medical Consequences

Drug users, and particularly injection drug users, experience increased death rates as
compared to the general population even when HIV-related mortality is excluded
(Vlahow, et al., 2004; Perucci, et al., 1991). A well-established body of research has
demonstrated that drug users are disproportionately affected by a number of health
problems, including HIV, other blood-borne diseases (e.g., hepatitis), and overdose.
This literature has been well summarized elsewhere (Cherubin, 1967; Cherubin,
et al., 1972; Cherubin and Sapira, 1993; Galea, ¢t al., 2004), and a comprehensive
review of these issues is beyond the scope of this chapter. Knowledge and under-
standing of these health issues, which are certainly more concentrated in cities with
large drug using populations, are critical for planning effective urban health strate-
gies and interventions. Some drug user health problems are the result of unique
exposures to risks related to drug use and sexual behavior (e.g. overdose, HIV acqui-
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sition, etc.). However, it is important to note that many of these health problems also
appear to be related to social conditions (Marzuk, et al., 1997a). Here, we summarize
several key health problems that affect drug users. In the following section we will
examine how the urban environment can affect these outcomes.

2.7.1. Overdose

Drug overdose is a common occurrence among habitual drug users; approximately
30 to 68% of drug users report a nonfatal overdose in their lifetime (Darke, et al.,
1996a; Tobin and Latkin, 2003; Seal, et al., 2001). According to estimates from the
Drug Abuse Warning Network, there were 258, 931 emergency room visits for over-
doses in 2002 (Substance Abuse and Mental Health Service Administration and
Office of Applied Studies, 2003).

Factors in the immediate drug using environment (the immediate “context”)
are likely related to fatal drug overdose; specifically, use of drugs in an unfamiliar
environment, alone, or with persons who are afraid to call for help (Darke and
Zador, 1996; Manning and Ingraham, 1983) have all been associated with a higher
likelihood of fatal overdose risk. Larger contextual factors that may be implicated in
determining fatal overdose mortality and will be discussed in the next section
include poverty, neighborhood-level income distribution, and availability of treat-
ment resources, drug availability, and policing efforts.

2.7.2. HIV

Injection drug use remains an important and well-established risk factor for HIV
and other blood-borne infections. There have been several studies conducted
across North and South America as well as Europe, Asia, and Australia that have esti-
mated the prevalence of HIV infection among adult IDUs dating as early as 1977.
For example, Holmberg conducted a study of HIV in 96 metropolitan statistical
areas in the U.S. (Holmberg, 1996). He estimated that approximately half of all esti-
mated new infections were occurring among injection drug users, most of them in
northeastern cities, Miami, and San Juan, Puerto Rico. HIV prevalence rates among
IDUs in North America remained highest in the northeast area of the U.S. ranging
from 61% in New York City to 43% in Asbury Park during the late 1980s (Lange,
et al., 1988; Battjes, et al., 1991). More recently, the prevalence of HIV among injec-
tion drug users has decreased in some areas like New York City (Des Jarlais, et al.,
1998; Des, et al., 2003; Rockwell, et al., 2002).

In addition to IDUs, non-injection drug users (NIDUs) who use intranasal
(sniffing or snorting) and inhaled (smoking) routes of drug administration are also
at increased risk for HIV infection (Neaigus, et al., 1996; Gyarmathy, et al., 2002;
Booth, et al., 1993). Much of the increased risk for HIV infection among NIDUs is
thought to occur through sexual risk behavior like trading sex for drugs (Montoya
and Atkinson, 1996; Kral, et al., 2001), inconsistent condom use (Kral et al., 1998b;
Woody, et al., 1999b), and having multiple sex partners (Montoya and Atkinson,
1996). These associations have been well-documented among crack and cocaine
users (Hser, et al., 1999; Edlin, et al., 1994; Fullilove, et al., 1990; Booth, et al., 1993;
Logan and Leukefeld, 2000b; Kral, et al., 1998b; Woody, et al., 1999a; Ross, et al.,
2002; Flom, et al., 2001). Among crack users, the exchange of sex for drugs or
money, having multiple sex partners, and the infrequent use of condoms place
many at increased risk of HIV infection (Edlin, et al., 1994; Fullilove, et al., 1990;
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Booth, et al, 1993; Kral, et al., 1998d; Logan and Leukefeld, 2000a). Heroin
(Sanchez, et al., 2002; Gyarmathy, et al., 2002; Neaigus, et al., 2001) and metham-
phetamine NIDUs (Molitor, et al., 1998) have also been shown to engage is risky sex-
ual behavior, although these sub-groups have not been well studied.

2.7.3. Hepatitis

Drug users often engage in a variety of behaviors that place them at risk for
Hepatitis B virus (HBV) and Hepatitis C virus (HCV) infection. Both infections are
responsible for considerable morbidity and mortality both nationally and interna-
tionally. HBV infection continues to be a major public health concern, with an esti-
mated 2 billion people with serologic evidence of current or past infection and 350
million people chronically infected worldwide (Kane, 1995). It has been estimated
that 170 million people are infected with HCV globally (1999). Approximately 3.9
million Americans are infected with the hepatitis C virus, which corresponds to a
prevalence rate of 1.8%, according to estimates from the Third National Health and
Nutrition Examination Study (Alter, et al., 1999b).

The prevalence of HBV infection is high among injection drug users, ranging
between 20 and 81% (Murrill, et al., 2002; 2001; Hwang, et al., 2000; Edeh and
Spalding, 2000; Karapetyan, et al., 2002; Renwick, et al., 2002). In the U.S., approxi-
mately 13.8% of cases are attributable to parenteral transmission through injection
drug use practices (Goldstein, et al., 2002). Non-injection drug users (NIDUs) also
have been shown to have higher rates of HBV infection as compared to the general
population (Gyarmathy, ez al., 2002; Hwang, et al., 2000).

Previous studies have shown strong associations between acquisition of HCV
infection and “direct” sharing of needles and syringes, as well as “indirect” sharing
of injection paraphernalia, including cookers and cotton filters (Alter, et al., 1999;
Diaz, et al., 2001; Stark, et al., 1997; Thorpe, et al., 2000; Villano, et al., 1997). HCV
transmission is also closely associated with duration of drug injection. Among per-
sons newly initiated into illicit drug injection in Baltimore, 65% had acquired HCV
infection within one year (Garfein, et al., 1996). In a large cohort of IDUs, researchers
estimated rates of HCV infection relative to HBV and HIV. By the tenth month of
injection drug use, 78% of IDUs were HCV seropositive, compared to 58% having
HBV and 16% having HIV (Garfein, et al., 1996).

In addition to IDUs, NIDUs have been observed to have an HCV prevalence
between 5-12% compared to the general population prevalence of approximately
2% (Koblin, et al., 2003). The source of this increased risk has yet to be fully
explained although it is hypothesized that drug use behaviors (i.e., sharing non-
injecting drug equipment), personal hygiene practices (i.e., sharing razors or clip-
pers), non-commercial tattooing, and/or high risk sexual behaviors may play a role
(Koblin, et al., 2003; Gyarmathy, et al., 2002; Conry-Cantilena, et al., 1996; McMahon
and Tortu, 2003; McMahon, et al., 2004; Tortu, et al, 2004; Tortu, et al., 2001;
Quaglio, et al., 2003).

3.0. DRUG USE AND URBAN ENVIRONMENTS

Thus far we have discussed the epidemiology of drug use from a national perspec-
tive, with a focus on the trends in the U.S., where approximately 80% of the popula-
tion is categorized as living in metropolitan areas. As noted previously, drug use is
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generally conceived as an urban problem. In this next section, we will focus specifi-
cally on urban areas and factors associated with drug use in these areas. We will
begin by highlighting urban-rural, inter-urban, and intra-urban similarities and dif-
ferences to provide perspective. We will then work from the theoretical framework
proposed by Galea, and colleagues, (Galea, et al., 2003) to explore the urban con-
text through the social environment, the physical environment, and structural con-
siderations such as availability of social services, municipal structures and national
and international policies.

3.1. Urban comparisons
3.1.1. Urban vs. rural

Differences in drug use between urban and rural areas vary over time and by geo-
graphical area. Some studies have demonstrated higher rates of drug use among
urban populations as compared to rural populations (Mueser, et al., 2001), while
others have shown the opposite (Othieno, et al., 2000; Leukefeld, et al., 2002). Data
from the Monitoring the Future Study suggest that lifetime and annual drug use
rates among adolescents are relatively similar across communities (table 1), and
that in some cases use in rural areas exceeds that in urban areas (e.g. lifetime
methamphetamine prevalence) ( Johnston, et al., 2004).

Another analysis of the MTF data suggested temporal changes in urban versus
rural differences between 1976 and 1992 (Cronk and Sarvela, 1997). During the
late 1970s and 1980s, rates of marijuana and cocaine use were higher among urban
than rural adolescents. However, by the early 1990s use of these drugs among rural
adolescents matched or exceeded those of their urban counterparts.

Data from the National Survey on Drug Use and Health (table 2) reveals differ-
ent trends for persons over the age of 18 (Substance Abuse and Mental Health
Services Administration and Office of Applied Studies, 2004). Large metropolitan
counties (defined as having one million or more residents) had higher lifetime and
annual rates of marijuana, inhalant, hallucinogen, and cocaine use as compared to
small metropolitan counties (defined as having less than one million residents) and
non-metropolitan counties (defined as urbanized, less urbanized and rural coun-
ties). With the findings from the MTF study, this suggests that urban-rural differ-
ences in drug use differ by age.

Table 1. Lifetime and Annual Prevalence of Use of Selected Drugs among 12th Graders by
Population Density (Adapted from MTEF, 2003)

Large Metropolitan Other Metropolitan Non-Metropolitan
Statistical Areas Statistical Areas Statistical Areas

Lifetime Annual Lifetime Annual Lifetime Annual
Marijuana 43.4 32.3 49.5 38.1 43.5 32.2
Inhalants 10.6 3.5 11.4 4.4 11.7 3.7
Hallucinogens 8.9 4.4 12.3 7.2 9.6 5.5
Cocaine 6.2 3.8 8.6 5.7 7.9 4.6
Heroin 1.1 0.7 1.6 0.8 1.9 0.9

Methamphetamines 3.4 0.2 6.2 1.0 9.8 0.7
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Table 2. Lifetime and Annual Prevalence of Use of Selected Drugs among Persons Aged 18
and Older by Geographic Characteristics (Adapted from NSDUH, 2003)

Large Metropolitan Small Metropolitan Non-Metropolitan
County County County
Lifetime Annual Lifetime Annual Lifetime Annual
Marijuana 45.0 10.4 43.4 10.6 36.8 8.1
Inhalants 10.3 0.5 9.2 0.5 7.9 0.3
Hallucinogens 16.5 1.7 15.8 1.4 12.1 1.0
Cocaine 17.8 2.8 15.5 2.4 12.0 2.1

Beyond national estimates of drug use, researchers have also examined urban-
rural differences in the natural history of drug use. For example, a study of incar-
cerated drug users in Kentucky revealed significant differences in the age of onset
of drug use between urban and rural inmates. Urban inmates initiated alcohol (13.5
vs. 13.7 years), marijuana (13.9 vs. 14.5 years), and cocaine use (20.6 vs. 22.0 years)
at significantly younger ages as compared to rural inmates (Leukefeld, et al., 2002).
In Australia, the primary drug use by injection drug users differed in the urban and
rural settings (Aitken, ef al., 1999). Urban injection drug users were more likely to
use heroin (73.6% for urban IDUs vs. 20.5% for rural IDUs) as compared to rural
injection drug, who were more likely to be amphetamines users (79.5% for rural
IDUs vs. 25.5% for urban IDUs).

Urban-rural differences have been noted in drug treatment experiences.
Urban drug users were significantly more likely to have a history of drug treatment
as compared to their rural counterparts (Warner and Leukefeld, 2001). This associ-
ation has also been shown in a sample of drug users from Miami and rural Georgia,
where urban drug users were approximately 2.5 times more likely to have been in
drug treatment as compared to rural drug users (Metsch and McCoy, 1999).

Urban-rural differences in drug use behaviors and blood-borne infections have
also been an area of interest. A Scottish study found few differences between rural
and urban injection drug users in terms of recent injection and treatment access
(Haw and Higgins, 1998). However, urban IDUs were significantly more likely to be
HIV infected as compared to rural IDUs. This difference was attributed to higher
levels of risky injection behaviors, limited migration from urban to rural areas, and
reluctance on the part of rural IDUs to share with IDUs outside their social and kin-
ship networks. Rural Australian IDUs also had significantly lower injection (2.8 vs.
5.3 injections per week) and needle sharing frequencies (0.3 vs. 1.2 shared injec-
tions per week) and were less likely to have HCV (41.2% vs. 67.9%) as compared to
their urban counterparts (Aitken, ef al., 1999).

Collectively, these studies highlight the inconsistency of drug use trends when
comparing urban areas to rural areas. Urban versus rural differences in drug use
vary by geographical area and sub-populations.

3.1.2. Inter- and Intra-urban Comparisons

Inter-urban comparisons are useful in highlighting regional and geographical vari-
ance in drug use, as well as investigating possible mechanisms for observed differ-
ences and similarities. In particular, comparisons of similar populations in different
areas have provided some insight into inter-urban differences in drug use. For
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example, a well-described cohort of Puerto Rican drug injectors in New York City
and Bayamon, Puerto Rico has revealed several differences between the two ethni-
cally similar populations. IDUs in Puerto Rico injected more frequently (5.4 vs. 2.8
mean injections per day) (Colon, et al., 2001) and had higher rates of needle shar-
ing as compared to their New York counterparts (Deren, et al., 2001).

Intra-urban comparisons are probably one of the more widely used methods
for investigating the urban context. By looking for differences between neighbor-
hoods researchers have examined the impact of income inequality, a feature of the
social environment, on drug use outcomes (Fuller, et al., 2002; Galea, et al., 2003).
Other studies have shown that behaviors are not always similar between neighbor-
hoods. In a study in two New York neighborhoods there were significant differences
in terms of risk for blood-borne pathogens and their correlates. IDUs in the Lower
East Side of Manhattan were significantly more likely to be infected with HBV and
HCV as compared to IDUs in Harlem (Des Jarlais, et al., 2003). Among IDUs on the
Lower East Side, HCV infection was associated with older age, injecting with some-
one who had hepatitis, longer duration of injection drug use, and drug treatment
(Diaz, et al., 2001). In Harlem, HCV infection was associated with longer duration of
injection drug use, cocaine injection, sharing filter cottons during injection prepa-
ration and drug treatment (Diaz, et al., 2001). As we will see in section 4.2, intra-
urban studies contributed much to our understanding of the role of the urban
environment in shaping the occurrence and natural history of drug use.

3.2. The Urban Context

As illustrated previously, drug use is not exclusively an urban phenomenon
although it is often thought of as such (Bailey, 1916; Storr, et al., 2004). Indeed,
much of the current drug abuse research had been conducted in urban settings
(Abraham, 1999; Boardman, et al., 2001; Ensminger, et al., 1997; Kral, et al., 2003;
Latkin, et al., 2003; Roy, et al., 2003). However, surprisingly little research has been
conducted to examine the role of the urban environment in the occurrence of drug
use. In this section we seek to summarize the literature addressing these relations.

Urban areas have often suffered from large-scale drug use epidemics (Hughes,
et al., 1972; Bailey, 1916; Hunt and Chambers, 1976). In particular, it has been sug-
gested that urban environments can serve as a crossroad, and final destination, in
the drug distribution network (Furst, et al., 2004; Frischer, et al., 2002; Hunt and
Chambers, 1976).

During the past decade, a growing body of research has begun to consider the
role that the urban context (e.g. the social and physical environment and structural
considerations) plays in shaping risk behavior and health (Syme and Balfour, 1998).
However, there has been relatively less research about how these factors are related
both to the natural history of drug use and to the negative consequences of drug
abuse. In this next section, we will explore the urban context of drug use drawing on
much of the inter- and intra-urban literature alluded to previously

3.2.1. Social Environment

The urban environment is comprised of contextual factors that include social
norms and attitudes, disadvantage (e.g., neighborhood socioeconomic status), and
social capital (e.g., social trust, social institutions, etc.) (Galea and Vlahov, 2005).
The literature pertaining to the social environment and drug use has been reviewed
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in detail elsewhere (Galea, et al., 2004), and a comprehensive review of these issues
is beyond the scope of this chapter. However, some points are worth noting as they
relate to the urban social environment.

There is limited information about the influence of the social environment of
drug use behaviors in most areas. Features of the social environment may have an
impact on both the prevalence and patterns of drug use (Bachman, et al., 1984;
Bachman, et al., 1999) as well as modify well-recognized correlates of drug abuse
including violence and ill-health (Scribner, et al., 1999; Wallace, et al., 1992;
Marczynski, et al., 1999). We summarize research on the relation between the social
environment and the occurrence of drug use paying particular attention to the mul-
tiple levels of influence (e.g. network, neighborhood, and societal) that are at work
in these complex relationships. When possible, we have moved beyond simply look-
ing at prevalence rates and focused on more specialized areas such as opportunity
to use and initiation of use.

3.2.1.a. Social Norms and Attitudes. Social norms and attitudes play an important
role in drug use and related behaviors. Norms are societal such as those transmitted
through schools and churches, but the influence of norms can be expressed at the
network level of family and peers. Beginning with the family network, we can see
that parental norms play an important role in adolescent drug use. Specifically, fam-
ily members’ use of cigarettes and alcohol was related to illicit drug use in a study of
Greek youth (Madianos, et al., 1995). Similarly, parental drug use has been associ-
ated with illicit drug use in adults in several studies (Newcomb and Bentler, 1986;
von, et al., 2002; Lindenberg, et al., 1999).

Peer norms have also been shown to influence drug use. In a study of adolescents
in Sydney, Australia, those who reported marijuana use among friends and siblings
were more likely to use marijuana (Levy and Pierce, 1990). Similar associations have
been observed in other international studies of adolescents, where positive attitudes
towards hashish (Madianos, et al., 1995; Newcomb and Bentler, 1986) and drug use
(Madianos, et al., 1995; Newcomb and Bentler, 1986) or the perception of drug use by
close friends (Schmid, 2001) was associated with illicit drug use. In one Canadian
study of street youth, girls with an IDU friend were 4.6 times more likely to initiate
injection drug use than girls without an IDU friend (Roy, et al., 2002).

Beyond the social norms characterized by the behavior and perceived behavior
of peers and families, the larger social constructs of school and society impact drug
use. For example, in the Monitoring the Future study, school-level disapproval of
marijuana use was associated with a lower probability of students’ use of marijuana,
even after controlling for their own disapproval and demographic characteristics
(Kumar, et al., 2002). Research has shown that increases in the perceived risks and
disapproval of drug use are associated with declines in drug use on a population
level (Bachman, et al., 1990; Beyers, et al., 2004). In the U.S., societal tolerance or
support for drug use began to wane during the 1970s and 1980s. These changes in
social norms were associated with reduced incidence of drug use (Johnson and
Gerstein, 2000).

3.2.1.b. Neighborhood Disadvantage. Another aspect of the social environment is
neighborhood disadvantage or low neighborhood-level socio-economic status.
Although many studies of drug use have been conducted within disadvantaged neigh-
borhoods, only a handful of studies have investigated a broader array of communities
to examine the association between drug use and neighborhood disadvantage.
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Beginning with opportunity to try drugs, we can see consistent associations
between drug use and neighborhood disadvantage. In a study of high school stu-
dents in Guam, Storr and colleagues (2004) reported an association between neigh-
borhood disadvantage and the opportunity to try drugs. Guamanian youth with
higher levels of neighborhood disadvantage were significantly more likely to have
had the opportunity to try marijuana (Storr, et al., 2004).

Neighborhood disadvantage has also been shown to be associated with drug use
initiation. A prospective cohort study of 1,416 Baltimore middle school students
found that neighborhood disadvantage was associated with initiation of drug use,
where children from most disadvantaged neighborhoods were more likely to have
been offered cocaine, inhalants, and marijuana (Crum, et al., 1996). Similarly, Fuller
and colleagues reported that neighborhood disadvantage was related to initiation of
injection drug use (Fuller, et al., 2002). IDUs from high poverty/high minority neigh-
borhoods were significantly more likely to initiate injection drug use during adoles-
cence as compared to IDUs from low poverty/low minority neighborhoods.

Researchers have just begun to evaluate the relations between the urban social
environment and the medical consequences of drug use. One study demonstrated a
significant association between poverty and fatal accidental drug overdoses of
cocaine and opiates in New York City (Marzuk, et al., 1997b). Recently, the role of
income distribution in shaping consequences of drug use such as drug overdose
had been examined (Galea, et al., 2003b). Overdose deaths were more likely in
neighborhoods with higher levels of drug use and with more unequal income distri-
bution. Circumstantial evidence suggests that levels of policing in the community
affects drug use patterns (Karlsson and Romelsjo, 1997) and that policing activity
may play a role in the causal links between use of drugs and fatal drug overdose
(Darke, et al., 1996b).

In these examples, as with most studies of neighborhood disadvantage, there is
no way to tell whether these associations are causal as most studies are cross-
sectional in nature. Despite this limitation, these studies suggest that neighborhood
disadvantage is associated with an increased opportunity to use drugs as well as
increased drug use prevalence and mortality.

3.2.1.d. Social Capital. Social cohesion/capital, as expressed by trust and willing-
ness to participate in community’s activities, can provide shared social resources
that facilitate collective action (Kawachi and Berkman, 2000). There is evidence
that erosion of social cohesion/capital is associated with negative health outcomes
such as increases in mortality, poor self-rated perception of health, higher crime
rates and violence (Kawachi, et al., 1997; Kennedy, et al., 1998).

Studies of social cohesion and drug use are sparse. Some research suggests
that racialized practices and ideologies may influence drug use through the struc-
ture and process of interpersonal relationships (Wallace, Jr., 1999), subsequently
reducing trust in society and systems. Similarly, a recent study found that experi-
encing social stressors (defined as experiencing unfair treatment, e.g. compared
to other people treated with less courtesy, less respect or poorer service) at the
neighborhood level were associated with drug use (Boardman, et al., 2001). Thus,
lack of social capital in this case is associated with increased drug use. In a study in
rural Mexico, communities with little or no drug use demonstrate more social
cohesion (Wagner, et al., 2002). Social cohesion is also associated with greater
perceived neighborhood problems with youth alcohol and drug use (Duncan,
et al., 2002).
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3.2.1.e. Summary. Some modest evidence suggests that the social environment,
through social norms and attitudes, neighborhood disadvantage, and social capital
might impact the occurrence and initiation of drug use. However, this area of
inquiry is in its infancy. Future studies will further elucidate the roles of the various
aspects of the urban social environment on the full spectrum of drug use, from ini-
tiation to cessation.

3.2.2. Physical Environment

According to Galea and Vlahov (2005) the urban physical environment refers to the
built environment, urban infrastructure (e.g. sanitation), pollution, access to green
space, transportation systems and the geological and climate conditions of the area
the city occupies. Examination of the association of built environment and health
overall is a relatively recent area of inquiry (see the September 2003 issues of the
Journal of Urban Health and the American Journal of Public Health that examined health
and the built environment), and few studies have been conducted to examine rela-
tions between the urban physical environment and drug use.

While studies of the physical environment and drug use are scant, there is a
growing literature looking at a variety of other diseases. For example, researchers
have noted the relationship between the physical environment and STDs. Using a
“broken windows” index that measured housing quality, abandoned cars, graffiti,
trash, and public school deterioration, Cohen and colleagues found an associa-
tion between the deteriorated physical conditions of local neighborhoods with
gonorrhea rates, which was independent of poverty (Cohen, et al., 2000). In a
study of syphilis in North Carolina, an increase in drug activity in the counties
along the Interstate 95 corridor preceded a rise in syphilis cases (Cook, et al.,
1999).

Although few studies have investigated the role of the physical environment as
it relates to drug use, there is preliminary evidence for an association between the
use of drugs and airport noise (Knipschild and Oudshoorn, 1977; Grandjean, et al.,
1976), but this association has not been examined further. Thus, studies examining
the relationship between the physical environment and drug use or its conse-
quences are almost nonexistent and conceptualization of possible associations is
still in the early stages (Galea and Vlahov, 2004; Freudenberg, ¢t al., 2005).

3.2.3. Structural Considerations

Structural considerations such as availability of health and social services (e.g., drug
treatment), municipal structures (e.g. law enforcement) and national and interna-
tional policies (e.g. legislation and trade policies) can be both positively and nega-
tively associated with drug use.

3.2.3.a. Health and Social Services. The availability of health and social services
remains a key determinant of good health. In this section, we will focus specifically
on drug treatment. It should be noted that the structural considerations detailed
here do not apply exclusively to urban areas. Between 1920 and 1964, while not ille-
gal, physicians faced possible prosecution and conviction for treating opiate abus-
ing patients with opiates (Jaffe and O’Keeffe, 2003). The development of drug
abuse treatment options, especially pharmacotherapy, has not been a high priority
in the U.S., given the restrictive atmosphere for treatment. Until recently, the
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treatment of opiate abuse has been limited because pharmacotherapy has not been
a part of the medical mainstream (Ling and Smith, 2002).

Currently, treatment options include inpatient and outpatient counseling,
detoxification with methadone or clonidine, methadone maintenance therapy and
more recently LAAM (levacetylmethadol), buprenorphine and naloxone (Warner,
et al., 1997; Federal Registry, 2003; FDA Consumer, 2003). The limited pharma-
copoeia for opiate abuse is tightly regulated in the U.S. for both patients and doc-
tors by the Department of Health and Human Services and the Drug Enforcement
Agency (DEA) (Molinari, et al., 1994), resulting in a drug treatment system charac-
terized by restricted access, strict rules about discharging patients who do not com-
ply with treatment guidelines, and treatment clinicians who are cautious about
treatment flexibility for fear of running into trouble with regulators. For cocaine
and methamphetamine, there are few treatment options, since there is virtually no
approved pharmacotherapy (Cretzmeyer, et al., 2003; Warner, et al., 1997). In con-
trast, there is a vast pharmacopoeia for other mental health disorders like depres-
sion and anxiety. Clinicians treating patients with these conditions can exercise
discretion in adjusting medications to fit the symptoms.

Effective drug treatment remains an issue of legislation, regulation, and
enforcement in the U.S. Policy and regulations continue to walk a thin line by avoid-
ing “sending the wrong message.” Unfortunately, the implication of such policies is
that drug users are not provided treatment in a way that is acceptable to the patient,
so treatment is often delayed until individuals “hit rock bottom.”

3.2.3.b. Law Enforcement. Law enforcement practices and initiatives can have a
significant effect on drug use. A large scale drug enforcement operation in
Vancouver, Canada resulted in displacement of injection drug use from neighbor-
hoods in the city to adjacent ones (Wood, et al., 2004). Not only can policing efforts
move drug markets, but they can also have an impact of risk and protective behav-
iors. A study of Russian drug users suggests that IDUs are reluctant to carry needles
due to fears of being arrested, which was subsequently associated with an increased
risk of sharing needles and syringes (Rhodes, et al., 2003; Rhodes, et al., 2004).

In the U.S., in places like Connecticut where syringe and paraphernalia laws
were deregulated, decreases in self-reported syringe-sharing and increases in pur-
chasing by IDUs of sterile syringes from reliable sources have been reported
(Groseclose, et al., 1995). Policing can also affect overdose outcomes, where police
attendance or potential for police involvement at overdoses had been reported to
be a deterrent for heroin users to call for medical assistance (Darke, et al., 1996a;
Sergeev, et al., 2003).

3.2.3.c. Legislation. State, national and international policies and regulations can
have considerable impact on drug users and their families. We have already men-
tioned legislation as it applies to drug treatment in the U.S. Here we will highlight
other state, national and international policies and their impact on drug users.
State laws have a significant impact on drug users and their families. A powerful
example of such laws is in New York State. In 1973 the New York State Legislature, with
the encouragement of the Governor Nelson Rockefeller (Rockefeller, 1973), enacted
some of the most stringent state drug laws in the U.S. (2000). Characterized by
mandatory minimums and harsh sentences, the Rockefeller Drug Laws (RDLs) have
led to the incarceration of over 100,000 drug users since there implementation
(Drucker, 2002). Those incarcerated under the RDLs are overwhelming New York
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City residents (78%) and black or latino (94%). Drucker estimated the potential years
of life lost as a result of the RDLs to be equivalent to 8,667 deaths.

From a national perspective, three policy areas that have had significant
impacts on the lives of drug users are policies regarding the provision of pharma-
cotherapy, the ban on federal funding of needle exchange programs and the “War
on Drugs.” We have briefly discussed the issues surrounding pharmacotherapy.
The issues surrounding NEPs and the federal response to drug use are often
controversial.

Needle exchange programs (NEPs) have been shown to be effective in reduc-
ing the transmission of HIV among IDUs (Vlahov and Junge, 1998; Paone, et al.,
1995). Access to clean needles through NEPs or pharmacy sales has been associated
with decreased syringe sharing (Groseclose, et al., 1995; Calsyn, et al., 1991). Needle
stick injuries to the general public (Buning, 1991) and police have not increased
with the implementation of such programs (Macalino, ¢t al., 1998). In addition, the
incidence of HIV infection among NEP participants has decreased in a number of
settings (Kaplan and Heimer, 1995; Hurley, et al., 1997; Des Jarlais, et al., 1996). In
fact, increases in HIV risk behavior have been observed in a city where the needle
exchange program was forced to close (Broadhead, et al., 1999). Despite the over-
whelming evidence in support of NEPs, the U.S. government has maintained a ban
of federal funding of NEPs. Currently needle exchange programs rely on local, state
and private funding (Des Jarlais, et al., 2004).

The U.S. “War on Drugs” was declared by President Richard Nixon in 1971
(2000). The war on drugs included allocations of funds for prevention and treat-
ment. A major program of the war was the Drug Abuse Resistance Education
(DARE) program. Project DARE was a school-based drug prevention program.
Recent evaluations of the program indicate that it had little or no effect on drug use
(Ennett, et al., 1994; Lynam, et al., 1999).

The War on Drugs has resulted in a concentration of police activity in lower-
income neighborhoods in cities (Gordon, 1994; Goetz, 1996). Law enforcement
activities have included crime reduction programs in housing projects, which have
had a significant impact on residents. For example, 46% of the 1,200 households
evicted in New York City in 1989 were due to anti-drug activities (Keyes, 1992).
Family members of drug dealers evicted from public housing are not always pro-
tected from removal (Goetz, 1996).

4.0. FUTURE DIRECTIONS

Several innovative yet controversial interventions have been identified for further
exploration, including heroin maintenance programs, safer injection rooms and
Naloxone provision to drug users. In some communities, these interventions have
been piloted and/or implemented.

Naloxone is a specific opiate antagonist (Chamberlain and Klein, 1994) that is
often used to revive individuals during an opiate overdose. The provision of
Naloxone to drug users for the prevention of overdose fatalities has been examined
in Europe (Dettmer, ef al., 2001) and is currently being studied in the U.S. (Russell,
2002). Preliminary studies suggest that the provision of take home naloxone has
prevented deaths due to overdose (Dettmer, et al., 2001).

Heroin maintenance programs have been active in Europe for decades (Kintz,
et al., 1997; Logan, 1973; Perneger, et al., 1998) while the debate in the U.S. has raged
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for at least as long (Logan, 1973; Parry, 1992). Safer injection rooms, places where
IDUs can inject their drugs in a safe and clean environment, now operate in Europe
(Dolan and Wodak, 1996; Fischer, 1995) and Australia (Dolan, et al., 2000) and are
being piloted in Canada (Read, 2003). The reported benefits of these facilities
include improved health and social functioning of participants and reductions in
drug injection, intoxication, overdoses and risk behaviors for disease transmission. In
the meantime, such programs remain clinically and politically controversial.

5.0. CONCLUSION

Drug use continues to be a major concern in urban centers and significantly affects
the health of cities at the beginning of the new millennium. Drug users still
face considerable challenges to their health and well-being. The extent to which
the urban environment affects the occurrence of drug use and its consequences
is an area of growing research. Early investigations suggest that specific features
of the urban environment are related to not only the occurrence of drug use, but
also its course and consequences. Many questions remain unanswered with respect
to the impact of the urban social and physical environment, along with larger socie-
tal structures, on illicit drug use. Because of the large number of drug users in
urban areas, cities provide a unique opportunity for public health practitioners,
urban planners, and policy makers to develop and test creative programs and inter-
ventions to improve the health outcomes for this population.
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Chapter 8

The Health of Children in Cities

M. Chris Gibbons, Vijay Singh, Kisha Braithwaite, and
Bernard Guyer

1.0. INTRODUCTION

According to the 2000 census, 72.6 million children aged 0-18 live in the U.S,,
accounting for approximately one fourth of the total population (Federal
Interagency Forum on Child and Family Statistics, 2003). Nearly one-third of these
children live in central cities and one-half live in the suburbs (Sawhill and
Chadwick, 1999). The number of children under 5 years of age has increased by
0.5% since 1990, while the number of children ages 5-19 years increased by 12.4%
during the same time period (Maternal and Child Health Bureau, 2004). Over the
next 50 years the proportion of children in the U.S. population will fall, as the pop-
ulation ages and birth rates plateau. By 2050, it is estimated that children will consti-
tute 24% of the population, down from 26% in 1995 (Guyer, et al., 1996). On the
other hand, the ethnic diversity of this child population will be even greater than
that of the overall population; in 2050, only 22% of U.S. children will be non-latino
white, compared to 50.1% of the total population (U.S. Department of Commerce,
1996). These changing U.S. child population demographics suggest that more chil-
dren will live in cities and that these urban children will be more ethnically and
racially diverse than the child population as a whole.

While many similarities exist, the health of children and adolescents living in
urban centers differs in several important ways when compared to that of children
and adolescents not living in urban centers. Children living in urban centers are
more likely to, 1) lack health insurance, 2) be living with a family with an income
below the poverty line and receiving cash welfare benefits, 3) be living with a parent
who does not possess a high school education, and 4) be more likely to be living in a
single parent home (Wertheimer, et al., 2002). All of these unique features have
implications for the health of urban children.

Clearly within every city unique characteristics can be found that distinguish it
from other cities. Yet, large urban centers also share many social, cultural, physical,
and public infrastructure characteristics (Vlahov and Galea, 2002). Examination of
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the 100 largest urban areas in the U.S. reveals that they are increasingly populated
by racial, ethnic, and immigrant minorities (Vlahov and Galea, 2002). This is due to
both immigration of foreign nationals to the city and emigration of middle-class
white U.S. citizens to the suburbs. The term “urban health penalty” describes the
conditions that exist when healthier, more affluent persons leave the city and the
remaining, often immigrant, residents experience health problems that interact
with the city’s physical and economic deterioration (Prewitt, 1997). The poverty
zones created by this deterioration become epicenters for economic decline, job
loss, and major health problems (Greenberg, 1991).

Increased population density, insufficient incomes, inadequate housing, and
outdoor air pollution are all characteristic of urban centers (Galea, et al., 2005;
Hinrichsen, et al., 2004). Health status and outcomes of children living under these
conditions generally lag behind that of those living in non-urban areas.
Understanding the causes and developing efficacious solutions is complicated by
the issues of health care costs, quality, and access. While both rural and urban com-
munities struggle with these issues, often urban communities exhibit a much higher
degree of variability, intensity, and scope of the problem than rural communities.
Fortunately, the picture is not all bad in regards to the urban environment. As will
be discussed later in this chapter, among urban centers child survival rates are on
average better than those for children living in rural areas (Hinrichsen, et al., 2004).
Cities offer youths a rich institutional environment with museums, theaters,
libraries, schools, parks, zoos, movie theaters, music halls, stadiums, shops, houses
of worship, restaurants, and other facilities. Racial and social diversity introduce
children to a multicultural environment of languages, traditions, festivals, and
foods. These, and a wide variety of other factors common to the urban environ-
ment, are undoubtedly a positive influence on the psychological and physical health
of the children living in the urban environment.

This chapter will highlight some of the broad themes and major determinants
of the health of children living in the inner city. The purpose of this chapter is to
address three areas: 1) the urban characteristics that may affect the health of chil-
dren; 2) how children contribute to the overall population health of cities; and
3) discuss gaps in knowledge and needed areas of research.

2.0. URBAN CHARACTERISTICS THAT MAY AFFECT THE HEALTH
OF CHILDREN

2.1 Health Insurance Status

The Institute of Medicine’s Committee on Children, Health Insurance, and Access
to Care, concluded that health insurance coverage was the major determinant of
access to care during childhood (IOM Committee on Children, 1998). While sev-
eral child health insurance products are currently available, the largest source of
coverage for children is via parental employers (Rolett, ¢t al., 2001). In 2002, 64.5%
of children were insured through private insurance products, almost all provided by
their parents’ insurers. Still almost 14% or 11 million children were uninsured
(Elixhauser, et al., 2002). Even among working families, children are less well
insured than their working parents. This is because many employers do not offer
health insurance benefits for dependents, or many employees, particularly lower
wage and part time employees, cannot afford to purchase these dependent health
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benefits (Rolett, et al., 2001). Urban children, in particular, are at increased risk for
uninsurance because they are more likely to be from single parent families,
less likely to be from two parent families in which both parents are working and
more likely to be from a racial or ethnic minority group (Coburn, et al., 2002).

Although these differences in insurance status appear to have significant nega-
tive consequences for the health of urban children, the relationship between
parental employment, childhood health insurance status, and child health in the
urban environment is not completely clear. For example, while lack of health
insurance is associated with lack of a regular source of care and an increased use of
publicly funded clinics and emergency rooms (IOM Committee on Children,
1998), poor child health status and the likelihood of chronic health problems are
more directly associated with lower parental employment (Kuhlthau and Perrin,
2001) and increased barriers to employment (Smith, et al., 2002). Thus the lack of
parental employment appears to be more strongly associated with negative health
consequences than lack of health insurance.

2.2.  Socio-Economic Status (SES) and Social Capital

A gradient in outcomes is consistently seen between people of lower and higher socio-
economic status along many diseases and health outcomes (Berkman and Kawachi,
2000; Marmot, et al., 1991; Hemingway, et al., 1997; Fuller, et al., 1980; Poundstone,
et al., 2004; Galea, et al., 2005; Brown, et al., 2004; Galobardes, et al., 2004; Muntaner,
et al., 2004). For example, low socio-economic status has been associated with poor
mental health (Muntaner, et al., 2004; Kalff, et al., 2001), poor school achievement,
(Duncan, et al., 1994), increased infant mortality (Waldmann, 1999), HIV infection
(Poundstone et al., 2004), and Diabetes Mellitus (Brown, et al., 2004). This relation-
ship has been demonstrated among children and adolescents (Drukker, et al., 2003).
In addition, when a life course perspective is employed it appears that socioeconomic
circumstances occurring at different stages of the life course may subsequently influ-
ence specific adulthood health outcomes including adult mortality (Galobardes, et al.,
2004). These relationships are of particular importance in the urban environment
where concentrated pockets of low SES children and adults live.

Social cohesion has also been associated with health outcomes among adults
and children (Berkman and Kawachi, 2000). Social cohesion refers to the extent of
connectedness and solidarity among groups in a society. Social capital has also been
associated with health outcomes in children (Aneshensel and Sucoff, 1996; Gold,
et al., 2002). Social capital is defined as those features of social organizations which
act as resources for individuals and facilitate collective action (Berkman and
Kawachi, 2000). These would include neighborhood trust and the existence
of robust social networks (Kawachi, et al., 1997). Socially cohesive communities
then, are ones in which there exists greater stocks of social capital (Berkman
and Kawachi, 2000). In terms of health outcomes, lower levels of social capital
are associated with poorer mental health, increased school delinquency, inhibition
of successful child development, increased teen pregnancy rate, increased
child abuse, and increased infant mortality rates (Berkman and Kawachi, 2000;
Waterston, et al., 2004). Many of these child health outcomes have been linked to
the urban environment.

The urban school system may be an important factor influencing both health
and intellectual development of children (Mansour, et al., 2003). There is evidence
that school connectedness, defined as a child’s perception of experiences of caring or
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closeness to school personnel and the school environment, is associated with child
health (Mansour, ¢t al., 2003; Bonny, ¢t al., 2000). Resnick and colleagues found that
higher levels of school connectedness were more protective against adolescent preg-
nancy than any other factor including family connectedness, unintentional injury,
poly drug use, school delinquency, or absenteeism (Resnick, et al., 1993). Higher lev-
els of school connectedness are also positively associated with parental level of educa-
tion (Bonny, et al., 2000), and negatively associated with minority race, urban school
type, cigarette use, alcohol utilization, and increasing school nurse visits (Bonny, ¢t al.,
2000). Finally, evidence suggests that children’s perceptions of school connectedness
are malleable and positive improvements in school connectedness are associated with
improved health outcomes (Hawkins, et al., 1999).

2.3. Food and Urban Child Health

Several food and dietary characteristics of the urban environment have been associ-
ated with the health of inner city residents. For example, grocery store location, cost
of food, and quality of supermarkets have all been linked to dietary choices and
nutrient availability in the inner city (Morland, et al., 2002a, 2002b). Specifically,
urban centers tend to have smaller family owned food stores largely stocked with
calorie dense, fatty, and refined foods, and with limited availability of fresh fruits
and vegetables; these items are often sold at higher prices than similar items at sub-
urban food stores. Suburban grocery stores are more often larger chain-type gro-
cery stores, with a better supply of nutritious foods including an array of fresh fruits
and vegetables that are offered at lower prices than in the inner city. This is impor-
tant because the consumption of foods in a given community has been shown to
correlate with the availability of foods in the community. (Cullen, et al., 2001;
Morland, et al., 2002a; 2002b).

This association of retail outlet proximity and diet is also true for the consump-
tion of tobacco and alcoholic beverages. Increased density of tobacco outlets and
liquor establishments is associated with the urban inner city (Hyland, et al., 2003;
LaVeist and Wallace, 2000), the amount of alcohol ingested per capita, altered
dietary nutrient intake, and with excess health risk among residents living in these
communities (LaVeist and Wallace, 2000; Hyland, et al., 2003). It is not widely recog-
nized (with the exception of tobacco) that regulatory policies, such as business zon-
ing and liquor licensing laws, that enable these situations to exist, have the
unintended and perhaps unrecognized consequences of influencing disease risk of
residents living in the urban environment.

2.4. Urbanization and Industrialization

As urban areas grow in population, they expand both vertically and horizontally,
often overwhelming the natural environment and destroying ecosystems thereby
imposing much larger ecological footprints and more significant health conse-
quences for the involved populace (Hinrichsen, et al., 2004). Urbanization and
industrialization inevitably bring the continuing challenge of how to dispose of
refuse and waste materials. Historically, incineration, burial, or dumping has been
used most often, usually with little concern for potential long-term health effects
(Powell and Stewart, 2001).

Growing awareness of a potential problem led to the development of the EPA
in 1970 and the passage of legislation including the Comprehensive Environmental
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Response, Compensation and Liability Act (CERCLA), also known as the Superfund
Act. Superfund sites are generally the most serious and hazardous waste sites.
To date, more than 1327 Superfund sites are in existence, with a disproportion-
ate number located in poor or minority communities. Low-income and minor-
ity groups are more likely than are affluent and non-minority groups to live near
landfills, incinerators, hazardous waste treatment facilities, and other toxic sites
(Morello-Frosch, et al., 2002; Powell and Stewart, 2001; Faber and Krieg, 2002).

Children are often the victims of environmental injustices, and poor and minor-
ity children, just as their parents, are affected disproportionately. In the U.S. almost
4 million children or approximately 25% of children live within 1 mile of a haz-
ardous waste site (Powell and Stewart, 2001). Urban poor and minority children
comprise the bulk of exposed children. The effects of childhood exposure to toxic
agents are many and include neurodevelopment abnormalities, developmental,
learning, and behavioral disabilities. Exposure sources have been documented in
urban homes, schools, and industrial sites in close proximity to residential neighbor-
hoods. Agents most commonly implicated are lead, Dioxins, and Polychlorinated
Biphenyls (Powell and Stewart, 2001).

Despite the creation of federal and state agencies and a series of laws, regula-
tions, policies, and a recent Institute of Medicine report calling attention to the
issue, improving and eliminating environmental justice problems have proven to be
intellectually daunting and highly resistant to positive change (Lee, 2002).

3.0. HOW CHILDREN CONTRIBUTE TO THE OVERALL HEALTH
OF CITIES

3.1. Infant Mortality Rate (IMR)

In the U.S,, the infant mortality rate (the number of deaths of infants under one year
of age per 1,000 live births) has declined rather steadily throughout the twentieth cen-
tury, largely due to improvements in control of infectious diseases, health care (par-
ticularly neonatal intensive care), and nutrition. In 1900, the rate was about 162
deaths per 1,000 births (Linder and Grove, 1947); by the year 2000 it had declined to
6.9 (Iyasu, et al., 2002). Although marked improvements in infant survival have
occurred among all racial and ethnic groups, higher infant mortality rates are seen
among many minority groups and the magnitude of the disparity has in some cases
increased (Arias, et al., 2003). For example, between 1980 and 2000, infant mortality
among whites declined 47.7% (from 10.9 to 5.7), while infant mortality among blacks
declined only 36.9% (from 22.2 to 14.0). Consequently, the black-white ratio of infant
mortality increased 25% (from 2.0 to 2.5) over this time period (Iyasu, et al., 2002).
Cities have high infant mortality rates (IMR) because their residents share cer-
tain high-risk characteristics. The variability in IMR among the nation’s 60 largest
cities tends to segregate by race, ethnicity, and other characteristics common to the
urban environment. For example, those cities with the highest infant mortality rates
tend to have a larger proportion of black births and a smaller proportion of latino
births. Conversely, cities with the lowest infant mortality rates tend to have a smaller
proportion of black births and a larger proportion of latino births. Additionally,
cities with higher IMRs were more commonly in the more urbanized Midwest,
Southeast, and Northeast, and those with lower IMRs were clustered in the less
urban Pacific West and West Central regions (Haynatzka, et al., 2002). Several
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factors including low birth weight (Iyasu, et al., 2002), low socioeconomic status,
teen motherhood, single motherhood (Forssas, et al,. 1999), low maternal educa-
tional attainment, poor access to prenatal care (Barros, et al., 2001), maternal
tobacco use (Matthews, et al., 2002), and biologic or genetic factors have been sug-
gested as important causes of these unequal urban disparities in infant mortality.

Biologic and genetic factors do not appear to exert significant independent
effects on infant mortality rates in the U.S. population (Ekwo and Moawad, 2000).
While the primary reason for infant mortality disparities appears to be attributable to
a higher proportion of low birth weight deliveries among minority and particularly
black women, the etiology of black-white disparities in low birth weight is complex
and not explained entirely by demographic risk factors such as maternal age, educa-
tion, or income (Schoendorf, et al., 1992; Buka, et al., 2003). Other factors that might
contribute to the disparity include racial differences in maternal medical conditions,
stress, lack of social support, bacterial vaginosis, other co-morbidities, previous
preterm delivery, and maternal health experiences that might be unique to black
women (Hogan, et al., 2001; Milligan, et al., 2002; Buka, et al., 2003).

In 1991, the U.S. Department of Health and Human Services began the
national Healthy Start Initiative. This was a five year, $170 million infant mortal-
ity prevention demonstration program for communities with very high infant mor-
tality rates (Boroff and O’Campo, 1996). This program funded 15 sites (mostly
urban) in communities with infant mortality rates that were 1.5 — 2.5 times the
national average. The program began with a five-year demonstration phase to iden-
tify and develop community-based system-level approaches to reducing infant mor-
tality by 50% over the five-year period and to improve the health and well-being of
women, infants, children, and their families. Healthy Start projects address multiple
issues, including: providing adequate prenatal care, promoting positive prenatal
health behaviors, meeting basic health needs (nutrition, housing, psychosocial sup-
port), reducing barriers to access, and enabling client empowerment.

While a formal national evaluation of the program showed mixed results, analy-
ses of data from specific sites are promising (Devaney, et al., 2000). One such evalua-
tion detailed the Baltimore City Healthy Start’s impact on medical reform, a
component of the healthy start program, which works in conjunction with prenatal
clinics, pediatric clinics, and family planning clinics in an effort to improve commu-
nity access to services. Although obtaining long-term funding remains a challenge,
preliminary data indicate that Healthy Start has begun to increase the utilization of
prenatal and pediatric care, improve linkages between providers, and increase male
involvement in perinatal care. In turn, these activities are helping to improve birth
outcomes among very high risk inner city Baltimore women.

3.2. Asthma

The observation that urban air pollution is a potential cause of asthma and respira-
tory disease dates back to Greek and Roman antiquity (Holgate, et al., 1999). In the
early to mid twentieth century acute exacerbations of air pollution in urban centers
of Belgium, London, Germany, and the Netherlands were all associated with
increases in coughing, wheezing, shortness of breath, hospitalizations, and car-
diopulmonary mortality among children and adults (Alberg and Samet, 2003).
Towards the later half of the twentieth century, during the last three decades, the
prevalence of asthma has increased significantly in all age and race/ethnicity
groups across the world, with disproportional increases among impoverished,
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minority children living in urban inner cities (Shapiro and Stout, 2002; Mannino,
et al., 1998; 2002; Eggleston, et al., 1999). The prevalence of asthma in children
under the age of 18 is approximately seven percent in the U.S. However the rates
may be as high as 20-25% among certain inner city census tracts in the northeast
and Midwest (Graham, 2004; Aligne, et al., 2000; Webber, et al., 2002).

Many interrelated factors contribute to the epidemiology of urban childhood
asthma. Individual and community level factors including exposure and sensitiza-
tion to cockroach, rat and mouse allergens, dust mites, environmental tobacco
smoke, cat dander, ozone, particulate matter, outdoor air pollution, lead, deterio-
rated urban housing stock and diesel exhaust, and poor access to care are all
important (Eggleston, et al., 1999; Shapiro and Stout, 2002; Holgate, et al., 1999;
Litonjua, et al., 2001; Rosenstreich, et al., 1997; Rauh, et al., 2002; Kattan, et al.,
1997; Phipatanakul, et al., 2000; Perry, et al., 2003; Stevenson, et al., 2001). These
asthma determinants may operate via direct and indirect mechanisms. For exam-
ple ambient air toxicants may act as direct irritants of bronchial mucosa.
Alternatively an indirect pathway is also being increasingly recognized where toxi-
cants act as immunmodulators via affecting the production of IgE and TH2
(Thymus-derived helper), thereby modulating the inflammatory response to alveo-
lar antigens in genetically predisposed children (Shapiro and Stout, 2002;
Eggleston, et al., 1999).

Along with these individual and community level factors certain more global
associations have been demonstrated between asthma and the urban environ-
ment. For example, rising levels of carbon dioxide (CO,) trap atmospheric heat,
promote plant pollen production, and alter species composition by favoring
growth of ragweed, opportunistic weeds and molds. The combination of air pollu-
tants, aeroallergens, heat waves and unhealthy air masses are increasingly associ-
ated with a changing climate and are collectively thought to contribute to global
warming, in addition to causing damage to the respiratory systems, particularly
for growing children and minority groups living in the inner cities (Epstein and
Rogers, 2004).

Childhood morbidity and mortality associated with asthma and the urban envi-
ronment have generally been on the increase for at least the last two to three
decades. Over this time period the number of physician office and outpatient visits,
emergency department visits, and hospitalizations have steadily increased, with chil-
dren under the age of 18 consistently having the highest rates (Mannino, et al.,
1998; 2002; Webber, et al., 2002).

The ultimate prevention and control of urban childhood asthma will require a
comprehensive multifaceted approach. While appropriate medical management
is important, its ultimate effectiveness is limited to the degree of success achieved
at improving asthma determinants found in the urban environment (Clark, et al.,
1999).

School-based asthma education and prevention programs are an area of active
research. According to the 2002 State Survey of School-Based Health Center
Initiatives, there are 1,498 school-based health centers in the U.S. 61% of these
centers are in schools located in urban areas. Most of them (63%) being in urban
high schools (Lear, 2004). The potential efficacy of this strategy is supported by
studies that suggest providing asthma self management education during school
time can reduce symptoms and improve school performance (Webber, et al., 2003;
Lurie, et al., 1998; Evans, et al., 1997). Unfortunately the utilization of these sites as
asthma education, prevention and control sites appears to be low. In a recent survey,
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none of nearly 1,500 school-based health centers listed asthma as a top priority
(Lear, 2004).

3.3. Injury

National injury mortality data are not readily available by level of urbanization
(Frattaroli, et al., 2002). However, injury rates are greatest in those areas with low
socioeconomic status residents, especially urban black children (Centers for Disease
Control and Prevention, 2004). In the literature, two of the most commonly
described forms of injury outcomes for children in urban areas are pedestrian acci-
dents and youth violence.

Overall, motor vehicle traffic injuries occur more often among rural than
urban children (National Center for Health Statistics, 1997). These rural children
are usually injured as passengers (Lapidus, et al., 1998; King, et al., 1994), reflecting
the fact that rural children spend more time in cars and drive longer distances.
Urban children, however, are injured by motor vehicles more often as pedestrians
than as occupants (Laraque, et al., 1995). Nationally 18,000 children under age 15
were injured as pedestrians, and 434 died in 2002 (National Highway Traffic Safety
Administration, 2002).

Environmental factors associated with childhood motor vehicle pedestrian
injuries include two types of factors; 1) social, societal, systems and cultural factors
and 2) physical characteristics like the home, streets, and playground (Grossman
and Rivara, 1992). The concentration of poverty in inner cities, along with recent
increases in residential segregation by income and race in U.S. metropolitan areas,
create circumstances that lead to worse motor vehicle related injury outcomes for
children in poor neighborhoods (Katz, et al., 2001). Specifically, poverty in the
urban child’s social environment can create conditions that promote pedestrian
injuries. For example, higher average and posted speed limits are likely to occur in
areas of low socioeconomic status (Rivara, 1990). These higher speeds inevitably
lead to more significant pedestrian motor vehicle injury.

Poverty also influences the physical environment in pedestrian accidents.
Children from regions of concentrated poverty generally experience greater traffic
exposure. This is because lower rates of parental home and car ownership are asso-
ciated with more streets to cross on foot per day per child, and less likelihood of
being driven home from school (Rao, et al., 1997). Higher traffic volumes and
increased traffic density are also associated with low SES neighborhoods (Rivara,
1990). Children from poor families are fivefold less likely to live in private houses or
have adequate play space in their yards (Grossman and Rivara, 1992). Thus, urban
children have fewer alternatives to street and sidewalk play (Posner, et al., 2002).
Finally, fewer pedestrian control devices occur in impoverished areas, and a recent
review demonstrated that many sites of pediatric pedestrian trauma in Miami were
located in long intervals between marked intersections (Hameed, et al., 2004).
These larger distances allow greater vehicle acceleration and more random pedes-
trian crossing patterns, which in turn predispose children to injury when they “dart-
out” mid-block, between areas of obstructed view (DiMaggio and Durkin, 2002).

One strategy being investigated to lessen pedestrian injuries among urban chil-
dren is based on community behavioral education. Unfortunately the scientific evi-
dence suggests that community-based education alone is insufficient to improve
traffic safety behavior among young children (Klassen, et al., 2000). Recently the
urban physical environment has emerged as a potentially more effective interven-
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tional target to prevent pedestrian injury. Creating safe playgrounds was one aspect
of the Safe Kids/Healthy Neighborhood Coalition program, which brought
together city agencies, volunteer organizations, and citizen groups in Central
Harlem to try to improve child health outcomes (Davidson, et al., 1994; Laraque,
et al., 1994). After two years of the intervention, injuries such as trauma from motor
vehicles decreased 23% from baseline, and this was attributable to the increased
availability of safe play areas for the urban children (Laraque, et al., 1995). Other
aspects of the urban physical environment can be manipulated through “traffic
calming” engineering strategies. These include speed bumps, which by design are
passive prevention strategies that work without any direct action on the part of the
individual. A recent matched case-control study discovered that speed humps in
Oakland, CA were associated with a 53% to 60% reduction in the odds of pediatric
pedestrian injury or death within a child’s neighborhood (Tester et al., 2004).
Intentional, or violence-related injuries include assault by firearms, blunt trauma
and cutting or piercing (Centers for Disease Control and Prevention, 1997).
Analysis of data from 88 cities across 33 states reveals 645 homicides reported in
2000 for children under age 18 (Department of Justice, 2003). In the past, numer-
ous studies have shown that homicide rates are higher in urban centers than in
rural areas (National Center for Health Statistics, 1997; Czerwinski and Moloney-
Harmon, 1997; Zavoski, et al., 1995; Weesner, et al., 1994). Trend data from Boston,
however, are encouraging and suggest a 12% annual decline in pediatric violence-
related injuries, over a four year period (Sege, et al., 2002).

Among childhood violence-related injuries, firearms are most commonly used.
Fifty-seven percent of homicides nationwide in 2001 among children 10-14 years of
age involved firearms (National Center for Health, 2001). Firearms are widely avail-
able in cities and may be unsafely stored (Weesner, et al., 1994). Concentrated
poverty in the urban environments can create fear for safety and promote weapon
carrying. A survey in 1993 of ten inner city high school students showed that 22% of
respondents reported possession of any type of firearm (Smith, 1996). The urban
environment also generates child exposure to community and family violence, where
violence can become a learned behavior (Czerwinski and Moloney-Harmon, 1997).

Strategies to intervene in violence-related injuries among children in cities
including school-based education programs and peer mentoring have been able to
change childhood attitudes towards violence (Sheehan, et al., 1999). However, eval-
uations of other violence outcomes are needed for these interventions.

Policy and regulatory interventions represent another approach to firearm
injury control among urban children. Available options include required designs
that limit access of unauthorized, high-risk users (Frattaroli, et al., 2002), like urban
children. Intervention legislation and programs, such as tracing crime guns,
strengthening the regulation of licensed firearm retailers, and screening prospec-
tive gun buyers (Wintemute, 2002), can decrease firearm availability, especially for
urban youth. Community coalitions may even improve the urban environment as
evidenced by the Safe Kids/Healthy Neighborhoods program, which showed a 44%
decrease in injury risk for all targeted injuries, including physical assault and
firearm mechanisms (Davidson et al., 1994). Finally, the Moving to Opportunity
Demonstration Program is a federal initiative that chose poor inner city partici-
pants, at random, to receive moving assistance to enable them to relocate to wealth-
ier neighborhoods. Early results document a 56% decrease in violent crime
perpetrated by juvenile’s aged 11-16 in Baltimore, MD (Ludwig, et al., 2001) and a
42% decrease in behavior problems among boys, as well as a 74% reduction in child
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injuries requiring medical attention, in Boston, MA (Katz, ez al., 2001). These stud-
ies suggest that the seemingly intractable problems of urban violence may indeed be
amenable to improvement among urban youths.

3.4. Obesity

Across the world the incidence and prevalence of childhood obesity is on the rise
(Wang, et al., 2002; Wang, 2001). In the U.S., the percentage of school-age children
six through eleven that are overweight more than doubled between the late 1970s
and the year 2000, rising from 6.5% to 15.3%. The percent of overweight adoles-
cents aged 12 — 19 tripled from 5.0% to 15.5% during the same time period
(National Center for Heath Statistics, 2003). The increase in overweight prevalence
is highest among non-latino black and Mexican-origin adolescents (Strauss and
Pollack, 2001), where more than 23% of non-latino black and Mexican-origin
adolescents were overweight in 1999-2000 (Ogden, et al., 2002). In a population of
urban kindergarten school children in Chicago, IL, approximately 25% of the pre-
dominately Mexican-American children were already overweight (Ariza, et al.,
2004). Among urban populations as a whole, as many as 40% of children may be
overweight or obese (Nelson, et al., 2004; Johnson-Down, et al., 1997).

Childhood obesity can lead to adult obesity and all its complications (Satcher,
2001). It may also negatively impact the pathogenesis or epidemiology of other
childhood chronic diseases such as asthma. Several studies now point to childhood
obesity as a risk factor for asthma prevalence and increased asthma morbidity
among urban youths (Gennuso, et al., 1998; Luder, et al., 1998; 2004).

From an economic standpoint childhood obesity is related to the large
increase in the percentage of hospital discharges with obesity related diseases.
These include hypertension, diabetes gallbladder disease, sleep apnea, and
asthma. Obesity associated hospital costs increased by threefold from $35 million
in the late 1970s and early 1980s to $127 million in the late 1990s (Wang and
Dietz, 2002).

The determinants of childhood obesity are complex and involve multiple fac-
tors including over-nutrition, inadequate physical activity, and other socio-
environmental and physical characteristics associated with the urban inner city
(Goran and Treuth, 2001; Strauss and Knight, 1999; O’Loughlin, et al., 2000; 1998;
Gordon-Larsen, 2001; Stettler et al., 2000). It has been suggested that limited access
to safe outdoor play and recreational facilities in the urban environment might be
associated with obesity levels particularly among low income urban children
(Cummins and Jackson, 2001; Burdette and Whitaker, 2004). The excess consump-
tion and access to fast food restaurants located within the urban environment has
also been hypothesized to contribute to the obesity problem among urban children
and youths. However much more work is needed to fully characterize and confirm
this potential association (Burdette and Whitaker, 2004).

Several public health approaches to childhood obesity reduction especially
among those living in the urban environment are under investigation. Preliminary
data suggest that such strategies as behavior modification (Moon, et al., 2004),
reduction in TV and movie watching, and decreased video gaming (Robinson,
1999), and early initiation of breast feeding (Armstrong and Reilly, 2002) may be
beneficial in reducing overweight and obesity levels in children (Campbell, et al.,
2001). Experience with obesity prevention is limited, and the need for more
research remains a priority.
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Finally, interest and investigation in the association of community and neigh-
borhood design (the built environment) and obesity is rapidly emerging. It is
hypothesized that design strategies such as community sidewalks, walk-to-school
programs, and reducing traffic speeds could facilitate physical activity, and thus
reduce child obesity particularly in the urban environment (Cummins and Jackson,
2001). Currently there is insufficient data to draw valid evidence-based conclusions
regarding these hypotheses.

3.5. Mental Health and Urban Youth

Recently several lines of evidence have converged to kindle growing public concern
about the mental health of children and adolescents in the U.S. In 1999, the
Surgeon General’s Report on Mental Health suggested that the prevalence of psy-
chological disorders might be significantly higher in the U.S. than is generally
appreciated. The report indicates that 20% of children suffer from a psychiatric or
substance abuse disorder (NIH, 1999). Additionally, the American Psychiatric
Association estimated that 15 to 25% of children evaluated in primary care settings
have significant psychosocial disorders requiring some type of intervention
(American Psychiatric Association, 2004).

Because childhood and adolescence are inherently characterized by biologi-
cal, psychological, and socio-emotional developmental changes, it is often chal-
lenging to uncover mental health issues and accurately determine a youth’s
psychological well-being. This problem is further complicated because of environ-
mental factors including family, peers, community, schools, impoverished con-
ditions, violence, drug abuse, crime, and gang-related activities, which can
profoundly influence teen psychological well-being. Over two decades ago Rutter
first suggested an association between child mental health and the urban environ-
ment (Rutter and Quinton, 1977). In the years that followed several other studies
(Raine, et al., 1998; 1997; 1996) documented associations between a child’s individ-
ual health status, social/environmental risk factors, and the development of men-
tal disorders, particularly in the areas of depression, suicide substance abuse, and
addiction.

Depression affects up to 2.5% of children and 8.3% of adolescents in the U.S.
at any given time. Lifetime prevalence for adolescents has been estimated at 15% to
20%, mirroring the rate seen in adults. Although in childhood the rates of depres-
sion are approximately the same for girls and boys, by adolescence girls are twice as
likely as boys to develop depression (Lagges and Dunn, 2003). Children with
depression are at risk for several other psychiatric disorders. Before the onset of
depression, children may develop ADHD, oppositional defiant disorder, or conduct
disorder, while adolescents are at increased risk for developing anxiety disor-
ders after the onset of depression (Lagges and Dunn, 2003). Depressed adolescents
are also at an increased risk for suicidal behavior and substance abuse (Birmaher,
et al., 1998; Weissman, et al., 1999). More than 90% of children and adolescents who
committed suicide had a history of a psychological disorder before their death. The
most common disorder observed was depression (Gould, et al., 2003).

While the actual numbers of youths who successfully kill themselves are rela-
tively small (1.5 per 100,000 among 10- to 14-year-olds and 8.2 per 100,000 among
15- to 19-year-olds), data from several sources document a much larger problem.
The Youth Risk Behavior Survey conducted by the CDC indicated that during the
past year, 19% of high school students “seriously considered attempting suicide,”
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nearly 15% made a specific plan to attempt suicide, 8.8% reported any suicide
attempt, and 2.6% made a medically serious suicide attempt that required medical
attention (Gould, et al., 2003).

These data suggests a significant increase in the youth/adolescent suicide
problem over the course of the last 30 years. Typically the highest rates are seen
among American Indians and the lowest among Asians. In addition, the gap
between those at high risk and low risk is narrowing particularly between low risk
blacks and high risk whites. The reasons for the increase overall or among blacks is
not entirely clear however the increased exposure to drugs and alcohol as well as
the increased availability of firearms, both of which are common to the urban envi-
ronment, have been postulated as causative (Gould, et al., 2003).

Current treatment for depression in children and adolescents begins with either
behavioral therapy or medications. Several forms of behavioral psychotherapy
administered individually or in group settings have been shown to be effective as a
clinical intervention (Shaffer and Craft, 1999). For suicide, much of the preventive
studies have evaluated interventions in school and community-based settings.
School-based interventions tend to employ the utilization of suicide awareness cur-
ricula with children and adolescents. Despite the widespread use of these materials
the efficacy has not been validated (Guo and Hartsall, 2002).

A positive relationship has been said to exist between youth and adolescent sub-
stance abuse or addiction and the residence in an urban environment (Gracey,
2002; Freudenberg, 2001). Several studies however have called this notion into
question asserting that urban populations are no more likely than rural populations
to engage in high risk behaviors or even that rural populations are at highest risk for
these activities (Judd, et al., 2002; Levine and Coupey, 2003). Although the policy
implications of determining “who’s worse” will ensure that this debate is likely to
continue for the foreseeable future, one aspect of this debate may be a bit more
straightforward.

Local, state, and federal crime data indicate that the incidence of substance
abuse and addiction is related to incarceration rates among users. In fact, the bur-
geoning of the U.S. correctional facility population over the last 2 decades has
largely been the result of mandatory sentencing for substance abuse offenses
(Glaser and Greifinger, 1993; Zanis, et al., 2003). Among youths and adolescents,
those entering the correctional system may be at higher risk than un-incarcerated
youths for sexually transmitted diseases, drug abuse, issues regarding pregnancy
and parenting, human immunodeficiency virus (HIV) infection, and preexisting
mental health disorders (AAP Committee on Adolescence, 2001).

In this country, jails and prisons are disproportionately located in urban com-
munities. Because the average length of stay at U.S. jails is a few weeks
(Freudenberg, 2001; Glaser and Greifinger, 1993), the turnover rates are very high.
Thus significant numbers of adults and adolescents cycle through the correctional
system each year. Some estimates put the number as high as ten million individuals
including three quarters of a million juveniles every year (Glaser and Greifinger,
1993; AAP Committee on Adolescence, 2001). As such, the existence of a jail or
prison in a given community can significantly impact the health of incarcerated and
ultimately non-incarcerated residents living in that community (Freudenberg,
2001).

The availability of treatment and intervention services for incarcerated,
detained, and recently released adolescents and juveniles is inadequate. Over two
decades ago Knitzer concluded that children and adolescents in the juvenile justice
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system were largely neglected and ignored (Soler, 2002). Today questions still linger
regarding an adolescents “right” to treatment, the proper interventional treatment
to use and who should fund such treatments (Soler, 2002). These issues only serve
to complicate the fact that many juveniles involved with the correctional system lack
a regular source of medical care or private physician and many with a preexisting
medical problem come from families that seem to be unable or unwilling to assist in
ensuring that the adolescent receive proper medical care after release (AAP
Committee on Adolescence, 2001).

The science of intervention and treatment of youth and adolescent mental
health issues is under flux and continually developing. In fact, it has been estimated
that even under the best of circumstances, where the number of people seeking
treatment is maximized, clinician competence and patient compliance were also
all maximized. Moreover, approximately half the burden of substance abuse,
depression, and anxiety disorders among youth could not be averted with current
interventions and knowledge, irrespective of the funding availability (Andrews and
Wilkinson, 2002). For this reason, preventive interventional approaches among the
youngest possible cohorts of children has been advocated (Andrews and Wilkinson,
2002), and the efficacy of such preventive, school-based cognitive behavior therapy
administered by teachers or clinicians has been demonstrated (Andrews and
Wilkinson, 2002). However, while efficacy can be demonstrated under controlled
settings, similar levels of effectiveness in population-based environment have yet to
be achieved (Andrews and Wilkinson, 2002).

School-based therapeutic programs have generally targeted certain maladap-
tive behaviors most prominent in the school setting (disruptive behavior, violence,
substance abuse etc) rather than treating distinct identifiable clinical syndromes
like anxiety, ADHD, and depression (Rones and Hoagwood, 2000). Programs
show a wide variability in scope, intensity and duration with some programs
requiring parental involvement over the school year and others being brief
student interventions (Rones and Hoagwood, 2000). Despite this programmatic
heterogeneity, a significant literature exists documenting the efficacy of thera-
peutic approaches administered in the school based-setting (Rones and
Hoagwood, 2000).

Even though clinicians have efficacious interventions at their disposal, the
practical and widespread administration of these mental health services remain
fragmented and uncoordinated for most youth living in the urban environment
(Pratt, et al., 2000). To improve this situation, the American Psychiatric Association
recently suggested that child and adolescent mental health services should be com-
munity-based and family-centered with access to services facilitated through
school-based and primary care settings (APA Taskforce for the vision for the men-
tal health system, 2003). While this approach may be desirable, living in the urban
environment presents significant challenges to the realization of this vision. Urban
public school systems are generally under funded and under staffed. Many have
only part-time health personnel or no health personnel at all on site. It is difficult
to see how, under current fiscal constraints, schools or many urban public school
systems could dedicate resources or staff to gain the skills and resources needed to
be adequately equipped to handle these health issues. While teachers may perform
mental health interventions in the setting of a trial or research study, many are
reluctant to integrate these services into the daily activities of the classroom (Rones
and Hoagwood., 2000). Thus advocates of family centered, school-clinic coordi-
nated services must overcome several social, financial, and practical barriers
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before this is likely to occur. In the end, significant impact on the mental health of
children living in urban environments will likely require much more policy and
interventional research, increased funding of current programs, and the creation
of new and innovative treatment programs at schools and other community
based sites.

4.0. CHILD HEALTH BENEFITS OF LIVING IN THE URBAN
ENVIRONMENT

There’s no reason to believe that children living in cities are inherently or biologi-
cally different than those living in suburban or rural settings; that is, there is no
“urban genotype.” Since children have little choice as to where they live, their resi-
dence in urban environments is determined inadvertently by the circumstances of
their parents’ lives. Yet, cities have profound influences on children, and children, in
turn, shape the urban landscape. Much of this chapter has focused on the negative
aspects of the urban environment on the health of children. Because we reviewed the
medical and public health literature, where most epidemiological and health serv-
ices studies have been carried out in urban populations, and because the research on
health problems is dominated by a deficit model, the picture of the children in cities
that emerges is one of exposures to hazards, high-risk behaviors, and serious health
problems.

We recognize that this picture of children’s health in cities is biased. Cities are
complex, rich environments that bring to children an array of influences, both pos-
itive and negative. The job of childhood is progressive growth and development,
ongoing learning, and constant change. Children are at the same time vulnerable
and resilient. They learn from what we might consider the most negative of environ-
ments. They search, explore, mimic, and react to all stimuli in their lives.
Bronfenbrenner, among others, has described the complex and multi-leveled eco-
logical environment in which children grow and develop. Itis not always clear which
forces are positive, and which are negative (1992).

We must acknowledge that there are positive aspects to growing up in cities that
reflect the unique assets of the urban landscape. Cities offer a rich institutional envi-
ronment with museums, theaters, libraries, schools, parks, zoos, movie theaters,
music halls, stadiums, shops, houses of worship, restaurants, and other facilities.
Cities bring to children a large and dense peer group that participates in teams,
choirs, classrooms, and clubs, among other groupings. Most cities are ethnically,
racially, and socially diverse introducing children to a multicultural environment of
languages, traditions, festivals, and foods. Cities are made up of collections of neigh-
borhoods-center city business districts, industrial estates, parks and vacant lots,
dense poor residential areas as well as middle-class and affluent housing-each of
which is of interests and instructs children. Urban children are exposed to a rich
ecology of traffic, crowds, noises, diverse architecture, and all variations of
humankind. Finally, as we are concerned here about health, it must be noted that
cities are home to the best and worst of health care facilities-sophisticated academic
medical centers, medical institutions of various sizes, multiple health care facilities,
and doctors’ offices. Geographic access to such facilities is not likely to be a barrier
to receipt of care.

Similarly, we acknowledge the negative aspects of growing up in cities that play
a part in determining the health problems of children. The concentration of
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poverty in cities can be extreme, and it is particularly these poor children with
whom we are most concerned. Cities face enormous burdens of crime, drugs, and
violence. But cities also show us the extremes of wealth and it may be this exagger-
ated inequality that also shapes the health of urban children. Cities are congested
with human populations that are ever shifting and migrating. Housing quality can
be poor. Air quality may be poor. Food may be poor in quality and quantity. In such
a congested, complex ecology, childhood diseases flourish.

Unfortunately, the literature on the health of children in cities does not pro-
vide enough evidence to weigh and evaluate the influences of these positive and
negative forces. The challenge to improving the health of urban children is not just
designing and delivering health care programs to them, but of redesigning and
shaping their urban environments to bring them the richest assets of city life while
minimizing the negative consequences. At the end of the 19th century in the U.S,,
the clearest disparity that existed in the health of populations was between the
healthy country folk and the sick and dying city dwellers (Preston and Haines,
1991). That disparity largely disappeared by the end of the 20" century, but we
continue to face the challenge of making city life the healthiest it can be for growing
children. It’s also worth concluding this chapter by saying something about the
influence of children on cities.

5.0. RESEARCH GAPS

As documented in the preceding discussion, a significant amount of research and
scientific discourse is being conducted regarding the health of urban children.
While much has been done, even more remains to be done. More work is needed to
complete our understanding of the unique health impacting characteristics of the
urban environment both positive and negative. Most of the factors usually discussed
as critical urban factors (e.g. poverty, healthcare access) are also important determi-
nants among rural communities as well. Are urban centers then only qualitatively
unique? One factor common to urban environments, but perhaps not to rural envi-
ronments is noise and its relationship to child health and development. While there
may indeed be noise associated with rural environments (heavy agricultural
machinery), qualitative and quantitative differences undoubtedly exist among rural
and urban noise exposures. What is the nature of these differences and what, if any,
are the associated health impacts on child growth and development? Are these
impacts reversible or treatable? What are the cost implications of these exposures?
Should this knowledge be incorporated into the design, engineering, and develop-
ment of the machines and engines of the future?

There is a great need to identify biologic markers of urban factors and the cel-
lular and molecular biologic mechanisms through which urban socio-behaviorally
mediated outcomes operate. The question of qualitative versus quantitative differ-
ence in urban living must be evaluated. So too must the question of a hypothesized
dose-response relationship to health outcomes associated with living in cities. If
these relationships exist, are they static and fixed or dynamic and change over time?
What factors influence this dynamism? Are child biological and psychosocial devel-
opment or socio-environmental forces the most important factors influencing this
dose-response relationship?

The health effects of school connectedness, unintended health conse-
quences of business and zoning laws and the relationship of the built environment
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on child health outcomes and child obesity prevention each need further study
and analysis. Conversely, our understanding of the benefits of urban living on
child health is virtually non-existent in the health literature. Work in this area has
the very real possibility of yielding currently inconceivable insights and valuable
new knowledge that will ultimately benefit the health and improve the care all the
worlds’ children. As we move forward, as the number and size of the worlds’
urban centers continues to grow, the challenge for scientists, researchers, and
practitioners is to not only determine what makes urban living different, but also
what can make it better.
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Chapter 9

Older Adults

Guardians of Our Cities

Linda Fried and Jeremy Barron

1.0. THE HEALTH STATUS OF OLDER ADULTS IN URBAN AREAS:
ISSUES AND CHALLENGES

1.1. Demography

The American population is aging. The percentage of America’s population that is
age 65 or older will rise from 12% currently to 20% by 2030. Urban populations are
similarly aging and will continue to do so in the coming decades. These trends are
due to the increasing life expectancy both at younger ages and once people reach
65. Primary, secondary, and tertiary prevention along with medical advances are all
contributors to the improved survivorship resulting in the now 76 million strong
Baby Boom cohort.

In 1990, the U.S. Census found that 73% of older men and 77% of older
women live in metropolitan areas (cities and suburbs). Out of 56 million families in
metropolitan areas (cities and suburbs) in the U.S., 10 million families (i.e. 18%)
include at least one member over age 65, according to March 1998 census data
(CPS, 1998). Consistent with U.S. averages, 11.2% of the urban U.S. central city
population is at least 65 years old, and 5.5% of the urban population is at least 75
years old (Eberhart, e al,, 2001). The age distribution of cities and suburbs is simi-
lar. Rural counties have even higher proportions of older adults than urban coun-
ties; 14.7% of the non-metropolitan U.S. population is at least 65 years old.

Cities and inner suburbs have generally experienced population losses in
recent decades, as individuals have migrated to outer suburbs. The number of
older Americans residing in suburbs has increased 19% from 1990 to 2000.
However, the number of older Americans in central cities has remained stable
from 1990 to 2000 (Frey, 2003). In 2002, 25.9% of all older heads of households
lived in a central city, while 51.3% live in a metropolitan area outside of a central
city, and 22.7% live in nonmetropolitan areas (CPS, 2002) (Figure 1). The percent-
age of all older adults who live in central cities has declined from 29% in 1992 to
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Figure 1. Metropolitan Location by Age of Older American Adults, 2001 (Source: U.S. Census Bureau,
2001 American Housing Survey).

26% in 2003, while the absolute number has remained the same. The percentage
of older adults who live in suburbs has increased from 41% to 47% in this period.
However, urban residence is more common among the oldest old (>85 years old),
possibly representing reverse migration to the cities so as to live closer to family as
disability develops.

The poverty rate among older Americans has declined in recent decades.
However, over 15% of older adults have household incomes under $10,000 per year
(Figure 2). The urban elderly poverty rate is 14%, much higher than the 7% rate in
suburban older residents (Frey, 1999). However, urban poverty is not more concen-
trated among the old than the young. In Baltimore City, 10% of persons living below
the poverty level are at least 65 years old, comparable to national figures (U.S.
Census Bureau, 2000). Overall, although cities have a higher percentage of poor
older adults than suburban communities, cities typically have a heterogeneous pop-
ulation that also includes many wealthy older residents (Figure 2).

Older adults from minority populations and foreign-born populations are par-
ticularly overrepresented in urban communities. In 2002, 51.5% of blacks lived in a
central city, compared to 21.1% of non-latino whites (McKinnon, 2003). However,
the black population tends to be younger: 11% of metropolitan-dwelling black
adults are at least age 65, compared to 15% of metropolitan-dwelling white (Saluter,
1994). Older blacks have a 21.9% poverty rate, compared to an 8.1% rate for older
non-latino whites in 2001. In high-poverty urban areas in the U.S, approximately
80% of the population is comprised of racial or ethnic minorities (Geronimus,
2000).

Foreign-born older adults disproportionately live in the Western U.S. and typi-
cally live with family. Poverty rates are higher for older immigrants than for older
native-born Americans. Similarly, older immigrants are much more likely to lack
health insurance than native-born Americans (6% v. 0.8%) (He, 2002). Although
most foreign-born older Americans are European, in the future, older foreign-born



Older Adults 179

40
35 —
30 —
25
S 20
(0]
S 15 O Houston
o 10 — M Baltimore City
O Tacoma
M United States

<$10,000 $25,000 - $49,999 >$100,000
$10,000 - $24,999 $50,000 - $99,999

Household income

Note: Houston, TX and Tacoma, WA data represent primary metropolitan
statistical areas which include cities and inner surburbs.

Figure 2. Income distribution among Householders Age 75 Years and Over in Three cities and in the
United States (Source: U.S. Census 2000: Summary File, self-analysis).

populations will be primarily Latin American and Asian (United Way of Tri-State,
1999).

Women represent both a majority of older Americans and a majority of older
urban adults. In the U.S., the Census Bureau in 1990 calculated 64 men per 100
women age 65 and over in urban communities (Kinsella and Velkoff, 2001). Overall,
56.1% of older adults living in metropolitan areas are married, while 33.3% are wid-
owed, and 5.8% are divorced. This distribution mirrors the marital status distribu-
tion of the total older population. A higher percentage of older men are married
than older women (76.5% v. 42.0%) (Saluter, 1994) (See Figure 3). According to
the 2000 Census, 9.3% of central city households are comprised of older adults liv-
ing alone, compared to 8.4% of suburban households. Rates of living alone mod-
estly rise with advancing age above 65. A much higher proportion of older women
than older men live alone. In 1998, 40.8% of women 65 years of age or older in the
U.S. lived alone, compared to 17.3% of older men (FIFA, 2000).

In 1997, 64% of urban older adults were high school graduates, compared to
71% of suburban older adults. Notably, three-quarters (72%) of urban older
Americans are homeowners (Frey, 1999); in some urban communities, older adults
are the primary homeowners. Public health efforts which enable older people to
maintain enough vigor and independence to remain in their homes have the poten-
tial for broad community benefits, including stability of many urban communities.

In 2001, 61.2% of older Americans in metropolitan areas had private health
insurance over and above Medicare, whereas 68.1% of older adults in nonmetropol-
itan areas had this type of insurance. Approximately 8% of older adults in both
urban and rural communities had Medicaid coverage. In 2001, 15.8% of metropoli-
tan-dwelling Medicare beneficiaries were covered by Medicare managed care pro-
grams, compared to only 3.1% in rural areas (National Center for Health Statistics,
2003).

Although migration by older adults between countries is rare, migration within
the U.S. is fairly common. However, older adults move less frequently than younger
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adults. In recent decades, fit retirees would often move to migration centers like
Florida and Arizona. Some of these individuals eventually move back to their
home communities if they become ill or disabled. In recent years, regional migra-
tion centers (closer to home) and naturally-occurring retirement communities
(streets and neighborhoods with populations aging in place) are also becoming
common.

Florida continues to have cities with the highest percentage of adults over age
65 and over age 85 (U.S. Census Bureau, 2000a). For example, in Clearwater City,
Florida, 21.5% of the population is at least 65 years old and 3.6% of the population
is at least 85 years old, compared to 6.5% and 1.5% respectively in the U.S. as a
whole (U.S. Census Bureau, 2000a). Florida’s Charlotte County, where 34.7% of res-
idents are at least 65 years old, has the highest percentage of older adults of any
large county in the U.S.

Overall, the older population in urban communities can expect to grow in the
coming decades. Within several decades, many urban areas will have similar propor-
tions of older adults to that now found in Florida. At present, minority, immigrant,
and poor populations are disproportionately represented in cities and have special
health needs. However, as affluent and well-educated Baby Boomers age and
increasingly remain in or return to cities, the socioeconomic status of older adults
in cities will evolve, with increasing heterogeneity of resources and needs of urban
older adults.
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1.2. Key Health Issues

Older adults in our rapidly aging society are a highly heterogeneous group. Some indi-
viduals remain active and vigorous into extremely advanced age, while others become
frail or ill much earlier. Some older individuals age in place (possibly with home serv-
ices), others seek assisted living settings, and others require institutionalization. This
heterogeneity leads to different prevention, care, and access needs at different stages
of health. Due to differential resources and environment, attention is required to
understand the characteristics and needs of a variety of population subsets.

1.2.1. Mortality

The most frequently recognized indices of health status are mortality rates and
causes. The top five causes of death, in rank order, among adults over age 65 are
heart disease, cancer, stroke, chronic obstructive pulmonary disease, and pneumo-
nia (Eberhart, et al., 2001). Mortality rates are lowest for older adults in large metro-
politan counties and highest in nonmetropolitan counties (Eberhart, et al., 2001)
(See Figure 4). Although inner cities such as Central Harlem have particularly high
death rates, excessive mortality is seen primarily among children and young adults
rather than older adults (McCord and Freeman, 1990). Death rates from heart dis-
ease and stroke have been falling for 40 and 60 years respectively, due to improved
control of modifiable risk factors and improved treatment (Hunink, et al., 1997).
Among blacks in Southern states, heart disease death rates have declined more sub-
stantially in urban areas than in rural areas (Barnett, et al., 1996).

Although age is considered a strong predictor of mortality, age becomes less
central below age 85 after adjusting for health conditions, health habits, and sociode-
mographic characteristics (Fried, et al., 1998). Rather, subclinical and clinical
diseases, physical activity, smoking, alcohol use, disability, compromised cognition,
income less than $50,000/year, and male gender are the major independent predic-
tors of mortality in old age; they confer additive risk. Notably, education levels of
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high school or greater are associated with 40% decreased mortality rates even to the
oldest ages, however, this association loses significance after adjusting for income.
Adjusting for all of the above factors including age, male gender is associated with
2.3-fold increased risk of mortality among people at least 65 years old. This finding is
consistent with the evidence that older men are more likely to die from chronic dis-
ease earlier than women, while women are more likely to live with these diseases and
their resultant disability.

All of the leading causes of death among older Americans, except for pneumo-
nia and influenza, are chronic conditions. In fact, the prevalence of chronic condi-
tions that people live with, i.e. morbidity, is increasing. Eighty percent of people 65
years and older have one or more chronic diseases, 50% have two or more, and 48%
have three or more, among community-dwelling older adults.

1.2.2. Morbidity

This underestimates the overall prevalence of serious chronic illnesses, as 5% of
older adults reside in nursing homes due to these diseases and their resulting dis-
ability. The major chronic conditions associated with aging include both chronic
diseases and geriatric conditions such as falls, frailty and incontinence. The preva-
lence of chronic disease increases substantially with age, so that by age 65 and older
over 50% of older adults report arthritis, 30% report heart disease, 14% have a can-
cer diagnosis, 10% report diabetes, and 7% have prevalent stroke histories. The
prevalence of these chronic diseases increases after age 65. The prevalence of mod-
erate or severe memory impairment also rises with age with estimates for those 85
and older ranging approximately 35% for women and 37% for men (Fried, 2004).
Between 20 and 50% of all persons with these chronic diseases are 65 and older,
depending on the disease, so that screening for risk of these diseases and interven-
tion to prevent their consequences is an important issue for this older age group
and for improving health associated with aging. Screening approaches also need to
change with age for a variety of reasons: First, risk factors may change with age and
dictate altered approaches. Thus, evidence from the Cardiovascular Health Study
indicates that the most effective way to identify people 65 and older who are at risk
of cardiovascular disease is by identifying those with subclinical disease; in this
group, risk factor modification is likely to be beneficial. Those without subclinical
disease by this age appear to be at very low risk. Second, because many older adults
have multiple diseases and health problems, positive findings on screening may
need to be considered in light of prognosis from other diseases and patient priori-
ties in deciding how to balance potentially competing therapies for multiple condi-
tions in order to arrive at a therapeutic regimen that is feasible for the individual.
Geriatric conditions also become increasingly prevalent with increasing age.
These conditions are multifactorial in etiology, and generally are not distinct patho-
logic entities in the way that diseases are defined. They include falls, which occur in
one-third of older adults annually; frailty, a wasting syndrome which is clinically
prevalent in 7% of those 65 and older; and incontinence, prevalent in 8-9%; all of
these rates are described for community-dwelling older adults. Falls are problematic
in themselves, leading to serious injuries and conferring a high risk of mortality
(Tinetti, et al., 1988). Frailty has been shown to identify a group at very high risk of
mortality, falls, disability, and hospitalization (Fried, et al., 2001). Incontinence,
along with falls and frailty, are all risk factors for need for long-term care. All are
identifiable by new screening methods, and appear responsive to interventions.
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Syndromes such as incontinence and falls are common in frail older adults.
Urinary incontinence is very common, particularly in disabled individuals. For
example, in a sample of the one-third most disabled community-dwelling older
women in eastern Baltimore City, the prevalence of urinary incontinence in the past
month was 54% (Guralnik, et al., 1995). One-third of older adults fall each year. Falls
are associated with serious injuries as well as with institutionalization and mortality.
The U.S. Preventive Services Task Force recommends screening for fall risk in adults
75 years and older; screening and risk factor modifications have been shown to have
substantial impact in decreasing risk of falls and serious injuries (Tinetti, ¢t al., 1988).

The prevalence of dementia also rises with advanced age from 5% at ages 75-79
to 20-30% in adults over age 85. These rates may be higher among blacks than
among whites, perhaps due to educational differences. Alzheimer’s disease is the
most common cause for dementia in older adults. However, new data from the
Cardiovascular Health Study indicates that vascular disease is a much more com-
mon cause of dementia than previously thought. Almost one-third of older adults
without a history of stroke had evidence for infarct-like lesions on brain MRI. In
blacks, stroke is a particularly prominent cause for dementia (Froelich, ez al., 2001).
Depression is also extremely common among older adults. Although women are
diagnosed with depression more often than men, the prevalence becomes similar
between genders among the oldest old (FIFA, 2000).

Common conditions vary in prevalence according to race and ethnicity. For
example, in 1995, blacks over age 70 reported a 67% prevalence of arthritis, while
58% of non-latino whites and 50% latinos reported arthritis (FIFA, 2000). Blacks
also display higher rates of hypertension, which likely contributes to a higher risk of
stroke. Older latinos and blacks have comparably high rates of diabetes mellitus.

Given the high rates of comorbidity among the older population, many older
adults are prescribed a large number of medications. These complicated medical
regimens are difficult for older patients to take correctly and also difficult for many
to afford. As a result, adherence to prescribed medication regimens declines with
increasing numbers of medications.

The health consequences of comorbidity are only beginning to be understood.
In particular, the number of diseases present, and particular pairs of diseases, such
as osteoarthritis and heart disease, confer greatly increased risk of disability (Fried,
2004). Chronic diseases individually and the high rates of comorbidity are major
risk factors for disability and loss of independence with age.

1.2.3. Disability

Disability refers to physical or cognitive limitations to an individual’s ability to per-
form essential or socially defined roles. Disability occurs when a person’s capabilities
are unable to match either the tasks or environmental demands, and the individual
has difficulty performing necessary or desired tasks and activities. Disability is a
feared condition in late life and a risk factor for loss of independence, institutional-
ization, social isolation, and financial devastation. In 2001, 6.1% of metropolitan
older adults reported limitations in activities of daily living, i.e. basic self-care tasks
including bathing, dressing, and toileting, compared to 7.3% of older adults outside
of metropolitan areas. Similarly, 12.2% of older adults in metropolitan areas
reported limitations in instrumental activities of daily living, such as meal prepara-
tion, shopping, or using the telephone, while 13.7% of non-metropolitan older
adults described these limitations (National Center for Health Statistics, 2003).
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A higher percentage of blacks than whites over age 70 reported inability to perform
atleast one of nine physical activities such as walking or stooping (32.6% v. 24.6%) in
1995 (FIFA, 2000) (See Figure 5). Furthermore, in a comparison of inner city St.
Louis and the U.S. population, inner city older blacks are more likely to live alone, be
disabled, and describe poor health than other older blacks (Miller, ez al., 1996). Rates
of disability appear to be a major component in the growing disparity as in health
between older blacks and whites (Clark, 1997).

Disability in older adults is primarily an outcome of chronic diseases and geri-
atric conditions, exacerbated by environmental conditions, such as the presence of
stairs for a person who has difficulty climbing stairs, and access to resources — from
social support to transportation to prescription medicines and effective secondary
and tertiary prevention. Approximately one-third of community-dwelling older
adults report difficulty walking, one aspect of disability, while almost 20% report dif-
ficulty doing the tasks of household management, such as shopping, meal prepara-
tion, and financial management, essential to living independently in one’s home.
Almost 20% report difficulty with basic self care tasks such as bathing or dressing.
Difficulty in these tasks is a risk factor for becoming dependent, i.e. being unable to
perform these tasks without assistance. On the other hand, environmental or per-
sonal modifications can permit the individual to compensate for limitations and be
able to continue to live independently. Many aspects of urban living, such as apart-
ment buildings with elevators, facilitate preservation of independence.

1.24. Prevention Strategies

Primary, secondary, and tertiary prevention and health promotion strategies are
cornerstones of management for older adults with chronic disease and geriatric
conditions, with or without resulting disability. This includes the recommendations
of the U.S. Preventive Services Task Force for asymptomatic older adults, and a
range of public health and clinical approaches to improved management of chronic
conditions. Interventions like these are important to ameliorate the risk factors
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for loss of independence and the need for long-term care, and for improving quality
of life.

Prevention is also important for acute illnesses such as influenza or pneumo-
coccal pneumonia. Influenza causes 20,000-40,000 deaths each year, and 90% occur
in adults over age 65. Pneumococcal disease continues to be a major infectious dis-
ease in the U.S., causing 40,000 deaths per year. The case fatality rate for severe
pneumococcal infections with bacteremia is 25-35%. Older adults are dispropor-
tionately affected by this serious illness (Robison, et al., 2001) and have higher mor-
tality rates; this risk increases in congregate housing facilities, such as nursing
homes. Unfortunately, because antibiotic resistance is high in large hospitals, urban
adults may have a higher incidence of resistant infections than rural adults (Panlilio
et al., 1992). However, suburban residents seem to have high rates of resistant pneu-
mococcal infection, possibly due to access to care and physician prescribing prac-
tices (Hofmann, et al., 1995). The U.S. Preventive Services Task Force recommends
that all older adults receive the influenza vaccine annually and the pneumococcal
vaccine once after reaching age 65.

Meanwhile, as a result of improved treatment regimens, HIV will become more
prevalent among older adults in coming decades, and will continue to affect urban
communities disproportionately. This emerging cohort will have unique medical
and social needs. Already, 11% of Americans diagnosed with HIV are at least age 50
(CDC, 2001). Forty-nine percent of men over age 50 with AIDS and 70% of women
over age 50 with AIDS are black or latino.

Controlling disease risk factors can prevent the onset of disease and prevent
disease complications. For example, primary and secondary prevention have sub-
stantial potential to reduce vascular dementia through blood pressure and cardio-
vascular disease prevention and management. Multifactorial interventions to
address risk factors can also prevent incontinence and falls and there is mounting
evidence that strengthening exercise is important to the prevention and treatment
of frailty. In order to achieve maximal benefit from disease prevention interven-
tions, it is necessary to screen high risk populations, including those at risk of pro-
gression or recurrence of existing health conditions.

Older adults are disproportionately large users of health care, universally and
also in cities. Although only 13% of the American population is at least 65 years old,
this group accounts for almost half of inpatient hospital days. Health care utilization
is similar in rural and metropolitan communities. For example, older adults in met-
ropolitan areas had 286.8 discharges from short-stay hospitals per 1,000 people
while older adults in nonmetropolitan areas had 295.8 discharges per 1,000 people.
Older adults in rural communities experienced slightly shorter length of hospital
stays than did urban older adults (5.2 days v. 5.5 days) (National Center for Health
Statistics, 2003). The proportion of older adults living in nursing homes in major
cities is comparable to national rates.

2.0. HOW URBAN LIVING MAY AFFECT THE HEALTH OF OLDER
ADULTS

Characteristics of urban communities can both positively and negatively influence the
health and independent functioning of older adults. Most obviously, the urban envi-
ronment can present a variety of challenges for maintaining and promoting
the health of older adults. Air pollution, substandard housing, street crime, traffic,
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and weakened neighborhood institutions form a legion of health and social chal-
lenges for all citizens, particularly the most vulnerable. On the other hand, urban
environments can provide greater mobility due to public transportation, buildings
with elevators, community transport vans, and increased density and access to cultural
stimulation and health care access. Urban environments also provide greater access to
community services and support intergenerational interaction as well as opportuni-
ties for social engagement and stimulation. We review some of the salient issues below.

2.1. Physical Environment

Older adults as well as children are more sensitive to urban environmental threats
like air pollution than are middle-aged adults. High levels of ground level ozone
(Delfino, et al., 1998) and particulate matter have been associated with morbidity
(such as from respiratory disease) and mortality among the urban elderly
(Schwartz, 1994). Ground level ozone is generated by car exhaust, while particulate
matter is released from factories and energy plants. Asthma and other respiratory
illnesses cause severe morbidity and mortality among urban older adults and are
exacerbated by air pollution. An example of this impact is that asthma hospitaliza-
tion rates in 1996 in Chicago were twice as high as in the surrounding suburbs
(Thomas and Williams, 1999). Exposure to particulate matter is associated with
overall increases in both hospitalizations and outpatient care among older urban
adults. In a comparison of most polluted and least polluted metropolitan areas, the
most polluted areas have 18% higher outpatient costs for whites age 65-84 and 7%
higher inpatient care costs (Fuchs and Frank, 2002). Code red air days are a health
threat for vulnerable older people.

Another risk of the physical environment is overcrowding (Howden-Chapman,
2004). Crowding is particularly a concern among immigrant populations.
Overcrowding increases transmission of infectious diseases and often increases
noise and stress. Noise pollution from traffic or crowding which interrupts sleep can
be an important problem for older adults who are awakened easily due to reduced
stage IV sleep.

Urban residents living in impoverished areas often have excellent neighbor-
hood access to liquor stores and pawn shops but poor access to markets selling
affordable healthy food. Notably, few older urban adults meet dietary recommenda-
tions (Tangney, 2000) for grains, vegetables, and dairy products. Approximately 40-
50% of older adults are undernourished. Possibly due to high poverty rates, older
adults in cities, particularly in Southern states, have higher rates of hunger and food
insecurity than other older adults (Nord, 2002).

Older adults have a great fear of street crime, although young people are vic-
timized more often. Fear of violence or intimidation has been reported to limit
physical activity and promote social isolation. Factors such as loneliness are associ-
ated with fear of crime in the neighborhood as well as in the home (Bazargan,
1994). Older adults living in cities are also frequent targets for fraud, from telemar-
keters and others. Twenty-seven percent of 200 Houston senior center participants
reported being victimized by fraud (Otiniano, et al., 2002). Such victimization
increases feelings of fear, guilt, and self-doubt. Finally, the terrorist attack of
September 11, 2001 traumatized the nation’s populace, including older adults, and
reminds us of a new threat to urban communities. The different ways that older
adults, and children, are particularly vulnerable to threats of bioterrorism and as
well as targeted methods to safeguard these groups, remain to be addressed.
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2.2. Housing

Housing conditions affect the health of older urban adults. Older adults have the
highest rates of being homeowners. In New York City, 27% of homeowners are at
least 65 years old (U.S. Census Bureau, 2002), approximately twice as high as the
percentage of older residents. The proportion of female homeowners who are at
least 65 years old in this survey is slightly greater than the proportion of older male
homeowners (14.4 versus 12.7%). Older blacks have lower rates of home ownership
than whites (U.S. Census Bureau, 1995). Older adults who are homeowners in
urban communities often have homes that are old and possess outdated plumbing
and electrical systems (See Figure 6). Effective heating and air conditioning is criti-
cal for older adults who lack the physiologic and social mechanisms to compensate
for threatening climates. Hundreds of older urban adults died during recent heat
waves in Chicago and in Paris (e.g., Naughton et al., 2002). Physical housing prob-
lems are most common among old minority seniors. One of every six older blacks
lives in inadequate housing (defined as moderate to severe physical problems),
compared to one of every 23 older whites, according to a 1995 U.S. government
survey (U.S HUD, 1999), and certainly the black population is more concentrated
in central cities. Due to the frequency of inadequate electrical and heating systems,
poor (Mierley and Baker, 1983), older (Istre, e al., 2001) urban adults are dispro-
portionately injured and killed in house fires (See Figure 7). Many urban resi-
dences have unhealthy characteristics, according to a study of six U.S. cities
(Muller, et al., 2002).
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Figure 7. Fire Injuries by Age Group (Source: Istre, 2001).

There is evidence that many older homeowners have difficulty maintaining
housing stock, due both to financial considerations and physical limitations. This
can result in poorly maintained and unhealthful homes with increasing risk of acci-
dents, fires, and injuries. These poorly maintained homes are a threat to the neigh-
borhood’s security and value. Also, older homes are typically not designed for access
by disabled individuals. These homes often have narrow doorways and lack first
floor bathrooms. A health event such as a stroke may trigger institutionalization
unless the home can be modified for wheelchair use, etc. Often, healthy home buy-
ers do not plan for future mobility disability or difficulties with activities of daily liv-
ing when comparing homes. Finally, because a home with a paid mortgage is a
major component of household wealth for many older adults, a deteriorating home
or neighborhood substantially diminishes a person’s total assets.

2.3. Transportation

Residents of cities with public transportation have less need to drive, a benefit for
many older adults. In addition, cities often offer access to services within walking
distance. Although older adults rely on personal vehicles as frequently as younger
adults, older drivers take fewer and shorter trips (Collia, et al., 2003).

Aging is associated with decreased peripheral vision, slowed reaction times, and
sometimes other sensory, physical, or cognitive impairments, which make driving
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hazardous. These physiologic alterations can add to the challenge of driving in cen-
tral cities such as navigating difficult traffic patterns, sitting in traffic jams with fre-
quent stops and starts, and fighting for parking close to the home. Motor vehicle
collisions involving older drivers are more likely to occur at intersections than colli-
sions involving younger drivers. Overall, the number of older Americans killed in
traffic accidents increased 27% from 1991 to 2001 (TRIP, 2003).

A study of urban older adults who have recently stopped driving found that all
of them had motor vehicle collisions before forfeiting a driver’s license and most
described immobility and loneliness (Johnson, 1999). For these individuals, family
and friends were often not available to provide transportation. Fortunately, many
cities provide excellent mass transit options, compared to suburban and non-
metropolitan settings. These transportation alternatives can prevent isolation or
dependency of older adults who have curtailed or eliminated driving.
Unfortunately, however, older adults are walking and using public transportation
less frequently than twenty years ago, even in urban communities (Glasgow, 2000).
Many transit systems have noted ridership declines (Mason, 1998). Suburban
sprawl and lack of persistent public investment in transit probably contribute to
this decline. Although common in Europe, walking and bicycling are very rare
among older Americans (See Figure 8). Moreover, many cities in the West and
Southwest that have recently seen a dramatic rise in numbers of older citizens have
poor transit systems. When vigorous older individuals stop driving in these settings,
they face significant isolation unless they relocate or unless new services are
provided (Frey, 1999).

German
60 y

)]
o
L

40 -
(0]
<4
= H Bicycli
€ 3. |cyc. ing
o OWalking
& United States

20 A

I 1
10 A

0 ﬂ T ﬂ T m T H T T
16-24 25-39 40-64 >65 18-44 45-64 65-74 >75
Age
Note: Data from the US Department of Transportation, Federal Highway

Administration surveys,and German Ministry of Transport

Figure 8. Percentage of Trips in Urban Areas Made by Walking and Bicycling in the United States and
Germany, by Age Group, 1995 (Source: Pucher 2003).



190 Linda Fried and Jeremy Barron

Heavy traffic is a danger to pedestrians, particularly to older people. Although
they spend less time as pedestrians than younger adults, in 2000, older adults
accounted for 21% of pedestrian deaths (NHTSA, 2001). Older adults have the
highest pedestrian-motor vehicle collision mortality rate. Although older adults are
more cautious pedestrians, slowed walking speed contributes strongly to their high
risk (Oxley, et al., 1997). Traffic signals are helpful in preventing motor vehicle colli-
sions involving older pedestrians (Koepsell, et al., 2002). Unfortunately, electronic
walk signs often do not provide the time needed by older adults with slower walking
speeds so that they can cross the street safely.

2.4. Activities of Older Adults

There is increasing evidence that, for urban older adults, high frequency of partici-
pation in leisure and productive activities is associated with improved health and
reduced depression due to a positive sense of agency (Herzog, et al., 1998). Older
urban adults have more opportunities than those in the suburbs for socializing with
neighbors and participation in group activities (Felton, et al., 1981). However, fears
of crime, increased prevalence of abandoned homes, and decreased neighborhood
social capital have diminished the communication and interaction between neigh-
bors in many urban communities. Cities often have a cadre of senior centers offer-
ing social activities as well as health screenings. National survey data suggests that
participation in senior center activities is most common among older, poorly edu-
cated, nonwhite, and socially active seniors (Sabin, 1993). Many senior centers are
focused on activities for frail older adults, with few options for the vast majority of
community-dwelling older adults who are not frail. In the last decade, slot machine
gambling has become an increasingly accessible and desirable social activity for
older adults in cities. Liberalization of state gambling laws has triggered an increase
in the number of older adults who gamble (Petry, 2002), as well as an increase in
numbers seeking treatment for problem gambling.

The percentage of men who continue to do paid work at age 65 has declined
steadily for 50 years, but recently has plateaued. In 1999, the labor force participa-
tion rate for men at least 65 years old was 16.9%, a figure slightly higher than in
1985. The 1999 labor force participation rate for older women was 8.9% (Purcell,
2000). Older adults who continue in the workforce beyond usual retirement age
typically either cannot financially afford to retire or are self-employed.

Many older adults have caregiving responsibilities. An increasing percentage of
children in cities are being raised by grandparents with neither of the parents in the
home (Bryson and Casper, 1999). Although caregiving is associated with stress,
depression, and neglect of medical needs, it can also provide a sense of purpose and
value (Kramer, 1997).

There is also evidence that 30% of older adults would like to be engaged in vol-
unteer activities or other productive activities, but are not. There is a substantial
structural lag (Riley, et al., 1994) between the needs and desires to remain produc-
tively engaged in society and the dearth of such meaningful roles available for older
adults. For many adults, post-retirement years are a time to “give back.” According
to Erik and JoAnn Erikson’s theories of late life development, (Erickson, et al.,
1986) fulfillment of this need, being generative and leaving one’s legacy, are impor-
tant to a sense of meaning in one’s life and “successful” aging. This suggests tremen-
dous potential for contributions of our aging population to the well-being of our
cities, which is, as yet, unrealized.
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2.5. Access to Health Care

Vulnerable older urban adults disproportionately receive medical care from aca-
demic medical centers, typically located in urban centers (Kahn, et al., 1994). These
academic medical centers are often sources of high-quality care (Ayanian and
Weissman, 2002), and improved outcomes, potentially due to greater expertise, vol-
ume, or more technology. Also, urban density means better access to a more diverse
set of health care institutions than in rural settings.

However, older adults with inadequate or no health insurance are less likely to
receive consistent primary care, where preventive services and meaningful chronic
disease care are typically delivered. Older blacks receive fewer preventive services
than older whites, and the least affluent receive fewer preventive services than the
more affluent (Gornick, ef al., 1996). For example, older blacks are less likely to be
vaccinated against influenza than whites. Thus, some older urban adults may be at
risk for a variety of preventable adverse health outcomes due to limitations of the
urban health delivery system. The U.S. health care system is organized primarily for
provision of acute medical care, rather than the chronic care of older adults’ health
conditions. Acute care often does not include attention to, or reimbursement of
providers for the prevention, chronic disease management, and care coordination
that improve health outcomes, for older adults with chronic diseases.

3.0. HOW OLDER ADULTS CONTRIBUTE TO THE HEALTH
OF THEIR COMMUNITIES

In successful communities, older adults are often the glue that dynamically binds
together a family and a neighborhood. The varied contributions of older adults to a
community reflect the heterogeneity of this population. A substantial proportion of
homeowners in urban communities are older adults. As homeowners, these older
adults have a stake in preserving the quality of the neighborhood and the value of
their property. They therefore often provide necessary social capital by serving as
guardians and observers in neighborhoods. Because social cohesion in a commu-
nity is associated with lower rates of violence (Sampson et al., 1997), older adults can
be important contributors to increased neighborhood safety.

Similarly, because they are less likely to migrate than younger adults, seniors
provide stability in a family and neighborhood. These stabilizing forces provide
moral leadership and mentoring for younger family members as well as others in
the neighborhood. Households led by a person at least 65 years old have a lower risk
of being victims of property crime than households headed by someone under age
65 (FIFA, 2000). Conversely, when these citizens become too frail to maintain their
homes, communities suffer. Declines in health, declines in physical function, and
home deterioration can lead to migration out of the community to institutional
care or to a family member’s home. Investments in disease and disability prevention
as well as investments in home maintenance are likely to keep people in their homes
and preserve housing stock and neighborhood stability.

While many young adults leave the city, healthy affluent retired adults often
return in order to take advantage of cultural attractions (Mulrine, 1999). For exam-
ple, the Upper West Side of Manhattan and Friendship Heights in Washington DC
have large populations of older adults. These vigorous and affluent retirees bring
resources into the city through property taxes, discretionary spending, and charita-
ble contributions including support of cultural activities.
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As noted above, older adults, particularly women, are frequent volunteers in
urban communities, bringing services and support to many others. Older people
who do not do paid work or formal volunteering often serve as informal caregivers,
providing important care to spouses or to grandchildren. Thus, older adults bring
substantial social and financial capital, as well as neighborhood stability, to urban
communities.

4.0. BUILDING NEW URBAN COMMUNITIES THAT WILL IMPROVE
THE HEALTH OF OLDER ADULTS

Structural lag refers to the time delay between the onset of a change in population
needs and the political and social mobilization to address these needs (Riley et al.,
1994). There is a profound challenge ahead for our aging society due to structural
lag in the development and support of institutions, services, and infrastructure to
promote the health, well-being, and engagement of older adults. Prevention strate-
gies can guide policies to address the structural lag in our response to the aging of
our society. Exploiting the strengths of urban communities, such as public trans-
portation, population density, and the presence of academic medical centers, can
overcome barriers to optimum health and health care for an aging population (See
Table 1).

4.1. Environmental Engineering

Given a variety of residential options, many people would like to live in a home in a
small town or a community with a small town’s characteristics: people are friendly
and most destinations are in walking distance. To support older adults’ ability to
reside in cities, cities would do well to adopt zoning strategies that encourage homes
being near supermarkets and shopping opportunities, as well as libraries, schools,
senior centers, and other opportunities for engagement. Such zoning policies
empower all citizens to participate easily in the life of the community. The ideal city
reflects civic virtues and encourages each person to achieve full growth and poten-
tial (Jennings, 2001).

A healthy urban environment needs to contain sufficient green space to pro-
vide opportunities for pleasurable and social leisure-time physical activity. Such

Table 1. Urban Opportunities and Challenges

Opportunities Challenges

Population density Poverty

Mass transit Low opportunities to harness
Academic medical centers social capital

Density of community services Crime

Arts/Culture Old homes

Industry/Jobs Pollution

Universities Lack of green space

Access to opportunities to remain productive Access to grocery stores in poorer

and engaged neighborhoods
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green spaces would promote the health of older adults (Takano, et al., 2002) as long
as they are safe.

Mixed use zoning, permitting proximity of commercial and residential proper-
ties, would reduce the need for automobiles and promote physical activity.
Adequate urban public transportation and paratransit services also enable more
people to stay integrated in the community and increase incentives for unsafe driv-
ers to surrender their car keys. Increasing transit ridership among older adults
requires frequently serviced and useful routes and comfortable vehicles.

To protect older pedestrians, ensuring long enough walk signs to allow people
to cross the street or reach a median safe area is important. Also, widening sidewalks
and placing more benches on sidewalks would make walking easier for frail or dis-
abled older people, providing stopping points as needed.

Modern homes should be accessible for the individual, with first floor bath-
rooms, wide doorways and, potentially, ramps to the outdoors. Prospective home
buyers should be informed of the accessibility of a home to disabled individuals. In
older homes where adults wish to “age in place,” home modifications will likely be
needed in the event of temporary or permanent disability. These older homeown-
ers may need financial or physical assistance to maintain a home in good condition.
Public-private partnerships may be the most practical and sustainable mechanism to
facilitate home repairs and modifications.

4.2. Social Mobilization

As a society, we are confronted by the new phenomenon of the “third age”: the
one-third of life that people will be living after retirement. Roles and responsibili-
ties in this third age are in need of development. It is critical to recognize, from a
public health point of view, that older adults’ health is positively affected by
remaining active and engaged in meaningful activities that have an impact and
“give back” to society (for example, see Erikson et al.). At the same time, we have
profound unmet social needs to which older adults could bring social capital in a
mutually beneficial relationship. In fact, for cities, older adults could be the “only
increasing natural resource” (Fried et al, 2000). Recognizing the needs and
desires of older adults to remain active and generative and developing institutions
that facilitate this will serve to promote the health of our aging population (Fried,
et al, 1997).

There are a number of examples of new models of volunteerism as well as
phased retirement that are being developed in response to these challenges. One
model for a volunteer program that was intentionally developed as a health promo-
tion program for the older volunteers while creating roles with high impact for soci-
ety is the Experience Corps (Fried, 2004; Freedman and Fried, 1999). This program
places a critical mass of older adult volunteers in public elementary schools in a
high intensity model (15 hours per week) in roles designed to significantly improve
academic outcomes for children. At the same time, the program is intentionally
designed to increase physical, social, and cognitive activity for the older volunteers
as well as provide opportunities for regular, structured activities and to leave a
legacy. There is early evidence from this program that this multi-risk factor modifi-
cation approach may be effective in prevention of disability and loss of independ-
ence with aging (Fried, 2004). This type of intervention provides a vehicle for
health promotion to many older adults who would not otherwise participate in
long-term health promotion activities.
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4.3. Chronic Care Reform and Disease Prevention

Maintaining the health of older urban adults with chronic illness requires effective
chronic disease management, as well as care that is well-coordinated between health
care providers in health facilities and health care providers at home. Effective
chronic disease management and prevention or minimization of disability requires
a spectrum of approaches. For example, individuals with chronic illness benefit
from education in managing their own diseases. Such disease management
approaches have demonstrated the ability to improve health status without increas-
ing health costs (Phelan, et al., 2002). Physicians, nurses, educators, and community
health workers all can contribute to disease management programs designed to pre-
vent disability, institutionalization, and death. The urban environment, with a high
density of providers, can facilitate communication and effective coordination of
care, including case management and discharge planning. One example of success-
ful coordination is a discharge planning and home visit intervention for hospital-
ized older adults in Philadelphia which reduced rehospitalization rates as well as
health care costs (Naylor, et al., 1999).

In older adults, prevention has demonstrated to be effective in reducing death
from conditions including cardiovascular disease, colon cancer, and influenza.
Prevention strategies such as physical activity have also improved quality of life in
older adults of varying health status and appear to be important in prevention of
frailty and loss of independence with aging, improving both physical function and
well-being and cognitive function. The U.S. Preventive Services Task Force recom-
mends a variety of screening and counseling interventions for older adults.
Although individual-level prevention is often practiced effectively by clinicians,
these strategies are not sufficient to benefit all urban seniors. The reason that these
strategies are designed for periodic screenings of asymptomatic older adults, and
some case findings. These need to be coupled with “community-based” health edu-
cation and screening and secondary and tertiary prevention of progression of dis-
ease and of disability. Home-level prevention strategies such as effective air
conditioning and accessible bathrooms and kitchens are a critical component of the
prevention continuum important to supporting maintenance of ability to function
independently in one’s home with aging.

4.4. Health System Reform

American health systems will need to be reinvented to provide optimum care for
older urban adults, as well as effective chronic disease care broadly. New models
of care delivery for frail older adults feature interdisciplinary teams that
coordinate care between providers and between care settings. The Program of All-
inclusive Care for the Elderly (PACE) is an example of a care model that serves frail,
chronically ill, older urban adults well (Eng, ¢t al., 1997). PACE programs, centered
on an adult day center, serve as medical provider and insurer and coordinate com-
munity services to maintain functioning and independence. Meanwhile, adult day
centers themselves are increasingly utilized, with nearly 75% being located in urban
areas. These day centers typically are private, not for profit, and sponsored by a
church, nursing home, or other organization (Wacker, et al., 1998). These day care
centers provide both social services and limited medical services for community-
dwelling older adults. Day centers offer frail older adults a chance for social interac-
tion as well as an opportunity to be evaluated by trained staff who can screen for
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problems and hopefully prevent progression of illness and disability, and hospital-
izations. The respite and support provided by day centers and PACE programs
serves to prevent unnecessary institutionalization and, in many instances, offer
models for long term care at home.

Programs which support people remaining in the home and community rather
than being institutionalized when long term care is needed are increasingly favored
for social as well as economic reasons. Cities are potentially well-positioned to
develop assisted living and life care communities for non-driving older adults due to
proximity to necessary health and social services as well as to cultural attractions.
Land acquisition and zoning are current barriers to building such communities in
cities. New York State has been investing (with federal funds) in maintaining the
health and quality of life of older adults in naturally occurring retirement commu-
nities, particularly in New York City (Pine and Pine, 2002). Low-income individuals
aging in a subsidized building not designated as senior housing receive heath and
care management services as well as social and educational opportunities.

4.5. End of Life Care

The support of family and close friends can help to maintain dignity at the end of
life. 40% of baby boomers will require at least a brief nursing home stay during their
lives. Urban long-term care facilities tend to be large, and Medicaid is the dominant
payer for nursing home care. Dementia patients who reside in urban nursing homes
are 14% more likely than similar patients in non-urban areas to have a feeding tube,
either due to greater access to care or due to other factors (Mitchell, et al., 2003).
Although such institutional care may well be depersonalized, communal living in
proximity to family and friends with opportunities for outside excursions could
make urban nursing homes preferred. Additionally, the highest rate of hospice use
is in large urban areas (Virnig, et al., 2004). At the end of life, urban hospice pro-
grams can provide attentive, compassionate care. Because most hospice care is
provided in the home rather than in inpatient settings, a dense population is most
conducive to a successful and responsive hospice program.

5.0. CONCLUSION

Individuals as well as society can take important steps to influence health and well-
being later in life. Robust aging requires either good health and good functioning
or the ability to manage chronic health conditions and compensate for functional
difficulties. As they age, people can remain engaged with family, community, and
society — and this is important to well-being with aging. Cities of the future will need
to develop innovative environments that enhance autonomy and support the func-
tion, engagement and well-being of older people at different levels of health status.
Urban communities can create networks of health and social programs that provide
the optimum continuum of care and opportunities for older adults.

There are numerous models of innovative health and social programs which, if
scaled up, could beneficially affect older adults in urban settings, and potentially
prevent out-migration after retirement. Programs which improve the health of
older urban adults may benefit from public-private partnerships to shoulder the
burdens of leadership and financing. Government, the non-profit sector, and pri-
vate industry all have an interest in strengthening the health of older urban adults.
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Public health education interventions can promote healthy behaviors and self-man-
agement of disease, as well as the appropriate use of medical care. Cities offer dis-
tinct opportunities for providing integration of clinical care with community
services that can provide meals, transportation, home repairs, and opportunities for
social engagement for older adults at different levels of health status. Because of the
location of academic health centers along with the public health system in urban
settings, there is great potential for collaboration in development of more effective
and novel integrated health care delivery systems that span the home, community,
and health care delivery sites. Thoughtful, creative research will improve our ability
to determine best practices for improving the lives of older adults in urban settings.
Community-based participatory research allows investigators to evaluate strategies
for translating clinical and public health knowledge into improved community care.
This research can answer important questions and can be sustained with commu-
nity commitment and leadership.
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Chapter 1 O

The Health of Urban Populations
in Developing Countries

An Overview

Mark R. Montgomery and Alex C. Ezeh

1.0. INTRODUCTION

In the next thirty years, the developing countries of Africa and Asia are likely to
cross an historic threshold, becoming, for the first time, more urban than rural
(United Nations, 2003). In so doing, they will join the great majority of countries
in Latin America, a region that is already as urbanized as North America and
Europe. As the developing world converges to the developed world in its urban
percentages, one might expect to see an accompanying transition in the dominant
concepts, methods, and central concerns of health research. Surely, one would
think, the upsurge of interest in social epidemiology that has so marked the
developed-country literature over the past decade must also have been evident in
the developing-country literature. The implications for health of socioeconomic
inequality, relative deprivation, neighborhood effects, segregation, and poverty
would seem, if anything, even more likely to be vividly expressed in the cities of
poor countries than in the cities of the West. It is therefore somewhat disconcert-
ing to find comparatively little research underway for poor countries in which
these perspectives and concepts figure centrally in empirical studies of urban
health. At least where these themes are concerned, the health literature remains
oddly compartmentalized.

Chapter 17 explores the potential for the concepts and methodological tools of
urban social epidemiology to be applied in the cities of poor countries. In the cur-
rent chapter we sketch the health context in which such concepts may be explored.
Urban health in poor countries is a very large topic, of course, and no single chapter
can begin to do it justice. To focus our efforts, we refer the reader seeking more on
the big picture to a recent National Research Council report (Panel on Urban
Population Dynamics, 2003), which gives a lengthy review of urban health in poor
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countries. In what follows, we first describe the urban demographic transition in
more detail, indicating how, in company with other new currents in economic devel-
opment, this transition may bring attention to bear on the health of city-dwellers in
poor countries. We proceed to describe, in very broad strokes, the nature of urban
health conditions in these countries, and then give attention to specific features of
health environments and behavior that might be profitably studied with social epi-
demiological tools.

2.0. THREE TRANSFORMATIONS

Three transformations are underway that have the potential to bring research and
policy attention to bear on developing-country urban health. The first of these is
the demographic transition mentioned above; the second is the consequence of
new currents of thought in economic development; and the third has to do with the
profound reorganization of political economy now taking place across the develop-
ing world. We begin with the demographic considerations.

Over the next thirty years, the world’s population is expected to grow by nearly
one-third, but this growth will be highly concentrated in the cities and towns of
poor, developing countries (United Nations, 2003). Of the anticipated 2 billion per-
sons to be added to the world’s total by the year 2030, fully 1.9 billion are expected
to reside in the cities and towns of Africa, Asia, and Latin America. Rural population
totals, by contrast, are likely to undergo little net change over the period (see Figure
1) and relatively small changes are also expected for the urban populations of rich
countries. This urban transformation is also evident in national percentages.
Whereas in 1950 less than 20% of the population of poor countries lived in cities
and towns, by 2030 the figure will have risen to nearly 60%. Within a few years,
according to these forecasts, it will no longer be possible to speak of the developing
world as if it were mainly composed of rural villages.
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Figure 1. Distribution of World Population Growth by Urban/Rural and National Income Level
Estimates and Projections for 1950-2030 (Sources: United Nations [2003]; World Bank [20017).
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Today the world as a whole contains 40 cities with populations of 5 million or
more, and 30 of them are found in poor countries. United Nations projections indi-
cate that between 2000 and 2015, a further 19 cities of this size will be added to the
world’s total, and 18 of these will be located in poor countries. In the decades
ahead, the governments of these countries will face daunting challenges in manag-
ing such large cities and improving the health of their residents.

All this may suggest an urban future dominated by very large cities. Yet the
majority of developing-country urban residents will probably reside in much smaller
settlements. Figure 2 shows the number of urban residents who will likely be added
to cities of different sizes over the period 2000 to 2015. As can be seen, the largest
share of the increase will be absorbed by urban areas with fewer than 1 million
inhabitants. In 2015 these towns and cities are expected to account for about 60% of
the developing-country urban total (not shown in the figure). Cities from 1 to 5 mil-
lion in size will house another 26%, leaving just 14% of all urban dwellers in the
largest cities.

As the Panel on Urban Population Dynamics (2003) has shown, smaller urban
places—especially those under 100,000 in population—are notably underserved by
their governments, often lacking electricity, piped water, and adequate waste dis-
posal. Small cities can exhibit environmental and health conditions not unlike
those of rural villages. The sheer scale of the challenge presented by the largest
cities should not cause the health problems of these small cities to be overlooked.

The second transformation that is drawing attention to urban contexts has to
do with the Millennium Development Goals around which the United Nations, the
World Bank, and other major multilaterals have been organizing their efforts. The
theme that unites this enterprise is the need to reduce poverty in the developing
world; its novel feature is the insistence on quantification of development targets
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Figure 2. Net Additions to Urban Population in Developing Countries Over the Period 2000-2015, by
City Size (Source: United Nations [2003]).
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and measures of progress. (See www.un.org/millenniumgoals for further informa-
tion on the Millennium Declaration and its associated goals, specific targets, and
research programs). A number of the targets refer to health but make no explicit
mention of urban health as a distinct area of interest). From an urban perspective,
the most pertinent of the targets is Target 11: to achieve by 2020 “significant
improvements in the lives of at least 100 million slum dwellers”. According to the
most recent estimates (UN-Habitat, 2003a), which are shown by region in Figure 3,
there are some 870 million slum dwellers in the developing world, accounting for
43% of its urban residents. Set against the 870 million total, the ambitions of Target
11 would appear modest indeed. Yet because development agencies and
researchers have long put their emphasis on rural poverty, Target 11 serves as a
pointed reminder of the fact that poor people are also to be found in cities.
Whatever the prospects may be of actually meeting Target 11, substantial payoffs are
already evident from the efforts of the United Nations and its research partners to
quantify the urban component of national poverty.

The third transformation is the result of sweeping changes underway in the
nature of governance in developing countries. We refer to the phenomenon of
decentralization, whereby national governments are transferring to lower-level gov-
ernments many political, fiscal, and administrative responsibilities. Across the devel-
oping world, new local governmental forms and units are proliferating at an
astonishing rate (Chapter 9, Panel on Urban Population Dynamics, 2003). Of
course, in many countries health services are still being delivered through vertically
organized national ministries of health, much as they have been for decades. But in
many others, the decentralization of health services is being actively contemplated
and in some it is already well underway.

Decentralization is often welcomed, but it implies that for some time to come,
health programs will be overseen by new units of municipal, state, and regional
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governments with little-to-no prior experience in health. Local authorities will need
much more by way of spatially disaggregated data to understand the health needs of
their constituents, and ways will have to be found for local governments to pass
information back to the national level to guide the allocation of national health
budgets. One benefit of decentralization may be expected: As it proceeds, the shift
of responsibilities to the local level may at last force recognition of the health
inequities that exist within cities.

3.0. LOOKING BENEATH THE URBAN AVERAGES

On average, as the Panel on Urban Population Dynamics (2003) has shown, city
populations in developing countries exhibit lower levels of child mortality than are
found in rural populations, and similar urban—rural differences are evident across
arange of health indicators. But urban averages can obscure striking within-city
differentials in health—the urban poor often face health risks that are nearly as
bad as those seen in the countryside, and sometimes the risks are decidedly worse.
Figure 4 illustrates this. In the slums of Nairobi, rates of child mortality substan-
tially exceed those found elsewhere in the city; they are high enough even to
exceed rural Kenyan mortality. If urban populations do have an advantage in
health relative to rural populations, then it seems that this advantage must be very
unequally shared.

The Nairobi example suggests that the spatial concentration of poverty may
well exact health penalties beyond those of household poverty alone. As Chapter
17 will discuss, however, not enough research has been conducted in the cities of
developing countries to identify with any confidence the health implications of con-
centrated poverty and neighborhood disadvantage. Moreover, there is a growing
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Figure 4. Comparison of Child Mortality Rates in the Nairobi Slums Sample with Rates for Nairobi,
Other Cities, Rural Areas, and Kenya (Source: African Population and Health Research Center [2002]).
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awareness that the term “slum” is itself far from an adequate description of the
social and economic heterogeneity that marks the neighborhoods of many urban
poor. Careful scholars have generally taken pains to distinguish the population of
the urban poor from the population of slum-dwellers, and they tend to employ the
term “slum” only as convenient shorthand (UN-Habitat, 2003a). Still, the continu-
ing shortage of rigorous quantitative research on neighborhood heterogeneity is
remarkable in view of the emphasis on slums seen in so much of the literature.

4.0. A BRIEF PORTRAIT OF URBAN HEALTH

It is difficult to give any comprehensive account of urban health in the developing
world that considers the full range of risks facing infants, children, adolescents,
prime-age adults, and the elderly. Few developing countries possess reliable vital sta-
tistics systems, and much of what is known and statistically generalizable about
health must therefore be drawn from sample surveys. Surveys are useful vehicles for
the collection of all-cause data on infant and child mortality, to be sure, but they are
less helpful in assessing the risks of adult death. Even for children, survey-based data
on cause of death are generally of doubtful reliability. Some health morbidities—
those with clearly identifiable symptoms—can be effectively investigated through
household surveys of adults and children. (Only recently have systematic measure-
ment efforts been mounted across the developing world. The World Health Survey
program of the World Health Organization (WHO) has fielded a number of surveys
in a wide range of developing countries, but the data from these surveys have not yet
appeared in the public domain. The Demographic and Health Surveys, to be
described below, are restricted to women of reproductive age and their spouses or
partners; hence, they do not gather information on all adults.) Data gathering on
other diseases, however, may require that a physical examination accompany the
interview or necessitate the taking of blood or tissue samples. For these reasons,
broad inferences about mortality levels and the general state of health are possible
for many developing countries, but detailed empirical descriptions of causes of
death and morbidities are simply not available across the board.

4.1. The Epidemiological Transition

Even given the limits on the available data, certain features of morbidity and mortal-
ity are readily discerned. As a rule, infant and child mortality risks in the developing
world substantially exceed those of developed countries, and the burden of disease
is still dominated by communicable causes, although an increasing burden of non-
communicable causes is becoming evident. Mathers, et al., (2004) note that of all
deaths under age 5 world-wide, 97% take place in the developing countries, where
the leading causes of death include perinatal causes (birth asphyxia, birth trauma,
and low birth weight), lower respiratory infections, diarrhoeal disease, malaria,
measles, and HIV/AIDS. In those developing countries classified by WHO as having
high mortality, the leading causes of death for children and adults are roughly as fol-
lows: lower respiratory infections (10% of all deaths), HIV/AIDS (9.6), ischaemic
heart disease (9.3), perinatal conditions (6.6), diarrhoeal diseases (5.5), cerebrovas-
cular disease (5.3), malaria (4.4), tuberculosis (3.6), chronic obstructive pulmonary
disease (2.8), and measles (2.5), as reported by Mathers, ¢t al., (2004). A mix of com-
municable and chronic, non-communicable causes is evident in these figures.
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The epidemiological transition—the process by which non-communicable and
chronic diseases come to supplant communicable diseases in cause-of-death distri-
butions and related health indicators—is occurring unevenly across the developing
world, and for some time to come most developing countries will grapple with sub-
stantial burdens of communicable disease. Nevertheless, there is a perceptible shift
underway in which chronic non-communicable diseases are coming to play an
increasingly important role. As the WHO (2003) writes,

The chronic disease problem is far from being limited to the developed
regions of the world. . . . Although human immunodeficiency virus/
acquired immunodeficiency syndrome (HIV/AIDS), malaria and tuber-
culosis, along with other infectious diseases, still predominate in sub-
Saharan Africa and will do so for the foreseeable future, 79% of all deaths
worldwide that are attributable to chronic diseases are already occurring
in developing countries. . . . It has been projected that, by 2020, . .. 71%
of deaths due to ischaemic heart disease (IHD), 75% of deaths due to
stroke, and 70% of deaths due to diabetes will occur in developing coun-
tries. . . . Indeed, cardiovascular diseases are even now more numerous in
India and China than in all the economically developed countries in the
world put together.

4.2. Urban Burdens of Disease

Unfortunately, the WHO’s Global Burden of Disease project does not supply sepa-
rate rural and urban cause-of-death or morbidity estimates, and evidence on the
urban component of the epidemiological transition can be pieced together only for
selected countries. Considering mortality together with disabilities, Table 1 shows
that for Mexico, the 15 leading causes of disability-adjusted life years (DALYs) lost in
rural and urban areas are much the same, although they follow a different rank
order. Of the top 5 causes in Mexico’s urban areas, three (deaths related to motor

Table 1. Disability-Adjusted Years of Life Lost in Mexico by Cause and Residence (1991
Estimates, Expressed per 1000 Population).

Cause Rural Rural rank Urban Urban rank Rural/Urban
Diarrhea 12.0 1 2.8 9 4.28
Pneumonia 9.3 2 3.9 7 2.39
Homicide and violence 9.2 3 7.4 2 1.23
Motor vehicle-related deaths 7.9 4 8.3 1 0.95
Cirrhosis 7.5 5 6.3 4 1.19
Anemia and malnutrition 6.8 6 2.4 11 2.86
Road traffic accidents 5.5 7 6.8 3 0.81
Ischemic heart disease 5.1 8 5.3 6 0.96
Diseases of the digestive system 4.7 9 1.7 15 2.74
Diabetes mellitus 4.1 10 5.7 5 0.72
Brain vascular disease 3.0 11 3.0 8 1.02
Alcoholic dependence 3.0 11 1.9 13 1.56
Accidents (falls) 2.8 13 2.6 10 1.09
Chronic lung disease 2.6 14 1.9 13 1.39
Nephritis 2.2 15 2.2 12 1.01

Source: Lozano, et al. (1999, 130).
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vehicles, homicide and violence, and cirrhosis) are also found among the top five in
rural areas. As this table suggests, urban areas do not necessarily present health pro-
files that are wholly distinct from those of rural areas. In the next section of this
chapter, we will take a closer look at some of the important causes of death and dis-
ease in urban areas.

As we have argued, though sample surveys of households are not always effec-
tive instruments for gathering information on health morbidities and adult mortal-
ity, they do open a window on socioeconomic differentials, allowing further
insights into these determinants of health. Intra-urban health inequalities—all too
often overlooked by development agencies—are clearly apparent in such house-
hold survey data. Using some 90 surveys fielded by the Demographic and Health
Surveys program in developing countries, the Panel on Urban Population
Dynamics (2003) assembled estimates of all-cause infant mortality for the urban
poor, other urban households, and all rural households. (See Chapter 17 of the
current volume for a discussion of how the authors of this report arrived at an
urban poverty classification.) These estimates are summarized in Table 2. As can be
seen, the effects of poverty are substantial, indicating that the urban poor face mor-
tality risks that are significantly greater than those facing other urban residents.
The estimates shown here place poor urban infants at a point midway in the risk
spectrum between the urban non-poor and rural infants. In the 87 surveys for
which it was possible to examine the difference in mortality risks between the
urban poor and rural children, the risks facing the urban poor were found to be
significantly lower in 57 surveys. In 25 of the surveys, however, the urban poor were
estimated to face significantly higher mortality risks than rural children. Hence,
even the generalization that urban infant mortality is lower than rural needs to be
qualified; much depends on whether the urban poor are separated out in
urban-rural comparisons.

A similar analysis of children’s height for age—an often-used measure summa-
rizing nutrition and disease history—is shown in Table 3 for children in the age
range 3-36 months. (The table entries are Zscores, with a value of -100 indicating
that a child is one standard deviation shorter, given its age and sex, than the median
of an international reference population.) The urban poor are again seen to exhibit
worse health than other urban children. When the height of poor urban children
was compared with that of rural children, however in almost all surveys (60 of the 67
studied) the poor urban children were found to be significantly taller for their age
than were rural children. For this indicator of health, therefore, evidence of urban
advantage persists even among the urban poor.

Table 2. Infant Mortality Estimates for Urban Poor, Urban Nonpoor, and Rural, by Region.

DHS surveys in region Rural Urban poor Urban nonpoor
North Africa 0.081 0.060 0.043
Sub-Saharan Africa 0.103 0.089 0.074
Southeast Asia 0.059 0.053 0.027
South, Central, West Asia 0.074 0.069 0.049
Latin America 0.069 0.062 0.039
Total 0.086 0.075 0.056

Source: Panel on Urban Population Dynamics (2003).
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Table 3. Height for Age Zscores among Children 3-36 Months of Age, by Residence and

Poverty Status.
DHS Surveys in Region All rural Urban poor Urban nonpoor
North Africa -155.00 -122.35 -86.53
Sub-Saharan Africa —184.60 —-153.64 —125.86
Southeast Asia -139.01 -106.46 -48.18
South, Central, West Asia -176.78 -157.95 -120.31
Latin America -157.09 -130.28 -80.61
Total -173.51 -145.43 -109.37

Source: Panel on Urban Population Dynamics (2003).

To be sure, these heightfor-age estimates refer to all poor urban children, and an
analysis of children living in slums and communities of concentrated disadvantage
(not carried out by the authors of the 2003 report) might have proven illuminating.
(Chapter 17 of this volume presents recent evidence on the health implications of con-
centrated poverty.) Nor does Table 3 exhaust the possibilities for analyses of poverty in
connection with children’s age, height, and weight: WHO (2003) emphasizes the need
to examine the incidence of over-weight and obesity among urban children in develop-
ing countries, with special attention to the implications of poor diet and physical inac-
tivity. (Unfortunately, the age range of children on whom weight and height data are
gathered has not generally extended to the late childhood and adolescent ages in the
Demographic and Health Surveys program.)

4.3. The Service Environment

The differences between the urban poor and other urban residents evident in these
tables arise from many factors, but one important factor is that private providers
dominate much of the urban health care system in poor countries. Fee-for-service
arrangements are characteristic of urban health care in these countries, whereas
rural services are often ostensibly provided free of money cost (or made available
for nominal fees) at public healthposts and clinics. (Of course, whatever the regula-
tions may suggest, rural clients may also need to pay significant fees or make side-
payments to providers to secure effective access to health care.) In the more
monetized urban economy, those among the urban poor who lack sufficient
income can find themselves unable to gain access to the modern urban system of
hospitals, clinics, and well-trained providers. They may then seek care in other tiers
of the urban system, where ill-trained providers make drugs and diagnoses available
for lesser fees, and may also pursue traditional practitioners, who can adjust the
level and type of payment to the needs of their poor clients. Privatized care is likely
to become even more prominent on the urban scene as government health services
are decentralized and local governments make arrangements for service provision
with a range of private providers.

The money costs of health care clearly affect the urban poor, but as is com-
monly observed, they are also driven away from the modern health system by the
indifference or abuse that they experience at the hands of formal sector health
workers. A study of urban Zimbabwe describes the nature of interactions between
nurses and women from the community (Bassett, ¢t al., 1997),
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To community women, the expectation of abrupt or rude treatment was
the main complaint about the health services. Community complaints
were voiced most strongly in the urban areas, where accusations of patient
neglect and even abuse suggested a heightened hostility between the
clinic and community in the urban setting. Several explanations for nurse
behavior were put forward, chief among them was elitism . . . itis in urban
areas that class differentiation is most advanced. [The perspective of
nurses differed. For them] overwork and low pay promote the adoption
of the attitude of an industrial worker—to do what is required and no
more. Most nurses work more than one job, not to get rich but to survive.

Arelated factor (see Panel on Urban Population Dynamics (2003) for discussion) is
that much like rural healthposts, urban clinics and hospitals can be afflicted with
shortages of drugs and supplies as well as staff absenteeism. Inconvenient hours of
operation, the time and money costs of transport, overcrowding of facilities, and
long waits for care all present disincentives for the urban poor. In sum, both money
costs and the inadequate quality of health care can be expected to discourage the
urban poor.

5.0. URBAN HEALTH RISKS AND RISK FACTORS

In keeping with this chapter’s focus on social epidemiology, in what follows we high-
light health risks for which this perspective might prove especially helpful. As is well
known, social epidemiology conceives of several levels or structures of “communica-
bility,” including: the air-, water-, and food-borne transmission mechanisms featured
in conventional epidemiology; the spread of disease through sexual contacts and
sexual networks as well as networks of injectable-drug users; and the beneficial dif-
fusion of health-related information that takes place through a great range of per-
sonal social networks, local community and health institutions, and the public
health bureaucracy. Less direct social mechanisms have also been identified in the
recent literature, with perceived socioeconomic injustices and inequities recog-
nized as factors that might erode individual senses of efficacy and thus discourage
health-seeking behavior. Likewise, the concept of collective efficacy—the perceived
power of local organizations to effect change—figures prominently in recent social
epidemiological thinking. Urban social interaction is something of a common
thread in all this, summarizing as it does the many processes by which diverse indi-
viduals come into contact, either directly or indirectly through the groups in which
they participate, in ways that affect health.

In what follows, we offer a series of remarks on specific features of urban health
that warrant closer study, roughly ordering the discussion to proceed from the
health issues that are recognized in “conventional” epidemiological perspectives on
infectious and communicable disease to those health concerns with a more promi-
nent social component. More detailed discussion can be found in Panel on Urban
Population Dynamics (2003), which includes extensive references to other urban
health reviews.

5.1. Environmental Threats to Health

As the founders of modern epidemiology well knew, the spatial proximity of city-
dwellers, and their dependence on common resources, puts them at risk of several
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sorts of communicable disease. Although many cities in today’s developing world
have benefited from the investments in public health infrastructure needed to safe-
guard the water supply and assure sanitary disposal of waste, these protections have
often been only partially extended across and even within cities, leaving substantial
numbers of city-dwellers to face risks not unlike those of the nineteenth century.
The risks are thought to be especially great in those slum populations where social
and economic disadvantages are concentrated.

The inadequacies of water supply and sanitation in developing-country cities
are documented in two recent authoritative reviews carried out by UN-Habitat (UN-
Habitat, 2003a; 2003b). In its own examination of data from the Demographic and
Health Surveys, the Panel on Urban Population Dynamics (2003) showed that
household poverty is closely associated with access to piped drinking water and ade-
quate sanitation. Table 4 presents some of this study’s findings, comparing poor
urban households with other urban households and with households living in rural
areas. As can be seen in the table, the urban poor are markedly ill-served by com-
parison with other urban households, although they generally enjoy better access to
services than do rural-dwellers.

5.2. Tuberculosis

The development of the germ theory of disease in the late nineteenth century even-
tually supplied confirmation of what many public health experts of the time had sus-
pected: the proximity of urban residents places them at risk of contracting air-borne
and related diseases. Tuberculosis was then a major cause of death, and even today it
is among the leading causes of death among adults in developing countries, killing
an estimated 3 million people in 1995 (Boerma, et al, 1999). The interactions
between HIV/AIDS and tuberculosis, and the spread of multi-drug-resistant strains

Table 4. Percentages of Poor Urban Households with Access to Services, Compared with
Rural Households and the Urban Non-Poor.

DHS Countries Piped water ~ Water in Time to  Flush Pit
in Region on premises  neighborhood  water® toilet toilet
North Africa Rural 41.6 37.3 33.4 41.3 17.5
Urban poor 67.3 27.8 23.1 83.7 8.5
Urban non-poor 90.8 7.8 22.8 96.3 2.6
Sub-Saharan Africa Rural 7.8 55.7 29.4 1.1 47.6
Urban poor 26.9 61.6 175 13.0 65.9
Urban non-poor 47.6 45.8 16.9 27.4 67.2
Southeast Asia Rural 18.6 53.7 13.1 55.5 24.3
Urban poor 34.0 53.7 9.8 61.8 22.9
Urban non-poor 55.8 40.1 10.1 89.0 9.4
South, Central, Rural 28.1 53.6 26.4 4.3 55.4
West Asia Urban poor 58.0 36.3 20.4 39.8 34.1
Urban non-poor 80.2 17.7 19.9 64.0 23.2
Latin America Rural 314 36.4 19.9 12.6 44.0
Urban poor 58.7 35.2 18.8 33.6 47.0
Urban non-poor 72.7 24.9 18.4 63.7 31.6
TOTAL Rural 185 50.7 26.5 7.5 46.6
Urban poor 41.5 49.4 18.1 28.3 51.7
Urban non-poor 61.5 34.0 17.6 48.4 46.5

Source: Panel on Urban Population Dynamics (2003).
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of tuberculosis, have generated fears of a global resurgence of this disease. As in the
nineteenth century, urban crowding increases the risk of contracting tuberculosis
(van Rie, et al., 1999), and high-density low-income urban communities may face ele-
vated levels of risk.

The notion of collective efficacy, which figures so prominently in discussions of
social epidemiology, are pertinent here. In a study of tuberculosis in urban
Ethiopia, Sagbakken, et al., (2003) have shown how the local social resources of
urban communities (organized in “IB clubs”) can be marshalled to reduce the
stigma associated with the disease and encourage patients to adhere to the demand-
ing short-course regimen of treatment. As with the malaria program in Burkina Faso
to be described below, this urban intervention was informed by earlier program
efforts that were set in the rural areas of Ethiopia (Demissie, et al., 2003). Similar
interventions have been fielded in urban India, as described by Barua and Singh
(2003), using community health volunteers to identify local residents with symp-
toms of tuberculosis and refer them to hospitals for diagnosis; local health workers
attached to the hospitals then provide follow-up care and lend support during treat-
ment. A still more elaborate system of care, involving multiple urban community
and health service associations in Lima, Peru, is described in Shin, et al., (2004).

5.3. Indoor and Outdoor Air Pollution

Among other air-borne threats to urban health, the risks presented by indoor air pol-
lution are being increasingly recognized. Recent estimates suggest that world-wide,
more than 2 billion people rely on solid fuels, traditional stoves, and open fires for
their cooking, lighting, and heating needs (Larson and Rosen, 2002). These fuels
generate hazardous pollutants—including suspended particulate matter, carbon
monoxide, nitrogen dioxide, and other harmful gases—that are believed to substan-
tially raise the risks of acute respiratory infections (ARI) and chronic obstructive pul-
monary disorders. Such fuels are often used by the urban poor, who must cook in
enclosed or inadequately ventilated spaces. The health burdens associated with
indoor air pollution are likely to fall heavily upon women, who spend much of their
time cooking and tending fires, and also afflict the children who accompany them.

The Latin American literature is especially rich in scientific analyses of outdoor
urban air pollution and its effects on respiratory illness via the intake of airborne
particulates and other pollutants emitted by industry and vehicles. Ribeiro and
Alves Cardoso (2003) provide a thorough review of such studies for Sao Paulo; for
Mexico City, Santos-Burgoa and Riojas-Rodriguez (2000) have assembled and
reviewed a great range of studies. The literature presents a number of studies in
which children and the elderly are the subjects of interest.

5.4. Urban Malaria

Although malaria has often been regarded as problem afflicting rural populations,
and rural rates of transmission are known to be markedly higher than urban rates,
there is clear evidence that malaria vectors have adapted to urban conditions in sub-
Saharan Africa (Modiano, et al., 1999) and some evidence suggestive of urban risks
has emerged for parts of Asia as well. (Hay, et al., [2004] present a global overview of
changes over time in the spatial range of malaria.) As Hay, et al., (2004) argue,
urban population growth in Southeast Asia, as well as sub-Saharan Africa, may be
contributing substantially to the global burden of malaria morbidity.
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Keiser, et al., (2004) note that although the higher-income areas of sub-Saharan
African cities generally present few sites where mosquitos can breed, in the lower-
income areas breeding sites are provided by the presence of small open bodies
of water, nearby swamps and marshes and water standing in ditches, canals, and
construction pits; certain urban agriculture practices also supply breeding sites.
This paper contains extensive references to the urban malaria literature for sub-
Saharan Africa.

These authors calculate that in urban sub-Saharan Africa, some 200 million city
dwellers face appreciable risks of malaria, and they estimate that 25-100 million
clinical episodes of the disease occur annually in the region’s cities and towns.
Indirect estimates suggest wide variations in prevalence by site, even within small
geographic areas, with higher prevalence in the suburbs and city peripheries (espe-
cially when these are adjacent to wetlands) than in city centers. For example, a
detailed, time-series study of Dar es Salaam, Tanzania (Caldas de Castro, et al.,
2004), which relies on an unusual combination of high-resolution aerial photogra-
phy and extensive ground validation, depicts the micro-zones of high malaria risk
within this country. In 1994, Guiguemde and colleagues studied the impact of
malarial fevers on family health expenditures in Bobo-Diouslasso, a secondary city
of Burkina Faso, and found that prevention efforts (via mosquito coils, sprays, and
purchase of insecticide-treated bednets) and treatment absorb about 5% of family
money income over the six-month malarial transmission season.

Pictet, et al., (2004) describe a recent urban intervention program mounted in
Ouagadougou, Burkina Faso’s capital, which aimed to make use of the social
resources of urban communities to provide care in uncomplicated cases of child
malaria. Inspired by a rural program that yielded good results, this urban program
enlisted local community residents (“health agents”), gave them training in the recog-
nition of malarial symptoms in young children, and supplied the agents with packets
of chloroquine and paracetamol in age-appropriate doses. (In Ouagadougou, a high
fraction of malaria cases still respond to chloroquine, although the parasite’s resist-
ance is evidently growing.) In cases of childhood fevers, it has been common practice
for residents of the Ouagadougou slums to buy chloroquine tablets (or drugs that give
the appearance of being similar) in local markets and use these to medicate their ill
children. Preliminary research showed, however, that the residents had little knowl-
edge of the dosages or lengths of treatment appropriate for their children. Thus,
when judged against the medication practices that were already widely prevalent in
these communities, the program intervention was expected to improve the standard
of malaria care.

When pilot-tested in two communities in Ouagadougou, the malaria interven-
tion showed the expected positive results in the lower-income community, which
was located on the fringes of the city and somewhat isolated from sources of modern
health care. Of the two study communities, this was the more homogeneous in
social and economic terms, and it exhibited evidence of greater “neighborliness”
and other forms of social interaction through which information about the inter-
vention might have circulated. In the other pilot community, however, easier access
was already available to modern health clinics and reputable pharmacies, and more
residents could afford to pay for their own care. In this middle-income site it proved
difficult to sustain community interest in the intervention.

In the Ouagadougou project, the local health agents expressed concern about
how to establish their legitimacy as informal health providers and thus differentiate
themselves from the itinerant drug sellers who roam through many neighborhoods
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proffering cures for fevers and other ailments. This concern, we suspect, will often
surface in attempts to exploit the informal social resources of urban communities.
The social trust that can sometimes be taken as a given in small rural villages may
need to be established more explicitly—perhaps through public endorsements by
local community leaders—in urban settings.

5.5. HIV/AIDS

An enormous literature is now available on the social epidemiology of HIV/AIDS in
both developing and developed countries. Researchers soon recognized the social
components implicated in the spread of the virus, and emphasized the importance
of social and sexual networks in shaping its transmission dynamics (Morris, 1993).
Friedman and Aral (2001) give a succinct and valuable introduction to the use of
social network concepts and methods in the study of HIV/AIDS, other sexually-
transmitted diseases, and their linkages to networks of drug users and similarly high-
risk behavioral groups. Where urban social resources are concerned—the matrix of
formal organizations and informal associations that are often described as urban
social capital—some insights are to be found in a recent World Bank report (World
Bank, 2003), which documents how local urban governments can marshal
resources needed to fight HIV/AIDS in their communities.

Despite the quantities of research underway on HIV/AIDS, much remains to
be learned about its social components. Indeed, although HIV/AIDS is commonly
thought to be more prevalent in urban than rural areas, the scientific basis for this
belief is surprisingly thin (UNAIDS, 2004). As noted by UNAIDS, in only a few
developing countries are community-based studies of prevalence available that can
quantify the urban-rural differences. (Country profiles are available at
http://www.census.gov/ipc/www/hivaidsn.html, but these profiles are worked up
from the reports of selected clinics and various sentinel sites, which do not necessar-
ily yield statistically representative portraits for urban or rural populations.)

Figure 5 presents recent findings from several nationally representative com-
munity-based studies in which prevalence is estimated from blood samples taken in
connection with household-level demographic surveys. In these three cases—Mali,
Kenya, and Zambia—urban prevalence rates are clearly much higher than rural
rates. Where HIV/AIDS is concerned, therefore, one sees little evidence of the
“urban advantage” expected in other domains of health, and as the epidemic pro-
ceeds in southern Africa, and begins to affect large populations in India and China,
an erosion of urban health advantages in these countries may also take place.
However, circular and urban-to-rural migration is a factor that is contributing to the
spread of disease in rural areas (UNAIDS, 2004), and many observers foresee an
upcoming era of rising rural incidence and prevalence.

5.6. Reproductive Health

Maternal mortality risks offer a revealing entry-point for the study of the broader
field of urban reproductive health. Because it is difficult to predict whether life-
threatening problems will emerge in the course of a woman’s pregnancy, delivery,
and the aftermath, maternal mortality risks depend crucially upon having fast
access to emergency care. It might be thought that cities, which offer many more
transport options than do rural areas, would exhibit much lower levels of maternal
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Figure 5. Estimates of Urban and Rural Prevalence of HIV from the Demographic and Health Surveys:
Mali, 2001; Kenya, 2003; and Zambia, 2001-2002 (Sources: Mali Ministere de la Santé [2002]; Kenya
Central Bureau of Statistics [2003]; Zambia Central Statistical Office [2003]).

mortality. The cases in which the expected urban advantage does not emerge are
therefore especially revealing about the circumstances of the urban poor.

Fikree, et al., (1997) compared maternal mortality rates in the low-income
communities of Karachi with rates in six rural districts elsewhere in Pakistan.
Estimates of maternal mortality ratios (MMRs), together with their confidence
bands, are shown in Figure 6. Although the MMR estimate for Karachi is the lowest
among all sites, the rural estimates are significantly higher than Karachi’s only for
the remote districts of Loralai and Khuzdar. It appears that Karachi’s poor suffer
from maternal health disadvantages not unlike those that afflict Pakistan’s rural
dwellers.

Why did the urban health advantage not prove greater in this case? In the poor
communities of Karachi, some 68% of births are delivered at home and 59 % are
attended by traditional birth attendants (TBAs). Yet rural women are even more
likely to deliver at home and to have family members or TBAs in attendance.
Another study of Karachi slums (Fikree, et al., 1994) identifies the core of the prob-
lem: When acute pregnancy and delivery complications arise in these communities,
there can be critical delays in locating male decision makers and obtaining their
consent to hospital care. It has not been customary in these communities for hus-
bands or other men to be present at the time of childbirth. Delays in initiating the
search for care are compounded by the tendency for poor Karachi families to pur-
sue local care first, going from place to place in the neighborhood before making
an effort to reach the modern health facilities located outside the neighborhood.
Fikree, et al., (2004) illustrates these care-seeking patterns in a study of postpartum
morbidities in the Karachi slums.

Mayank, et al. (2001), who studied poor urban women in a New Delhi slum,
find that women and their families possess strikingly little information about the
risks of pregnancy and birth, and on their part, local antenatal clinics do little to fill
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Figure 6. Maternal Mortality Ratios in Karachi and Six Rural Sites (Source: Fikree, et al. [1997]).

the gap. The maternal mortality rate in this urban sample was estimated at 645
deaths per 100,000, a rate not much different from that prevailing in rural India. A
number of pregnant women suffered from potentially serious ailments—over two-
thirds were clinically diagnosed as anemic, and 12% were found to be seriously ane-
mic. Yet relatively few understood that high fevers and swelling of the face, hands, or
feet might be symptoms of conditions that could endanger their pregnancy. In this
community, antenatal care is provided free of charge in the local health clinic, and
the vast majority of women made use of this care. However, the quality of the
care the women received is grossly inadequate; for example, fewer than 10% of
women attending the local clinic were given any advice about the danger signs of
pregnancy.

5.7. Obesity and Related Chronic Diseases

Diabetes, obesity, cardiovascular disease, cancers, and coronary heart disease are
sometimes termed chronic “lifestyle” diseases, in the sense that they are at least
partly attributable to behavior. Undernutrition, food insecurity, dietary excess, and
obesity often coexist in urban populations. In many developing countries, substan-
tial proportions of the population are either underweight or overweight, with the
increase in the overweight percentage being a recent and worrisome development.
Obesity tends to appear first among the affluent and then among low-income
groups, including young children and teenagers. Its main causes include the adop-
tion of lipid-rich diets and (more importantly) the reduction in physical activity that
often accompanies city life. Malnutrition during fetal development and early child-
hood are predisposing factors for later obesity.

Popkin (1999) shows that more urbanized developing countries exhibit higher
per capita consumption of sweeteners and fats, noting that “a shift from 25% to 75%
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urban population in very low income countries is associated with an increase of
approximately four percentage points of total energy from fat and an additional 12
percentage points of energy from sweeteners.” In several of the developing coun-
tries he studies, obesity is markedly higher in urban areas than in rural. Monteiro,
et al., (2000) find that in urban Brazil, it is the city residents with more education
who are less likely to be overweight. Much the same pattern has been observed in
South Africa (South African Department of Health, 1998). As a result of these and
other studies, there is an emerging consensus that obesity is a significant problem
facing the urban poor (WHO, 2003; Du, et al., 2004), and is increasingly evident
among urban children.

5.8. Accidents, Violence, and Injuries

Drawing on a DALYs analysis, Zwi, et al., (1996) draw attention to the effects of
injuries on health and well-being:

[W]orld-wide, intentional injuries (suicide, homicide and war) account
for almost the same number of DALYs lost as either sexually transmit-
ted diseases and human immunodeficiency virus (HIV) infection com-
bined, or tuberculosis. Unintentional injuries cause as many DALYs lost
as diarrhea, and more than those lost from cardiovascular disease,
malignant neoplasm, or vaccine-preventable childhood infections. In
developing regions of the world, in 1990, injuries in males aged 15-44
years led to 55 million DALYs lost, over one-third of those lost from all
causes in this sex and age group.

Bartlett (2002) provides a discussion of other injuries affecting children and
adults, drawing on hospital and community-based studies. He gives particular atten-
tion to how poverty and gender affect these risks, and how time pressures on urban
parents limit the effort they can devote to closely supervising their children.

Traffic accidents—a category that includes pedestrian injuries—are a major
but often overlooked cause of urban death and injury (Mock, et al., 1999; Kayombo,
1995; Byarugaba and Kielkowski, 1994). Urban residents are often thought to face
higher risks of accident than rural residents, but higher rural accident rates have
sometimes been recorded (see Table 1 and Odero, 1995; Odero, et al., 1997; Mock,
et al., 1999). One estimate suggests that traffic accidents account for a significant
percentage of all trauma-related hospital admissions (Odero, et al., 1997). Hijar,
et al., (2003) conducted a detailed analysis of pedestrian injuries over a three-year
period in Mexico City, where pedestrian death rates are estimated at three times
those of Los Angeles. Using a mix of spatially-coded quantitative data and qualita-
tive methods, these authors developed portraits of drivers and victims that under-
score the importance of several mutually reinforcing risk factors: poverty, a lack of
understanding of how drivers are apt to react, inattention by drivers and pedestrians
to risky conditions, insufficient public investment in traffic lights, and dangerous
mixes of industrial, commercial, and private traffic.

As the quotation above indicates, violence is one of the major causes of injuries
in poor countries. Much of the empirical work on violence has been carried out in
Latin America and the Caribbean. This is for good reason: Latin America has the
world’s highest burden of homicides, which occur at a rate of 7.7 per 1000 popula-
tion, more than twice the world average of 3.5 per 1000. Approximately 30% of all
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homicide victims in Latin America are adolescents, and young men are the most
affected group (as cited in Grant, 1999).

Violent crime is particularly prevalent in Latin America’s large cities, and in
these cities, it disproportionately affects men living in low-income neighborhoods
(Barata, et al., 1998; Grant, 1999). Data collected between 1991 and 1993 in Sao
Paulo suggested that men aged 15-24 in low-income areas were more than 5 times
likelier to fall victim to homicide than were men of the same age in higher-income
areas (Soares, et al., cited in Grant, 1999).

Gender roles and relations put men and women at risk of different types of vio-
lence. Higher rates of homicide are reported for men, but rape and domestic vio-
lence rates are higher for women. Heise, et al., (1994) reviewed community-based
data for eight urban areas from different regions of the developing world and found
that mental and physical abuse of women by their partners was common, with dam-
aging consequences for women’s physical and psychological well-being.

5.9. Mental Health

The World Health Organization has been placing increasing emphasis on mental
health, underscoring its importance to the burden of disease in developing as well
as developed countries (WHO, 1996; 2001). Community-based studies of mental
health in developing countries suggest that 12% to 51% of urban adults suffer from
some form of depression (see 16 studies reviewed by Blue, 1999). Although these
studies employ a range of samples, definitions, and instruments, their conclusions
underline the importance of mental ill-health in the urban spectrum of disease.
Day-to-day life in poor communities can subject their residents to sustained, chronic
stress. Poor urban residents often show great resilience and creativity in meeting
such challenges. Nevertheless, they can be beaten down by the demands of poverty
and wearied by the constant need to improvise new coping strategies.

Anxiety and depression are typically found to be more prevalent among urban
women than men and are believed to be more prevalent in poor than in nonpoor
urban neighborhoods (Almeida-Filho, et al., 2004). In a study of Mumbai, Parkar,
et al., (2003) give an evocative account of the stresses that affect men and women in
a slum community just north of the city. Men in this community are deeply frus-
trated by the lack of work, and seeing few prospects of improvement, many of them
fall into a pattern whereby idleness is mixed with helplessness and hostility. This
has increased the burdens on women, especially when their spouses retreat into
alcoholism or lash out in episodes of domestic violence, infidelity, and deliberate
humiliation.

For both women and men, the stresses of slum life may well undermine the
physiological systems that sustain health. Boardman (2004) explains the mecha-
nism, which has to do with “allostatic load,” a phrase referring to the debilitating
effects stemming from the release of cortisol and other hormones in stressful situa-
tions. Those suffering from stress may be able to call upon various forms of emo-
tional support from family and neighbors, as well as material support in the form of
goods, services, and information. Such social resources can help in coping with
stress and mitigating its damage (Thoits, 1995; Kawachi and Berkman, 2001). Even
routine interactions with neighbors may provide a sense of coherence and consis-
tency (Boardman, 2004). In empirical analyses, differences in social support—the
degree to which basic social needs are gratified through interaction with others—
have been estimated to account for 5% to 10% of the variance in levels of mental
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ill-health (of all types) in different areas (Harpham, 1994; Committee to Study
Female Morbidity and Mortality in Sub-Saharan Africa, 1996; Aidoo and Harpham,
2001; Harpham and Blue, 1995).

In recent research, Harpham, ¢t al., (2004) make use of the WHO’s self-report-
ing questionnaire—a bank of 20 items designed to detect depression and anxiety—
to study the mental health of adolescents in Cali, Colombia. In this city, girls were
found to be three times more likely than boys to exhibit signs of ill-health; and mul-
tivariate analyses showed that being female, having no schooling or incomplete pri-
mary (relative to secondary) are associated with greater likelihood of illness, as are
reported family violence, being a victim of violence, and perceptions that violence
affects the community. Despite expectations, however, measures of trust and other
cognitive expressions of social capital did not emerge as significant factors with con-
trols for violence in place.

Evidently, then, the posited connections between social capital and mental
health need to be confirmed with attention to violence and social disorder
(Boardman, 2004). In low-income urban communities, social capital has been
found to weaken as households’ ability to cope decreases and community trust
breaks down, and to be severely eroded by various forms of violence (Moser and
Mcllwaine, 1999). Strong social capital has been linked to reduced mortality at the
state level in the United States (National Research Council, 2000). However, most of
the available research on mental health and social support is cross-sectional, leaving
open the possibility that mental illness itself reduces social support and that the pos-
itive relationship between social support and mental health may have been some-
what overstated (Kawachi and Berkman, 2001).

6.0. CONCLUSION

Although our sketch of urban health in developing countries cannot substitute for
the full treatment that the issues deserve, we hope that at least it may at least suggest
the unexploited potential of social epidemiological research to illuminate urban
health risks and behavior in these countries. The compartmentalization of health
research to which we referred at the outset is both unfortunate and unnecessary. As
we will discuss further in Chapter 17, there is no reason not to apply concepts such
as neighborhood effects, personal and collective efficacy, and health externalities
in studies of the cities of poor countries, and the research methods developed
with Western cities in mind may well be put to good use in African, Asian, and
Latin American cities. The spectrum of disease and health behavior evident in
developing-country urban populations differs in many ways from what is seen in
high-income countries, of course, but there are also broad similarities that should
invite comparison. Ample material exists to enliven a global conversation on urban
health research.
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Chapter 1 1

Perspectives on the Health
of Populations in Nepal

Tej Kumar Karki

1.0. URBAN POPULATION AND HEALTH

Nepal is primarily a rural nation but is rapidly urbanizing. Nepal’s average annual
growth rate of the urban population is 6.65% compared to the national population
growth rate of 2.25 % (Population Census 2001; 2002). At present, there are 58
municipalities, and a total urban population of 3.28 million urban residents or
13.9% of the national population. Should this trend continue, half of the popula-
tion of Nepal will be living in urban areas by the year 2035 (Asian Development
Bank, 2000). About 23% of the total urban population or three fourth of a million
people in Nepal are urban poor. It is estimated that this figure will reach 15 million
by 2035 (Bryld, 2001).

The present status of urban services such as water supplies and access to
electricity is far from satisfactory. Less than half (46%) of the population of Nepal
has private water supply connection (Table 1). Itis estimated that 33% of the pop-
ulation does not have access to toilet facilities, 20% have no electricity, 80% are
not served by waste collection services, 79% do not have telephone connection,
and 5% of the population still have to walk half an hour to reach an asphalted
road.

The infant mortality rate per 1000 live births in urban areas is 50.1 deaths, mor-
tality rates for children under five years old is 16.7 deaths and child mortality under
five per 1000 live births is 65 deaths (Table 2). About 5.37% of the urban population
has had chronic illnesses (Adhikari, 1999).

The rapid rate of urbanization during the past two decades has created
unprecedented pressure on Kathmandu and a number of cities in the plains
(Ministry of Health, 2004). The incapacity to manage these pressures have spurred
various environmental and health problems in cities and towns of Nepal.

In the next sections we discuss some of the key determinants of poor health in
Nepal’s urban areas.
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Table 1. Status of Access to Basic Services to the Urban Population of Nepal

Types of services Percent of population
Without private water supply connection 54
Without access to toilet 33
No waste management 80
No electricity 20
Without private telephone 88
Population walking half an hour to reach a metalled road 5
Illiterate population 63

Source: World Bank, 1999.

Table 2. National Health Determinants of Nepal

Determinants National Urban Rural
Infant Mortality rate/1000 live births 64 50.2 79.3
Child Mortality rate under 5 years of age/1000 live births 91 65.9 111.9
Maternal Mortality rate,/100,000 415
Crude Birth rate/1000 34
Crude Death Rate/1000 10
Average life expectancy/years 61.9

Source: National Planning Commission’s Document, 2002, Nepal Demographic and Health Survey 2001.

2.0. CITY ROAD NETWORK, TRANSPORTATION, AND HEALTH

2.1. Inefficiencies in City Road Networks

Growth of cities in Nepal has been up to now, mostly unplanned. One of the reper-
cussions of cities that are not designed is the inadequate intra-city road networks
and road width. In the past decades, the traditional walkways in the Kathmandu
Valley were widened and renovated into vehicular roads (Japan International
Cooperation Agency, 1993) which has taken much planning. This is not an easy
task. Urban roads in Nepal are limited by various deficiencies of urban planning.
The deficiencies include building material dumping areas in the roads, vehicular
parking, hawker display space, periodic market places on streets, and space for pub-
lic interaction which block the improvement of roads and the use of roads.

In addition, mixed movement of vehicles (slow and fast) on the road slows all
vehicular movement; the average speed of most of the vehicles in Kathmandu Valley
was 35-50 kilometers per hour (Adhikari, 1999). The rapid growth of the number
of vehicles in the valley further compounds the problem, increasing at a rate of 16%
per year (Nepal Health Research, 2004). Kathmandu Valley had 224,098 registered
vehicles and a total road network of only 1339 kilometers in 2003.

2.2. Pollution

One obvious outcome of this phenomenon (growth of vehicles, inadequate road net-
work and slow vehicular movement) is the rapid increase in vehicular emission. The
vehicles contributed about 31 thousand tons of pollutants in 1996. Carbon monoxide
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constituted about 60% of the total vehicular emission (Adhikari, 1998). It was found
that the dust particles in the air of Kathmandu valley was high due to increased traffic,
extension of dirt road and scattered garbage disposal and building materials
(Environmental Management Action Group, 1992). The existence of one third of the
air polluting industries of the nation being located in Kathmandu Valley makes an
additional contribution to the air pollution of the region (Industrial Census, 1992).

During the dry season (March to May) Particulate Matter of size less then 10
microns (PM10) along busy roads of Kathmandu Metropolitan City" has been meas-
ured as being above the national standard of 120 micrograms per cubic meter, and
its concentration has tripled in the last 10 years (Tuladhar, 2004).

2.3. Health Consequences

The recent urban health data reconfirmed the rising level of air pollution in urban
areas of Kathmandu Valley. Air pollution, which has long been linked to respiratory
problems and complications (e.g., Dockery et al. 1993), could be contributing to
health problems among the inhabitants of Kathmanu Valley. Chronic Obstructive
Pulmonary Disease (COPD) is the number one cause of mortality in Bir Hospital
(Figure 1) and the respiratory disease was the number two cause of mortality in Kanti
Children Hospital (Department of Health Services, 2003). The number of patients
admitted to Patan hospital with Chronic Obstructive Pulmonary Disease (COPD) has
doubled in the past five years (Kathmandu’s Air Quality, 2003). Similarly the number
of COPD patients as a percentage of the total medical patients being admitted to the
hospital increased from 19% in 2052 to 27% in 2002 (Tuladhar, 2004).

Likewise, 18% of deaths of urban children below five years of age were due to
respiratory infection (Central Department of Population Studies, 1997). The num-
ber of urban children reporting respiratory related cases in Kanti Children
Hospital, Kathmandu was higher than rural children (LEADERS Nepal, 1998).

Indoor smoke pollution also plays a crucial role in urban Nepal. About 39.1%
of the urban population in Nepal use firewood (Nepal Demographic and Health
Survey 2001:409) and 35.8% use kerosene as a source of fuel. As a result, nearly 11%
of the bronchitis cases were due to indoor smoke pollution in urban areas of
Kathmandu (Pandey and Basnet, 1987).
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Figure 1. Trend of COPD Disease in Bir Hospital of Kathmandu Metropolitan City (Source: Hospital
Record [2003]).

“KMC is one of the five municipalities of Kathmandu Valley and it is also the capital city
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2.4. Estimated Health Cost of Air Pollution

It has been estimated that reducing PM2.5 level in Kathmandu Valley by just half (by
47.4mg/cum) would reduce daily mortality by 7% and hospital admissions by 24%
(Kathmandu’s Air Quality, 2003). Likewise, the reduction of PM2.5 levels in KMC by
half (by 63.4 mg/cum) would reduce mortality by approximately 10% and hospital
admissions by 32%.

Similarly, reducing the annual average PM10 level in Kathmandu to the interna-
tional standard (50mg/mcu) has been estimated to avert over 2000 hospital admis-
sions, over 40,000 emergency room visits, over 135,000 cases of acute bronchitis in
children, over 4,000 cases of chronic bronchitis and half a million asthma attacks.
A World Bank study in 1990 estimated the total cost of the health impacts of PM10 to
be approximately Nrs (Nepalease Rupee) 210 million in Kathmandu (Sah, 1996).

Likewise, preliminary estimates suggest that reducing the annual average PM10
levels in Kathmandu to international standards (50mg/mcu) will save approxi-
mately Nrs 30 million in just hospital admission costs (Kathmandu’s Air Quality,
2003). However, the hospital admission cost is only 0.02 percent of the total cost of
health effects of air pollution according to a World Bank study. Therefore, it is safe
to assume that Nrs 150 billions could be saved by reducing Kathmandu’s PM10 lev-
els to that of international standards (Tuladhar, 2004).

2.5. Noise Pollution

Noise can cause hearing impairment, interfere with communication, disturb sleep,
cause cardiovascular and psycho-physiological effects, reduce performance, and
provoke annoyance responses and changes in social behavior (World Health
Organization, 2001). The main social consequence of hearing impairment is the
inability to understand speech in normal conditions, which is considered a social
handicap. Noise levels surveyed at four major city locations of Kathmandu had
exceeded the standards of 85 — 90 dB"(A) (Ojha, 1995).

3.0. URBAN RESIDENTIAL PLANNING AND HEALTH

In the absence of zoning and subdivision regulations, city growth and expansion occur
through the informal land development process led by the land brokers. The process is
neither logical nor orderly. People first purchase land on an urban fringe, build houses
and then attempt to bring in basic services and infrastructure. They do this through the
uncoordinated individual decisions and, parcel by parcel development of land.

This has resulted in erratic patterns of street layout, often causing drainage
problems, making the extension of infrastructure tedious and inhibiting the entry
of emergency vehicles. This hodgepodge process also does not ensure the provision
of parks and open spaces in the developing areas; children are often observed to be
playing in the streets and the elderly are deprived of such space.

On the other hand, the already developed or semi developed urban communi-
ties are found to have inadequate basic services. For example, they have clogged
drains, unpaved streets, courtyards without street lights. The old traditional houses

*dB is a decibel, a unit to measure the loudness of sound. Loudness doubles everything three decibels.
So 93 decibels is actually twice as loud as 90 decibels.
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of Kathmandu city are dark, damp and made up of bricks and mud mortar and
without proper waste disposal. Public land and open spaces are gradually disappear-
ing due to their encroachment by surrounding residents.

In recent years, a number of private land and housing development projects
have emerged but their projects are scattered in inappropriate locations (low lands
and flood plains and in pockets of land surrounded by narrow roads) causing a
threat to the urban physical environment and the safety of residents.

We know of no studies on the impact of lack of open space on the urban
community in Katmandu or Nepal. Congested living in haphazardly developed resi-
dential areas without greenery and open space has been associated with mental dis-
tress in other contexts (Evans, 2003). Damp, dark and cold areas may human
health. Lack of physical activity due to insufficient spaces or parks for recreation
may also encourage indoor living, further limiting the capabilities of those with
physical disorders.

4.0. URBAN POOR SETTLEMENTS AND HEALTH

Urban poor communities have rapidly grown in the towns and cities in Nepal. At
present, there are about 63 squatter settlements in Kathmandu Valley which accom-
modate 2,600 families or nearly 15,000 people and are growing at the rate of 25%
per year (Pradhan, 2003). Most squatters are located along the flood prone polluted
river banks (Shakya, 2003). The squatter sheds are susceptible to roof leakage, wall
wetting and room flooding in the rainy season. Three to nine people live in two
rooms which have no ventilation. None of the households have sanitary toilets and
the toilet effluents are directly discharged into the river. Availability of drinking
water is about 24 liters per family per day. Even these water samples are found unfit
for drinking in most of the cases. The water samples show fecal contamination of 56
to 260 Coliform/100ml water. Firewood is the dominant form of cooking energy in
most of the squatter sheds which are mostly unventilated. Cold, cough, fever, diar-
rhea and headache are the most common diseases in the squatter settlements. In
developing countries, environmental hazards in urban areas mainly affect low
income people, especially women, children and migrants, that is the people who are
least able to avoid the hazards and or least able to deal with the illness or injury they
cause (Commonwealth Consultative Group on Environment, 2004).

5.0. THE CITY AND SOCIAL HEALTH

The inadequate urban built environment in developing world cities leads to conges-
tion and pollution, unemployment, and deterioration of social support. Noise, over-
crowding, inappropriate urban design, and stresses contribute to the growing
psychosocial health problems of many urban dwellers in developing countries, espe-
cially of adolescents and young adults (Commonwealth Consultative Group on
Environment, 2004).

Suicides in Kathmandu, Lalitpur and Bhaktapur were 237, 49 and 48 respec-
tively in 2002. Likewise, there were 30 homicides, 57 theft cases, and 25 robbery
cases in Kathmandu district. The national prevalence rate of HIV/AIDS is estimated
to be 0.5% in 2001 (Nepal Country Reports, 2001). Likewise, there were 58,000 peo-
ple estimated to be living with HIV AIDS in Nepal and about 2400 deaths were HIV
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related. The urban HIV/AIDS data is not available but it is likely that urban areas
account for a large share of HIV/AIDS cases in Nepal.

6.0. URBAN SERVICES AND HEALTH

6.1. Solid waste management

Although private and public waste management systems exist in the Kathmandu val-
ley, waste disposal practices of local residents are not suitable. Throwing household
wastes into local streams has affected the quality of water in local streams as well as
the aesthetics value of the cities of Kathmandu Valley (Pradhan, 1998). The solid
waste pollutes the land and contaminates the ground water and wells. About three
million urban residents in 1999 in Nepal generated an estimated amount of 426,500
tones of waste and 29% of it was produced by the Kathmandu Metropolitan City
alone according to the Minority of Local Development.

Segregation of hospital infectious waste is not practiced in a systematic way.
Considering the population growth rate of 4.8% per annum in Kathmandu, hospi-
tal waste in 1990 was estimated to be 679 tons/annum or 1.86 tons/day (National
Review Committee, 1992). A total of 6251 hospital beds in Nepal generated approx-
imately 500 tons of hazardous waste per year.

Most of the waste is mixed with other garbage and is either dumped or burned
in ordinary kilns (Tuladhar, 1999). There has been little study on the health impact
of poor waste management, although its health impact was likely substantial for the
waste management workers, scavengers and river users.

6.2. Sanitation and Water Quality

About 33% of the urban population has no access to toilet facilities in Nepal. They
use river banks, ponds and urban fringe land for ablution. Cities have inadequate
number of toilets in public areas and people use public roads and park corners,
which pollutes the city areas and contaminates ground and surface water. Only half
of the total urban population is served by piped drinking water supplies (Nepal
Demographic and Health Survey, 2001).

Drinking water in Kathmandu Valley is unsafe throughout the year. The sam-
ples of water supplied by the Nepal Water Supply Corporation have up to 180 plus
coliform organism per 100 ml of water (Himalayan Times, 2004). In Kathmandu
Valley only 29.4 % of households boil the government supplied water before its use
according to government statistics (His Majesty’s Government in Nepal, 2000).

The fecal and pathogen contamination of drinking water causes diarrhea, gas-
troenteritis, infectious hepatitis, typhoid, paratyphoid, cholera, bacillary dysentery,
amoebic dysentery, and giardiasis. Hospital records of Kathmandu city in 2003
revealed that gastroenteritis was the number two cause of morbidity in Kanti
Children hospital and number one in Sukraraj Tropical Infectious Disease (STID)
Hospital. The second and third causes of morbidity in the STID hospital were
enteric fever and hepatitis respectively. Likewise, Hepatitis was the leading cause of
mortality in STID Hospital. A hospital record survey of 2002 revealed that diarrhea
(1960), typhoid (322), and hepatitis (160) were the three major diagnoses among
those admitted to the STID hospital (Figure 2). Similarly, diarrhea (2036) and
typhoid (170) were the major diagnoses among those admitted in Kanti Children’s
hospital in 2002 (Department of Health Services, 2003).
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Total number of cases identified = 2442 in 2002
Sukraraj Tropical and Infectious Disease Hospital (STID) Hospital Record, 2003

Figure 2. Pattern of Disease Recorded in STID Hospital, Kathmandu City (Source: Hospital Record, 2003).

6.3. Ground Water Contamination

Ground water contains high concentrations of iron, manganese and ammonia in
Kathmandu Valley (Tamrakar, 1995). A more serious issue is the arsenic poisoning
in the ground water of Tarai (plain area) towns of Nepal. About 30,000 shallow tube
wells have been tested for arsenic and 7% were found to contain arsenic exceeding
the national guideline: 50 parts per billion (ppb) (Shrestha, et al., 2004). About 435
arsenicosis patients were identified by a study conducted in four districts of Tarai
(plains): Nawalparasi, Parsa, Bara and Rautahat (Pradhan, et al., 2004).

6.4. River Water Pollution

Kathmandu Valley hosts more than 72% of the country’s water polluting industries
(Devkota and Neupane, 1994). Many of these discharge effluents to the rivers
accounting for about 7% of the total effluents (domestic and industrial) in
Kathmandu Valley. Rivers and ground waters are also polluted due to haphazard
disposal of sewerage, waste water and solid wastes. The study by Devkota and
Neupane in 1994 indicates that about 93% of the pollution load is from domestic
sewage and the remaining 7% from the industrial effluent.

The health impact of this is on the residents of the nearby settlements; children
who play with these water, women who wash their clothes and vegetable produce.
The washed vegetables on these rivers would also eventually affect the health of the
urban consumers.

7.0. FOOD QUALITY AND HEALTH

About 10.6 % of the food samples inspected in 2003 by the Department of Food
Technology and Quality Control in Kathmandu Valley were found to be substan-
dard. There has been an increasing prevalence of zoonotic diseases in Nepalese
cities in the past few years. Staphylococcus, tuberculosis and brucellalocis were
found in meat products and salmonella in fish and prawns (Ministry of Population
and Environment, 1999). Many food items including ice cubes, meat products,
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fish, prawns and butter collected from hotels and restaurants were found to be
contaminated with coliform bacteria above permissible and safe limits (His
Majesty’s Government/WHO, 1993).

An examination of 184 pasteurized milk samples of different brands by the
Department of Food Technology and Quality Control found 66.8 % to be coliform
positive. Twenty nine out of 70 samples of mineral and processed drinking water
had higher mesopholic count and three of them had coliform bacteria. Street food
vendors usually sell low quality food, which is a serious public health concern as the
most vulnerable individuals are children and people with low incomes. Farmers
wash carrots and other root crops in polluted rivers before they reach vegetable
markets. There are serious health implications of the quality of food in urban areas
of Nepal. However, an impact study of food quality on health in urban residents has
yet to be carried out.

8.0. NATIONAL INSURGENCY AND HEALTH

The impact of terror on the mental health of the Nepalese has not yet been assessed
but it is likely that ongoing low-intensity conflict has had substantial impact on the
mental health of the general population, particularly women and children.
Bombing, shooting, kidnapping and slaughtering are the events that have taken
place in rural areas and towns of Nepal in recent years. Thousands of people have
fled from rural areas to safer towns or abroad. The insurgency has produced thou-
sands of widows and orphans; haphazard disposal of explosives has killed many
children. Evidence from other countries suggests that there is an association
between the experience of mass trauma and mental health suggesting that there is a
substantial, undocumented, mental health burden in Nepal in general and in cities
in particular (Galea, et al., 2002).

9.0. POTENTIAL STRATEGIES FOR IMPROVING THE HEALTH
OF PEOPLE IN CITIES OF NEPAL

9.1. Urbanization and Health

The process of rapid urban growth is inevitable in Nepal but it should be harnessed
in a planned way to ensure a safe urban environment as well as the health and well
being of urban citizens. Therefore, health concerns should be the heart of urban
planning and urban environmental management practices. Environmentally
friendly urban planning and healthy city programs should be the key to planned
development and management of urban growth. The Health Impact Assessment of
urban policies, programs, and development projects would be a good starting off
point to ensure healthy urban environment.

Growth of poor communities in cities and towns of Nepal is an inherent
byproduct of urbanization. These are vulnerable communities prone to urban
health risks without an adequate history of municipal infrastructure to adjust to the
city market forces. Thus, government should take special efforts to address the
employment, basic services, and environmental and health concerns of these urban
poor communities. Government should initiate pro-urban health programs for the
poor to monitor, evaluate, and improve the health of these people.
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9.2. City Transportation and Health

To reduce air pollution and minimize respiratory diseases in cities and towns of Nepal,
an appropriate city level transportation policy has to be adopted. The government
should ensure a congestionfree city-wide transportation network through a well devel-
oped road master plan. It is also important to enforce strict traffic management rules
to avoid slow vehicular movement and air pollution. Improvement of roads and foot
paths with pavement is equally essential to achieve dust free streets in cities and towns.

It also is timely to regulate the growth of vehicles by banning air polluting vehi-
cles, discouraging small private vehicles such as motor bikes and taxis that have
unsafe exhaust and encouraging mass transporting public vehicles. We suggest pro-
motion of electric vehicles wherever applicable and measures to reduce fuel adul-
teration. We also suggest development of pedestrian lanes, bicycle lanes, parks and
green belts to enhance the road environment. The available evidence lends itself to
the argument that a combination of urban design, land use patterns, and trans-
portation systems that promotes walking and bicycling will help create, healthier,
and more liveable communities (Handy, et al., 2002).

There needs to be effective implementation of emission standards for air qual-
ity. As well as, the indoor air pollution and its health hazard should be minimized
through reduction in the use of firewood. Enforcement of noise standards in cities
and towns is also essential to minimize its negative impact on health. A mechanism
of monitoring of heart, respiratory, and other air pollution related disease in towns
and cities particularly at the community and ward level is essential.

9.3. Urban Community and Health

Appropriate zoning and subdivision regulations should guide the urban development
and planning of cities and towns of Nepal in order to enhance better physical environ-
ment and health of urban communities. The residential development should ensure
adequate open space for children, elderly and youth for their physical, recreational
and social activities and emergency relief purposes. Urban planning should include
infrastructure upgrading programs particularly for degraded and older urban commu-
nities. The emerging private land developers should implement incentives to create
environmentally friendly and healthy planning through the enforcement of planning
codes. A community-level health examination and monitoring program should be
launched on a regular basis to understand the causes of health degradation in urban
communities.

The majority of residents in urban poor communities live in illegally occupied mar-
ginal land. They do not improve their living environment due to the potential threat of
eviction. Thus, government should have a policy to provide some form of security of
tenure on land so that the residents can take initiatives to improve their environment.
This will also legalize the concerned agencies to work toward upgrading, rehabilita-
tion and resettlement for urban poor community. The government should pay special
attention to providing clean drinking water, sanitary toilet facilities and health services
such as health check ups, health education and medicines to the poor communities.
The urban poor should have better access to low cost housing and rental provisions.

The urban poor are prone to health risk and the appropriate services available
in the market are unaffordable if not inaccessible to them. Thus, the state or gov-
ernment has a unique role in making available social and health services that can
provide assistance to Nepal’s poorest families.
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A city planning framework that promotes space in urban communities that pro-
vides a sense of belonging to the residents, where neighbors gather and interact, is
critically needed as a means of promoting discourse and social contact within
Nepal’s cities (Semenza, 2003).

9.4. Urban Services and Health

Waste management system should ensure reductions in contamination of land,
ground, surface water, and rivers. The solid waste management system should
ensure that it takes care of the health of waste workers and scavengers. Solid waste
should be disposed in the sanitary land fill site. Special arrangements for
disposal should be made for the hospital and hazardous waste and it should not be
treated as any other normal waste.

High priority should be given to improve the sanitation and water quality of
urban communities. Adequate public toilet provisions should be made, including
the introduction of community level toilets, pay toilets and credit support for mak-
ing residential toilets. The government should carry out drinking water quality
improvement programs such as water treatment facilities. It is also important that
the piped drinking water leakage be improved and the chances of contamination
reduced. Systematic testing and monitoring of water quality is necessary to take
appropriate preventive measures.

Similarly, appropriate testing and treatment of ground water is essential before
it is used for drinking purposes. Special treatment programs and awareness
program should be launched in the urban areas where people are using arsenic
contaminated ground water. Regular study of the trend of water borne disease in
urban areas of Nepal is essential to develop appropriate health and urban policies.
Urban water borne disease control programs should be launched for appropriate
mitigation.

Discharging of untreated domestic waste water, sewerage, and industrial efflu-
ents directly into the river should be prohibited. Disposing of wastes into the river
should be prevented. Programs of river bank cleaning, protection and greening
programs should be launched. River users and river front residents should be edu-
cated and motivated for cleaning the river. Likewise, river water quality monitoring
system should be established.

Urban residents largely depend upon the market supplied food and its
quality directly affects the health of urban residents. Therefore, strict and regular
inspection of urban food sources (including the street food vendors) in cities and
towns should be made by the food inspecting agencies. The quality of the
inspected food should be tested and its quality should be publicized. Those
sellers who do not comply with the food quality standards should be penalized.
A general awareness of food hygiene among both consumers and sellers has to be
made in cities and towns by the Department of Food Technology and Quality
Control.

Urban health is also affected by the growing terrorism nationally and -
internationally. Peace and counseling centers should be established. Relief
programs for victims should be launched. Rehabilitation and resettlement pro-
grams for the insurgency affected families should be launched. Moral, spiritual,
emotional and confidence building programs also are essential in the towns and
cities of Nepal too.
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9.5. Role of Institutions

Last and not least, without the appropriate role of institutions it is difficult to
achieve the health objectives of cities and towns of Nepal. Urban health is a broad
issue and it encompasses large number of sectors and agencies such as Department
of Health (DOH), Department of Urban Development and Building Construction
(DUDBC), Department of transport and traffic management (DTTM), Department
of Road (DOR), Department of Water Supply and Sewerage (DWSS), Depart-
ment of Food Technology and Quality Control (DOFTQC). Therefore, coordina-
tion and cooperation amongst these agencies is essential to develop a national
urban health policy. Based on this systematic overall policy, respective agencies
should launch their coordinated health and sanitation programs.

At the local level, the capacity of the municipalities and the urbanizing Village
Development Committees should be upgraded for better monitoring and facilitat-
ing urban health programs. Urban health education campaigns should be launched
at all levels: community level, ward level and municipal level. The local clubs, com-
munity based organizations and Non Governmental Organizations, schools and col-
leges should also be motivated to play an instrumental role in enhancing urban
health in Nepal.
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Chapter 1 2

Integrative Chapter
The Health of Urban Populations

The Editors

The preceding ten chapters have each considered the health of a particular urban
population, ranging from homeless persons to sexual minority groups, and through
the use of Nepal as a case study, to persons in urban areas in developing countries.
In this brief integrative chapter we do not aim to summarize what the authors of
each chapter have already presented. Rather, we offer our synthesis of common ele-
ments that cross chapters, important differences, and more importantly, the impli-
cations of these chapters for the study of urban health.

In reading this first section on urban populations, it appears to us that the clear-
est message to emerge across chapters is the fact that rather than being different,
these populations are in many ways similar. Across these different populations, there
are urban exposures including pollution, foodstores, traffic, and elements of the
built environment, all of which may affect the health of most, if not all, of the key
populations in urban areas (young, old, poor, homeless, substance users, and immi-
grants). Some authors chose to use our formulation (discussed in Chapter 1) of the
physical environment, social environment, and health and social services to organize
these themes, while others focused principally on the elements of the urban environ-
ment that were particularly salient for the population group with which they were
concerned. More importantly, these chapters show that while the impact of each of
these characteristics of the urban environment on each population (however catego-
rized) may be the same, they also may differ in terms of the specific aspects of health
and well-being that are affected by a particular feature of the urban environment, the
magnitude of the effect, or in terms of a unique relationship between an element of
the urban environment and an aspect of health in a particular group. For example,
several of the chapters note the relation between urban design/planning and the
likelihood of physical injury in different groups. However, it is likely that air pollu-
tion plays a particular role in childhood asthma, hence making that aspect of the
urban physical environment particularly important when considering the health of
cities in urban areas. More dramatically, although availability of affordable housing
recurs as an important determinant of the health of urban populations, it clearly is

237



238 The Editors

particularly important in the context of the health of homeless persons. We suggest
that this observation, that is the commonality of urban exposures that may affect the
health of urban populations applies equally well to groups not discussed here. For
example, these chapters, informed by the roots of public health as a discipline that
concerns itself primarily with the health of vulnerable populations, do not consider
the health of more wealthy, middle aged, stably housed persons. We leave it up to
future reviews and empiric work to assess the extent to which the characteristics of
the urban environment discussed here are also important for other groups that con-
stitute the entirety of the population of cities.

Indeed, another point that emerges from these chapters is that they are
describing different urban populations less than they are describing groups that
are all part of one dynamic, and inter-related, urban population. That these groups
are characterized by differences is self-evident, but perhaps it is the similarities
between these groups that are ultimately more important to consider.
Fundamentally, the authors of all chapters are discussing populations that are not
only affected by their urban environment, but in many ways are brought together by
their urban environment. Thus, perhaps paradoxically, the heterogeneity of urban
populations itself contributes to a homogenization of the urban environment that
in turn affects all groups living in urban areas. For example, we saw in the preceding
chapters how marginalized groups (e.g., persons who are lesbian, gay, bisexual, or
transgendered) within cities have made outsize contributions to cities’ cultural life.
In turn, this very diversity of cities makes urban areas particularly attractive to a
range of other groups, including older adults who increasingly are settling in cities
during their retirement. The presence of older adults then is likely to increase
demand for sophisticated health services that may change service provision for all
urban residents. The careful reader can draw several similar observations from the
preceding ten chapters. It appears then that rather than separate urban popula-
tions, we are dealing with a mosaic of urban groups, all of which constitute an urban
population whole that might well behave in ways that are inscrutable if we are to
consider only its parts.

An important corollary to this point concerns the reciprocal nature of the rela-
tionship between populations in urban areas and the urban environment itself.
Therefore, while features of the urban environment may shape the health of urban
populations, it is of course urban populations that shape their environment. While
at first glance this observation may seem self-evident, it has important implications
for how we consider cities and their role in determining population health. Adults
in cities make decisions that form urban characteristics (e.g., contribute to deci-
sions about placement of parks, or influence their social networks about a particular
behavior) that in turn have a direct bearing on their own health, and that of others
(e.g., their own children) in cities. This observation is perhaps most starkly illus-
trated in the chapter that presents the health of urban populations in Nepal. The
author here provides clear proscriptions for changes in the urban environment,
ranging from individual, to municipal, to federal changes that are likely to improve
the health of Nepalese urban residents. The evident need for these changes then
suggests the importance of ensuring that urban residents are empowered to affect
these changes.

Another point that readily emerges, not inconsistent with the principal point
being discussed here, is that group “membership” is a limited tool in terms of help-
ing us understand the health of individuals within cities. Indeed almost all chapters
discuss the range of factors across levels (e.g., individual characteristics like behav-
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iors and features of their social environment) that likely affect the health of persons
in cities, and group identity (e.g., elderly, homeless) is merely one such characteris-
tic that at best modifies the relationship between the fundamental determinants of
health, many of which are rooted in the urban context. Further driving home this
point is the observation, made by many of the preceding chapters, that membership
in the groups discussed here is far from “exclusive”, and individuals frequently
belong to multiple groups (e.g., minority elderly) and change “group membership”
over time (e.g., persons enter and exit periods of economic disadvantage in their
time). Itis in this context then that consideration of the urban environment and the
context within which individuals live may more fruitfully allow us to understand the
interventions that might best improve population health.

These chapters then suggest that we might be on the threshold of understand-
ing not only the relevant exposures that affect health in cities across different
groups, but also to start refining our theory and empiric work that considers how
modifications of the urban environment can be made that have a far-reaching
impact on the health of urban populations as a whole. We return to this point in
Chapter 29 were we offer our synthesis of Part III of this book.
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Chapter 1 3

An Anthropological Perspective
on Urban Health

Frances K. Barg and Jane Kauer

1.0. INTRODUCTION

An anthropological focus on urban health is a necessary part of an in-depth under-
standing of the ways that social and cultural factors affect humans and human
behavior in the urban environment (Obrist, et al., 2003a; 2003b). Anthropology is
the study of human evolution, variation, and behavior in an environmental context
(Campbell and Loy, 2000). The various aspects of anthropology (biological, cul-
tural, linguistic, and archaeological) share a core focus on human thought and
behavior and together attempt to create an integrated perspective on human expe-
rience. Medical anthropology and human biology in particular have focused on
bringing the theoretical and methodological perspectives of anthropology at large
into the public discourse on health, medicine, healthcare, wellness, and illness.

Anthropology can have a significant impact on urban health by providing a
theoretical perspective on human prehistoric environments and through the
employment of methods used commonly by anthropologists, especially in the fields
of cultural and medical anthropology. Whereas for most of human history as a
species we have adapted to a broad range of ecological situations, only recently have
human beings had to cope with the various stressors (and resources) of urban living
(Satterthwaite, 2000; Obrist, et al., 2003b).

In this chapter, we will first discuss how human adaptation to prehistoric envi-
ronments affects our ability to function in the present-day urbanized context.
Second, we will show how anthropology provides a unique combination of theory
and practice at the nexus of culture and biology that may help us understand the
variation we observe in heterogeneous modern urban environments. Third, we will
explore ways that race categories are used in urban health research, noting the pit-
falls that such received categories create.

Anthropologic field methods incorporate qualitative and quantitative methods
for studying health. In doing so, anthropologic methods offer ways to understand
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the context in which health and illness occur as well as the distribution and fre-
quency of different illnesses in the urban setting. We conclude this chapter with sev-
eral examples of mixed-methods studies that demonstrate how blending methods
can enhance the understanding of health in urban areas.

2.0. HUMAN ADAPTATION

2.1. Changes in Human Settlement Patterns

Ongoing massive migration into the world’s cities during the 20™ and early 21°t cen-
turies has resulted in a major shift in human settlement patterns. There is a signifi-
cant difference between the manner in which human populations lived during the
last 50,000 years, and present-day settlement patterns. Humans did not evolve in the
context of urban environments. Over the last several tens of thousands of years, our
human ancestors have had to cope with a variety of environmental constraints aris-
ing from changes in both the climate and in human cultural evolution.

As of about 12,000 years ago, when humans practiced a variety of food acquisition
strategies that often involved some amount of travel on a seasonal basis, humans began
using agricultural techniques that increased the reliability of the food supply, enabling
some populations to settle in a single location. Over the past 12,000 years, depending
on their environmental and cultural context, human populations have slowly shifted,
from a generally hunting and gathering lifestyle to one which relied more heavily on
management of livestock, often in the context of a nomadic lifestyle. In many popula-
tions, this combination of nomadism and pastoralism has slowly yielded to an increased
reliance on agricultural products and a more settled lifestyle. Thus, a great deal of envi-
ronmental and cultural change has occurred in little more than ten thousand years.

At the beginning of the 21% century, humans, as a species, live predominantly in
cities (Vlahov and Galea, 2002). Moreover, the majority of the urbanization has
occurred in the last 100 years, and by the end of the first decade of the 21 century
the majority of the world’s population will be living in cities (Obrist, et al., 2003b). In
essence, this means that from now on, the majority of human beings will be living in a
type of environment for which they are not adapted, in the evolutionary sense. This is
important because in thinking about the effects of living in urban environments,
anthropologists need to take into account not just direct costs and stressors, but also
those that are built into our human biology. People living in urban environments have
direct stressors to cope with, as well as the indirect — and perhaps more cryptic — costs
of being organisms adapted to a significantly different environment. There is, then,
an implicit tension between the urban environment and the set of current human cul-
tural and biological adaptations. It is hard for evolution, in the form of genetics, to
‘catch up’ with this change from humans as hunter-gatherers to humans as predomi-
nantly urban residents. Certainly changes in the cultural context can take place rela-
tively rapidly to help people work with, understand, and adapt to their surroundings.
This is not true of human biology, which is not able to change radically with great
shifts in the environment. Although it has taken place over thousands of years, the
transition in human settlement patterns from low population density to high popula-
tion density and from rural to urban settings, has affected a shift from a pre-modern
diet to a modernized diet that has greatly affected human health. It is the results of
this shift itself, and the underlying tension with human biology, that current work in
urban health needs to address. Urban health and anthropology can address together
how this complex of biology and culture affects human life and health presently.
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2.2. How Do Humans Adapt to the Stressors and Resources of Urban
Environments?

Human biologists and medical anthropologists generally situate the effects of the
environment on humans in two (admittedly highly simplified) categories: stres-
sors and resources. In the context of urban health, we are concerned with how
humans adapt to the stressors and unique resources of urban environments
(Schell and Ulijaszek, 1999). How do these stressors and resources affect human
health, and what are the various factors that are part of this system? It has been
pointed out that while cites — especially the megacities of the late 201" and early
215 centuries — are generally seen as sources of social, physical, and economic
problems, they are also places where resources are concentrated (Satterthwaite,
2000; Obrist, et al., 2003b). Indeed, this combination of the specific environmen-
tal context, the people, the stressors, and the resources comprise the context of
work for urban health researchers and practitioners. In particular, recent research
into the relationships between health and culture has indicated that in both
domains — clinical practice and research — a critical component is attention to the
immediately local context (Obrist, 2003; Parkar, et al., 2003; van Eeuwijk, 2003;
Obrist, et al., 2003a).

2.3. Discussion of Anthropological Work on Urban Stressors

Stressors specific to the urban environment — either because they are uniquely
urban, or because they are uniquely presented or concentrated in the urban setting
— are discussed briefly in this section. While many disciplines address the interrela-
tionships among features of the urban environment and health, anthropologists in
particular have contributed to our understanding related to population density,
infectious disease, social stress, nutrition, and air and noise pollution. We discuss
each in turn.

2.3.1. Population Density

By definition, urban areas have more people per unit area than non-urban areas
and population density is directly related to a number of other traits of urban set-
tings. Anthropologists have examined various aspects of population density, with a
variety of emphases. Some have examined the relationship between the perceived
permanence of residence and urbanism, doing ethnographic research on what may
be referred to as peri-urban communities such as trailer parks and squatter commu-
nities (Huss-Ashmore and Behrman, 1999). Depending on the manner in which
cities are constructed, the built environment and individual activity and time budg-
ets may also inhibit people’s ability to get adequate physical exercise (Ulijaszek,
1999), thereby compounding the effects of other stressors, such as nutritional qual-
ity of the diet and air quality (Epstein and Rogers, 2004).

2.3.2. Infectious Disease

Medical anthropology and human biology have a long history examining disease
states and their biocultural context in human beings. In the 215 century, with
increasing urbanization, the specifics of this inquiry require some rethinking.
Over the course of the last two centuries, settlement patterns that accompanied
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industrialization concentrated people in cities and overwhelmed resources so that
infectious diseases remained a public health problem in cities until the beginning of
the Sanitary Awakening in the mid to late 19" century. Since that time, a major epi-
demiological transition has occurred in which infectious disease has less of an
impact on mortality and non-infectious disease has a greater impact on human mor-
tality. This remains true in urban settings, but there are some caveats.

First, in the last few decades there have been some significant dents putin the
argument that infectious disease does not have as much of an impact as it used to —
the global HIV epidemic is one example. Second, while people may live longer, the
impact of noninfectious diseases and other negative effects on human quality of
life are concentrated in cities. For example, the chronic degenerative disease states
(so-called ‘diseases of civilization’) include hypertension, cancer, cardiac illness,
obesity and Type II diabetes and have far-reaching effects across the society. In
addition, urban settings also have more violent crime, which undermine social
cohesion in neighborhoods (Wright and Fischer, 2003), and result in greater rates
of homicide.

There has recently been an increased focus on the relationship between micro-
bial ‘cleanliness,” and the rising incidence of asthma, allergies, and infectious dis-
ease. Several studies have indicated that one factor in the variance of rates of overall
childhood infection is degree of exposure to agents that stimulate the immune sys-
tem early in life. While not isolated to cities, the increase in asthma itself has been
shown to be much higher in inner cities. Also, livestock, putative sources of immune
stimulation early in life, are relatively rare in urban environments (Bach, 2002; Weiss,
2002; Braun-Fahrlander, et al., 2002), and greenhouse warming effects and climate
change have differential effects on urban health (Epstein and Rogers, 2004).

Finally, urban centers serve as a nexus for trade and transportation. As such,
cities are often the points of entry for new infectious agents. Furthermore, popula-
tion density and concentrated poverty serve as fertile ground for transmission of
these agents within the population (Acevedo-Garcia, 2000).

2.3.3. Social Stress

Although not unique to the urban environment, social stress is concentrated in
urban contexts. Social stress may arise from a combination of specific factors, includ-
ing high population density, lack of traditional social networks, degraded family
structure, inadequate housing, and insufficient privacy. Social stress may arise from
the necessity to manage numerous ‘selves’ or social roles (Goffman, 1959). Not only
are there more people to deal with in a given time, there are more types of people
(professions, social relationships, and economic relationships) with whom to inter-
act. This may be more necessary in the human heterogeneity of urban settings than
in rural settings (Goffman, 1959; Pollard, 1999). At the same time, cities are often
diverse enough to have the ability to generate new social networks that are more spe-
cialized. For example, gays and lesbian groups or immigrant groups may invest a
great deal in developing local relationships with strong social ties (Berkman and
Clark, 2003; Finkelstein, in this book). Dressler has explored the concept of status
incongruity in the context of modernization (1999) as a source of stress. By using a
measure he calls “cultural consonance,” Dressler has demonstrated effects of a par-
ticular type of social stress on hypertension (Dressler and Bindon, 2000).

People in urban settings also have higher rates of mental illness (e.g., Parkar,
et al., 2003) and crime compared with other settings, making aspects of these behav-
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iors sources of information for urban health practice (Weiss, 2001; Obrist, et al.,
2003b). Anthropologists try to understand which features of the urban environ-
ment (e.g. concentration of population, proximity to stressors, anomie, and noise)
contribute to these higher rates, examining the effects of the ‘built environment’
on human behavior and biology (Evans, 2003).

2.34. Nutrition

As the process of globalization occurs, so too does urbanization. Though the exact
relationship may not be clear, it is obvious that these are related events. With global-
ization comes increasing ‘modernization’ of diets in large urban settings (Sobal,
1999). Modernization of global diets towards a Western model of eating is more
common in cities around the world than it is in more rural, outlying areas.
Therefore, although food may be highly available, it is also more processed, creat-
ing food stuffs that are likely to have higher ratios of simple sugars, ‘bad’ fats, and
lower fiber content (Drewnowski, 1999).

Globalization has also resulted in a reduction in the availability of time, which
may contribute to the use of both processed foods and foods prepared outside of
the home becoming a greater part of the diet (Bell and Valentine, 1997). In addi-
tion, because processed food is less recognizable as a particular organic product, it
may increase reliance on processed foods and reduce the likelihood of preparing
foods in the home. Food insecurity can be quite high in cities. Few inner-city
dwellers have access to garden space that is sufficient to generate a substantial
amount of edible produce. Types of stores and store inventory are also an issue.
Healthy food choices are often less available in urban settings (LaVeist and Wallace,
2000; Morland, et al., 2002; Sloane, et al., 2003).

Another way nutrition plays a role in urban health is in its effects on children’s
physical and mental growth and development (Johnston, 1993). While these effects
may be more concentrated in urban settings in developing countries, the issues are
also present in the developed world (Johnston and Gordon-Larsen, 1999). The
effects of nutritional stressors may be additive with other factors, such as pollutants
and toxic materials in the built environment (Schell, 1997).

Finally, food insecurity itself is known to be associated with higher rates of obe-
sity, which itself is associated with higher risk of morbidity and mortality from a
variety of sources (Centers for Disease Control and Prevention, 2003). Having said
this, it is not clear that in all cases the nutritional quality of the diet either does or
has to decline in the context of urbanization. Increasingly in the U.S. there are
grassroots movements to bring locally grown produce to urban dwellers through
farmers’ markets and other forms of community supported agriculture (CSA)
(Sobal, 1999).

2.3.5. Culture as a Stressor/Cultural Products (Pollution, Noise)

If we define environment broadly as the entire context of human experience — geo-
graphical, physical, social, and psychological aspects of life — then we can talk about
culture as acting as an intermediary between humans and this environment.
Culture may thus be viewed as both a product and a producer of the urban environ-
ment (Schell, 1997). Urban environments are at the crossroads of human physical
and cultural variation and they encompass a great deal of economic and social dif-
ference. Socially defined groups (e.g., ethnic groups, the “poor,” “minorities,” and
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“homeless”) are created through cultural consensus about what is acceptable, right,
and normative. There is economic variation across these groups of people, with
some having much more than others, and urban environments are loci where there
is great disparity among groups of people living in proximity (Aday, 2001; Nguyen
and Peschard, 2003; Panel on ethnic and racial disparities in medical care convened by
Physicians for Human Rights, 2003).

Additionally, cities are complex settings in which many toxic materials — some
hazardous in small amounts, some only hazardous when concentrated — are pres-
ent. The distribution of toxic pollutants may compound disparities in the distribu-
tion of social and economic resources, so that the people who have the least social
power often end up living in the most toxic environments. Schell (1997) calls this
process “risk focusing” and describes ways that toxins accumulate in geographic
areas populated by disenfranchised people. In particular, where the large propor-
tion of the risk associated with toxic materials (e.g., lead, PCBs, DDT, mercury, and
dioxins) is associated with socioeconomically disadvantaged people, a positive feed-
back system for increasing social stratification is created. The result of this is that
people who already lack social and economic power lose further opportunities due
to their higher burden of risk of contact with hazardous materials (Schell, 1997; Litt
and Burke, 2002; Schell and Denham, 2003).

Similar to stressors such as chemical or particulate pollutants, noise has also
been demonstrated to exert a significant effect on human life (Schell and Denham,
2003). Urban areas are differentially noisier than non-urban areas, due to the popu-
lation density of city dwellers, use of industrial machinery, sound reflectance from
the built environment and the ever-present vehicles of transportation (Chang and
Hermann, 1974; Fidell, 1978; Tobias, et al., 2001; Knauss, 2002; Matheson, et al.,
2003).

3.0. HUMAN VARIATION

Humans are enormously varied in their appearance, their social systems, and their
cultures. It is important to understand human variation and to appreciate the enor-
mous disparities we see in rates of illness among population groups (Panel on DHHS
Collection of Race and Ethnicity Data, 2004). In the context of human variation, people
are also subject to uneven distribution of resources and stressors in their environ-
ments that can lead to health disparities. There are numerous levels at which this
inequality of distribution of access and provision of healthcare are manifest.
Initially, apart from individuals, we can talk about humans as aggregating in com-
munities. A community may be defined as a group of people who share a common
identity or interest, who may be thought of as behaving according to a set of unwrit-
ten ‘rules.” There are a number of different factors used to define communities,
including physical factors (geography and topographical features), sociocultural
factors (history, politics, and economics), and macro-cultural factors (geo-politics
and -economics).

In addition to considering community-level processes affecting healthcare, it is
necessary to contextualize health problems as being part of larger global and
regional systems; people and communities do not exist in isolation. Social struc-
tures should be considered not only in terms of their geographical and environ-
mental contexts, but also in terms of the broader geopolitical and economic
variables exerting pressure on human populations. In particular, ethnographic data
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have shown that the history underlying present-day social structures and concepts is
an important part of any holistic understanding of those structures. Therefore, the
temporal context may be important in order to grasp an understanding of social
variables and cultural variation that affects individual and group decision-making
about health and healthcare choices (Nguyen and Peschard, 2003). What is also
clear, however, is that it is important to keep in mind the historical, economic, and
political contexts of communities; it is services, programs and initiatives which focus
on the local context that are, in practice, often most effective (for example, see Kai
and Drinkwater, 2004). Therefore, in urban health research there is the need for a
fine-tuned comprehension of the relatedness between local and global systems.

At the local level, there are a large number of factors operating to define socio-
cultural influences on health. These include health beliefs, social class, social status,
and relations with health care providers and institutions. People have a wide range
of health beliefs, not just definitions of “wellness” and “illness,” but also of what con-
stitutes treatment and competence in health practitioners (Kleinman, 1980). Thus,
individuals and communities have particular explanatory models about health and
illness that have a direct impact on urban health provision.

Social class is also a major source of variation in healthcare in urban settings. To
the extent that globalization results in greater social stratification and that this is
concentrated in cites (Schell, 1997), differences in social class greatly affect the dis-
tribution of healthcare resources (Link, et al., 1998; Aday, 2001). In addition to the
external effects of social class on individuals and communities, people’s perceptions
of their ‘position’ in the social system will affect how they (and whether they)
engage with urban health sources and practitioners (Fullilove, 2001).
Disadvantaged, disempowered people may be less likely to seek out a relationship
with a healthcare practitioner or program if the perception is that they will be enter-
ing into yet another relationship where they lack authority or agency.

People use a variety of medical systems, aside from the standard Western med-
ical model. This use of ‘alternative’ or complementary medical resources is com-
mon in urban settings where there are people living together from a great variety of
cultural backgrounds. Alternative medical practices are often seen by people as
forming part of the normative medical practice, and therefore it is important to be
aware that patients may be using not only standard medical diagnosis and treatment
options, but complementary ones as well (Adler, 2001). Additionally, some people
are less likely to consider that they need any medical care at all, and may ‘refer’
themselves only to family members or close friends, or even keep their own ‘med-
ical’ counsel. Where there is a great deal of explicit cultural variation, it may be
assumed that there is also a wide variety of perspectives on what constitutes ‘med-
ical’ or ‘health’ care (Pachter, ef al., 1998; Plotkin and Post, 1999; Gomez-Beloz and
Chavez, 2001).

Medical anthropologists acknowledge that Western biomedicine is as “cultural”
as other less familiar forms of medicine. Common to all medical systems is a rela-
tionship between the patient and their healer. In most cultures, the patient — practi-
tioner relationship is a fairly unique one in its combination of intimacy, authority
and expertise (Wylie and Wagenfeld-Heintz, 2004). While this structural relation-
ship differs across cultural lines, and has been changing in the West in the last few
decades, it still underlies many if not all healthcare interactions (Martin, 1984;
Ramirez, 2003). In urban settings, where members of many cultural groups interact,
one significant influence on health is the expression and perception of prejudice in
a given community. Prejudice here describes all bias against persons because of
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some perceived trait, or some group identification (e.g., racism, ageism, and sex-
ism) (Bailey, 2000; Aday, 2001; Nguyen and Peschard, 2003). Prejudice may affect
the practice of urban health by operating to create bias against a patient, or against
a practitioner/researcher. If a patient perceives that she is treated differently than
others because of prejudice on the part of a healthcare provider or investigator
there may be a profound effect.

Aday points out that the groups most vulnerable to health risks in present-day
American society are those where a number of the high-risk traits intersect, as in
low-income single young black mothers (2001). Table 1 contains many variables

Table 1. Possible Categorization of Individual-Level (Micro-cultural) Variables Influencing
Health: An Example from the U.S.

Gender, Age, Ethnicity “Minority”
Non-“minority”

Language English is first language
Speak English, not first language
Do not speak English

Religiosity Organized religion Major world religions
Less known religion/faith
Attend services
Do not attend services
Individualized faith
No religion

Citizenship / Immigration status Citizen
Non-citizen
Legal
Illegal
Temporary
Permanent

Poverty level Poor
Not poor

Social class Lower class
Middle class
Upper class

Income Income level
Income stability
Source/type of income Employment
Public assistance / welfare
Disability
Social security
Pension / retirement
income
Education No high school
High school incomplete
High school degree
College, some
College degree
Graduate/Professional degree

Marital status Married / Civil union
Established relationship
(no legal contract)
Widowed
Separated
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Table 1. (Continued)

Divorced
Single

Occupation Risk / hazard level
Income level
Stability
Commute or travel
No commute or travel

Retired
Residence status Residence stability Stable residence
Unstable residence
People in household Living alone
Living with others
Homeless
Control over residence Own
Rent
Squatting
Homeless
‘Crashing’ in others’ residence
Health status ‘Healthy’
‘Not healthy’
Chronic illness
Acute illness
Terminal illness
Health coverage Health insurance Private, self-paid
Private, employer-paid
Public/Governmental

No health insurance

Physical activity Physical exercise frequently
Physical exercise infrequently
No physical exercise

that are used by individuals and groups in identification in the U.S. This is not an
exhaustive list by any means, but it is intended to draw attention to the immense
variety of individual level variables influencing health and healthcare. This table is
not intended to show all variants or options, but to illustrate the complexity of cate-
gories commonly used in grouping people.

4.0. CONTRIBUTIONS OF ANTHROPOLOGY TO THE STUDY
OF URBAN HEALTH

Anthropology provides three important perspectives that can inform urban health
research: 1) the consequences of using “race” as a variable in research; 2) the benefits
derived from an emic, or within-a-culture point of view as well as an etic, or external
point of view; and 3) the importance of using appropriate research methods (both qual-
itative and quantitative) to understand the biopsychosocial factors that affect health.

4.1. Race: The Pitfalls of “Natural” Categories

Race is one of the most common ways of categorizing people in biomedical and
health research. However, epidemiologists are joining with anthropologists to ques-
tion the use of the concept of race in research (Fullilove, 1998; Bhopal and
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Donaldson, 1998; Cooper, 2000). This is an important consideration in urban
health research, both because in large urban areas there is an increasingly complex
mix of people from many geographic, national, and linguistic groups, and because
the category race/ethnicity is often used to define groups in medical research.

As we understand it in anthropology, there is no such thing as biological race.
There are no clear lines of demarcation, such that there is any way in which one
could use biological data to sort humans in to distinct groups (Lewontin, 1972;
Owens and King, 1999). This is true of skin color, hair type, UV sensitivity, body
shape, and size (Miranda, et al., 2003). Anthropologists consider that variation in
these traits — those traits used visually to define ‘race’ — change gradually across geo-
graphic regions. Importantly, because the biological variation in these traits is as
great within so-called ‘race’ groups as it is between them, it is an unacceptable
marker of similarity or difference. There is certainly measurable genetic variation in
human beings; one requires a very large number of genetic markers to be able to
distinguish a large group of people by shared geography (history) (Bamshad and
Olson, 2003). Although we reject the concept of biological race, as anthropologists
working in the context of human health, ‘race’ is certainly a very important social
construct. Humans do use physical (visual) markers of ‘race’ or ‘ethnicity’ such as
skin color, eye color, hair color and texture, and facial features to categorize people.
This is not a statement of racism, but of the recognition that there is obvious physi-
cal variation in the human species. That these categories may be and have been
used in malicious ways is a fact. However, the supposed opposite of this is also true.
That is, race/ethnicity is also used as a concept for categorizing people for what are
presumed to be non-malicious, beneficial reasons, such as defining groups for
analysis in epidemiological or medical anthropology studies (Bailey, 2000). One of
the projects of medical anthropology is to be able to acknowledge human variation
at both biological and social levels in research without reifying social constructs as if
they were biological ones (Osborne and Feit, 1992; Bailey, 2000; Bamshad and
Olson, 2003).

Alogical result of this should be that we do not consider race to be an adequate
marker of different groups of people for biological purposes in the context of bio-
medical and health-oriented research. There is a recent and ongoing disagreement
among biomedical researchers as to the utility of ‘race’ as a group-defining charac-
teristic (Osborne and Feit, 1992; Burchard, et al., 2003). A public discussion about
the use of ‘race’ as a category in biomedical research can yield a useful lesson, deriv-
ing from anthropology’s distinction between the social construct ‘race,” and so-
called biological race. It is important to understand, or access the emic
(within-a-culture) perspective of a given concept or topic. Fullilove (1998) suggests
that a public health appreciation for the limits of the concept of race might benefit
from two complementary anthropologic research strategies: 1) ethnography and;
2) evolutionary/ecological analyses to understand geographic, cultural, historic
and adaptive contributions to human phenotypic variation.

4.2. Anthropology in Urban Health
4.2.1. Anthropology Uses a Combination of Emic and Etic Perspectives

Anthropologists investigate cultural phenomena from the point of view of an exter-
nal observer (an etic perspective) and from the point of view of individuals who live
within the culture (an emic perspective). Since the time of Bronislaw Malinowski in
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the early 20™" century, anthropologists have been aware of the fact that experts who
study a culture may or may not have the same view about the culture as do individu-
als who live in that culture. This may be evident in particular in studies of health and
illness. Scientific classification systems (about causes of illnesses, meaning of illness,
manifestations of illness, or treatment of illness) may vary greatly from local classifi-
cation systems. Lambert and McKevitt (2002) argue that, for health related
research, taking an emic as well as an etic approach furnishes an empirically based
example of the context-specific nature of social processes. By looking at the mean-
ings of illness and the way that illnesses are classified in a local sense, and comparing
the results with investigator-defined understandings, anthropologists can help to
understand the links between what people say and what they do.

4.2.2. Cultural Epidemiology

Although anthropologic and epidemiologic research are often complementary
(Wiebel, 1988), historically, anthropology and epidemiology have had a somewhat
contentious relationship (Trostle and Sommerfeld, 1996). On the surface, this
is often attributed to a divergence in methods, but there are also fundamental
differences in the types of questions each discipline asks. Both disciplines address
the frequency and distribution of disease at the community or group level.
Anthropologists, especially medical anthropologists, also describe the distribution
of meaning related to illness and then relate that to a biological and cultural con-
text. Epidemiology is oriented around the questions of the distribution of disease
and its association with place, time, population, and behavior. The traditional meth-
ods employed in epidemiology are those of biomedical science, the use of objective
measures combined with statistical relationships. Epidemiologists also consider cul-
tural effects on illness, but often consider culture one “variable” among many that
affect health and illness (DiGiacomo, 1999; Weiss, 2001). Anthropologists’ methods
may be qualitative or quantitative and often involve immersion, or long-term
engagement in the culture under study.

4.3 The Anthropologist’s Toolkit

Anthropologists use a wide variety of methods to study people within their cultural
context. Anthropologists are perhaps best known for their use of participant observa-
tion in the process of doing ethnography. Participant observation is a research strategy
in which the researcher spends an extended period in the research setting observing
(in a number of different ways) actual day-to-day behaviors and practices (Schensul,
et al., 1999). Prolonged engagement in the setting allows the observer to observe daily
life in a naturalistic (as opposed to laboratory) setting. It also enables the observer to
“blend in,” to a certain extent, thus minimizing the effect of the researcher on the
observations. Ethnography is both the research process (doing ethnography) and
the research product (one writes an ethnography). While doing ethnography, the
researcher might conduct individual, open-ended interviews with key informants,
implement community wide surveys, conduct focus groups, explore archival records
(such as birth or death records), or conduct individual case studies. Historically,
anthropologists conducted ethnographic work in isolated foreign cultures. More
recently, however, many anthropologists study people that live side by side with people
from other cultures in local or foreign settings (Inhorn and Buss, 1994; Kauffman,
1995; Higgins and Learn, 1999; Thompson and Gifford, 2000; Kane and Mason, 2001;
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Monaghan, 2002; Goldman, et al., 2003; Chapman, 2003; Bourgois, 2003; Larson, et al.,
2004; Goldman and Risica, 2004; Wind, ez al., 2004; Wacquant, 2004).

A main feature of much anthropologic research is its inductive character. That
is, hypotheses and conclusions emerge from the data after they have been collected
or during data collection. This can be contrasted with hypothetico-deductive (quan-
titative) research strategies that operate from an a priori set of assumptions about
the subject matter.

4.3.1. Mixed Methods Research

Urban health research requires a combination of epidemiologic observations, ecolog-
ical characterization, and a description of the lived experience of individuals living in
a given environment. This type of holistic description affords opportunities for meas-
urement and analysis at the individual level, the community level, and the macrosocial
level. Thus, urban health research can benefit from a mixed methods approach
(Creswell, 1995; Tashakkori and Teddlie, 1998; Creswell, et al., 2003; Borkan, 2004) in
which qualitative and quantitative approaches are used to study health problems.
Borkan (2004) states that mixing qualitative and quantitative methods in a single
study combines the benefits of generalizability with the interpretation of experience.

Data from standardized instruments may be combined with ethnographic find-
ings to understand the nature of health disparities. Although the health inequalities
between social groups are important factors affecting the practice of urban health,
they are simultaneously difficult to measure, especially across locations (Murray,
et al., 1999). This is an important point in considering study design, as it is directly
relevant to planning any study that has some comparative component. Using an
anthropological approach to urban health might result in collaboration among
researchers from a variety of fields, for example: medicine, biostatistics, epidemiol-
ogy, anthropology, sociology, and psychology (although this is not without its prob-
lems, see Schell and Stark, 1989).

4.3.2 Examples of Mixed Methods Research

Anthropologists are joining with colleagues in other disciplines to study urban
health problems using mixed methods. For example, Brett, Heimendinger,
Boender and colleagues (Brett, et al., 2002) conducted open-ended interviews with
key informants to understand the social/structural and cultural factors that affect
regular exercise and good nutrition. These data were then used to develop and test,
through quantitative means, an intervention to improve diet. Goldman and col-
leagues conducted individual interviews with key informants to understand cultural
factors that affect the likelihood of cancer screening among Dominicans and
Puerto Ricans in Rhode Island (Goldman, et al., 2003). This qualitative study was
then coupled with quantitative screening results to understand the epidemiology of
screening among diverse population groups. Goldman also used life-history inter-
views to understand the cultural context in which a cancer prevention intervention
was developed and tested (Goldman and Risica, 2004).

The Spectrum Study is an example of a study in which a mixed methods
approach was used to understand the clinical and public health implications of
depression among older adults; 355 older adults (with and without depression)
were followed for 12 months. Quantitative data relating to depression status, physi-
cal co-morbidities, cognitive status, personality traits, and service utilization were
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gathered at three time points over a 12 month period (Gallo, 1000; Bogner, 2004;
Barg, et al., 2004). From the original group of 355, 160 people are now participating
in qualitative interviews in which they discuss and describe their own experiences
with depression and their impressions of other people with depression. By taking
the data from semi-structured, qualitative interviews and the results of discourse
analysis, and combining these with data from existing structured, quantitative inter-
views, this study will help elucidate the epidemiology and experience of depression
in late life, highlighting social and cultural meanings of depression among black
and white American older adults. Using mixed methods helps us to understand the
meanings that people associate with depression and its treatment, and to under-
stand how those meanings might vary depending upon the time in history in which
one was born, the presence or absence of depression in the family, the role that spir-
itual explanations play in one’s understanding of depression, the concept that one
has about treatment, or one’s perception about the seriousness of a disease such as
depression. In order for depression treatment to be adopted, it must make sense to
people in the context of their everyday lives (Hohmann, 2002). A mixed methods
approach that incorporates the perspective of the person experiencing the problem
with the perspective of experts provides the multiple points of view and the multiple
channels for intervention that will be needed to make the intervention successful.

5.0. CONCLUSION

Anthropology brings a useful suite of tools and concepts to urban health research.
Mixed-methods approaches can embrace both objective and more subjective ways
of understanding human adaptation to and variation within the urban context.
There have been many productive interactions among anthropologists and various
disciplines studying health over the course of the 201" century and into the 21st. At
the beginning of the 21st century, we are poised to enhance our ability to under-
stand urban health contexts through effective collaboration among anthropologists
and other disciplines studying urban health.
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Chapter 1 4

Epidemiology and Urban Health
Research

Sandro Galea and David Vlahov

1.0. 'WHAT IS EPIDEMIOLOGY AND WHAT ROLE CAN IT PLAY
IN URBAN HEALTH RESEARCH?

“Epidemiology” is derived from the Medieval Latin term “epidemia,” meaning an epi-
demic, and reflects the origins of epidemiology as the discipline concerned with
tracking and controlling disease epidemics. Modern epidemiology has expanded its
scope and many definitions for epidemiology have been suggested, some at odds
with one another (Swinton, 2004). Most epidemiologists might characterize their
discipline as the study of the distribution of disease and of the causes (or determi-
nants) of that distribution (Lilienfeld, 1978). Congruent with this definition, the
American Heritage Dictionary defines epidemiology as “The branch of medicine
that deals with the study of the causes, distribution, and control of disease in popu-
lations” (American Heritage Dictionary, 2000). Therefore epidemiology provides
the empiric tools that inform both medicine and public health and epidemiologic
method are critical to the study of disease distribution, cause, and subsequently
control.

Broadly speaking, we can think of two principal roles for epidemiology. Firstis a
descriptive role, often referred to as disease surveillance. Here epidemiology helps
to describe the frequency of disease, both overall, but also in different groups,
including, for example, gender, race/ethnicity, geographic groups, or over time.
Description of disease is a critical function epidemiology plays to inform public
health policy and practice. For example, the recent documentation of the growing
prevalence of obesity throughout the U.S. has fuelled national interest in the obe-
sity epidemic and the development of national and regional initiatives aimed at
reducing obesity and associated morbidity (Katz, 2003; Wang, et al., 2002). In local
public health departments, epidemiologic surveillance of infectious diseases serves
to identify infectious disease outbreaks, a core function of both local and federal
public health agencies.
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Second, epidemiology plays a critical role in understanding disease etiology, or
identifying causes of diseases. Classically, epidemiology has concerned itself
with identifying different factors, often called “exposures” or “risk factors” that are
associated with categorical disease outcomes. Both observational and experimental
methods have been employed to this end. Historic examples of this include the
identification of smoking as a risk factor for lung cancer and cardiovascular disease
and the absence of folic acid as a risk factor for neonatal neural tube defects. In the
context of public health practice, epidemiology contributes methods that aid in
the search for causes of infectious disease epidemics. For example, outbreak investi-
gations include both the description of the increase in incidence of a particular dis-
ease and also the search for the cause, or of the mechanisms of transmission of a
well-known cause, of the same disease. Both these traditional roles of epidemiology
have concerned themselves with individual disease expression and with the individ-
ual factors (including behaviors or exposures to toxins or other possibly harmful
substances) that contribute to the development of disease.

Recently there has been an expansion in the role of epidemiology both in
terms of the outcomes as well as with the exposures of interest. In terms of out-
comes, epidemiologists have broadened their scope to consider not only disease
but also health and well-being. In addition, there has been increasing interest in
considering the health of populations, not simply of individuals, and in under-
standing that population health is not an aggregate of the health of independent
individuals, but rather a product of inter-dependent individuals who influence one
another’s health and disease status (Koopman and Lynch, 1999). In terms of expo-
sures or risk factors, modern epidemiologic thinking has expanded its scope
beyond intrinsic individual factors or behaviors to consider factors exogenous to
the individual (e.g., socio-economic status), individual inter-connections (e.g.,
social networks and social supports), and contextual factors that are not character-
istics of any one individual (e.g., social capital) (Kaplan, 1999). In broadening its
scope to include these factors modern epidemiology has made its task, the descrip-
tion or characterization of states of health and the determinants of those states,
considerably more complex than it was a few decades ago. The development of epi-
demiologic methods (e.g., regression techniques, hierarchical analysis) that can
account for increasing analytic complexity both has made it possible to meet the
challenges introduced by this broader scope and raised new questions in its own
right (Oakes, 2003).

As discussed in many chapters in this book, the study of urban health encom-
passes a broad range of questions, exploiting, and challenging the epidemiologic
armamentarium. In this chapter we will first discuss the different perspectives that
have been employed in the epidemiologic literature that explores questions rele-
vant to urban health, second we will consider various aspects of epidemiologic
techniques and how they can be applied to questions in urban health, and third we
will discuss key challenges facing epidemiology in the study of urban health. We will
conclude with directions for epidemiologic inquiry in urban health. We note that
we do not here attempt to explain epidemiologic methods, instead referring the
reader to standard epidemiologic textbooks for explanation of epidemiologic tech-
niques (Rothman and Greenland, 1998; Gordis, 2000). Instead, we consider how
epidemiologic approaches may illuminate questions in urban health research and
potentially guide intervention. This chapter draws on our other published work
that presents some of the issues discussed here in more detail (we refer the reader
to Galea and Vlahov, 2004; Galea, et al., 2005; Galea and Schulz, 2006).
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In order to illuminate some of the points being made in this chapter, we will
refer throughout to an example that we hope will be illustrative of the role epidemi-
ologic methods can play in urban health research. Recently, there has been growing
interest in the possible role that the built environment may play in shaping health
(Jackson, 2003). For example, specific features of the built environment including
density of development, mix of land uses, scale of streets, aesthetic qualities of
place, and connectivity of street networks, may affect physical activity (Handy, et al.,
2002). In turn, low levels of physical activity are a well-established risk factor for car-
diovascular disease and all-cause mortality in urban areas (Diez-Roux, 2003; Pate,
et al., 1995). Other work has shown that a deteriorating built environment is associ-
ated with greater incidence of sexually transmitted diseases (Cohen, et al., 2000).
Considering the role of the built environment is clearly a priority of studies that con-
sider the relations between living in urban areas and health. Several chapters in this
book discuss the multiple potential roles of the built environment in shaping
health. Heavily built environments are the hallmarks of many urban areas, and
urban residents are in greater contact with the built environment on a daily basis
than are non-urban residents. Therefore, if the built environment is a determinant
of human health it is likely to play an important role in shaping the health of urban
populations. We will consider different aspects of questions related to the urban
built environment and health throughout this chapter.

2.0. DIFFERENT PERSPECTIVES ON THE EPIDEMIOLOGIC STUDY
OF URBAN HEALTH

The study of urban health thus far has fallen to work in multiple different disci-
plines, each employing methods that are particular to a specific field.
Epidemiologic methods have been employed in some of this work, occasionally in
concert with methods from other disciplines. However, in general, we can consider
three types of studies that have applied epidemiologic methods to address questions
relevant to urban health. These are: studies comparing rural and urban communi-
ties, studies comparing cities within countries or across countries, and studies exam-
ining intra-urban (e.g., neighborhood) variations in health. We will discuss each of
these types of studies briefly highlighting the methodological issues inherent to
each type of study.

Until recently, studies that have compared rates and prevalence of morbidity
and mortality in urban and rural areas were probably the most common application
of epidemiologic techniques to urban health, although these studies have become
less common in recent years. Following the two different roles of epidemiology dis-
cussed earlier, these urban vs. rural comparisons largely fall in the category of
descriptive, or surveillance, epidemiology. These studies typically contrast several
urban areas with rural areas in the same country, or consider morbidity and mortal-
ity in urban vs. non-urban areas, the latter frequently being defined as all areas that
do not meet “urban” criteria. These studies are typically cross-sectional studies, con-
sidering both the characteristics of the urban and rural areas and the prevalence of
morbidity and mortality rate at one point in time. These studies are best suited to
address questions about whether or not urban areas are characterized by different burden of
disease than are non-urban areas. Such urban-rural or urban-non-urban comparisons
may also draw attention to particular features of urban areas that may be associated
with health and that merit investigation. However, these studies are limited in their
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ability to shed light on what these features may be and on how urban areas may
affect the health of the residents within them.

Considering the example introduced earlier about assessing the role of the
built environment in shaping health, urban-rural comparisons can shed little light
on whether the built environment actually is associated with a particular morbidity.
Urban-rural comparisons could be employed to assess if cardiovascular disease is
more prevalent in urban verses rural areas (e.g. Keil, ef al., 1985). For example, a
study could collect data from several urban and non-urban areas and compare car-
diovascular disease mortality between the two types of areas. Demonstrating that
there is a higher prevalence of cardiovascular disease mortality in urban areas then
might alert us to something about the urban context that may predispose urban
residents to higher cardiovascular disease than their non-urban counterparts.
However, urban-rural comparisons are not able to suggest whether it is the built
environment, or other characteristics of urban areas (e.g., air pollution) that are
contributing to cardiovascular disease. More sophisticated analyses are needed to
attempt to deduce reasons for any observed urban-rural difference in morbidity.

Given these limitations, that different urban-rural comparisons have provided
conflicting evidence about the relative burden of disease in urban and non-urban
areas is not surprising (Galea and Vlahov, 2004). Changing conditions within cities
over time, and differences in living conditions between cities suggest that at best
these studies provide a crude snapshot of how the mass of urban living conditions at
one point in time may be affecting population health. These studies may be most rel-
evant in areas where urbanization is still proceeding rapidly (e.g., China or India),
helping public health officials to predict changing national health profiles as the
proportion of the population living in urban areas increases (e.g., Zhao, 1993).

The second type of study that attempts to address how cities affect health
involves comparisons of health between cities, either within a country or between
countries (e.g., Levine, et al., 1989). Using the city itself as the key unit of analysis,
these studies compare different cities in order to reach conclusions about urban
characteristics associated with health. Although these studies can play a surveillance
role, they also may begin to generate etiologic hypotheses that may explain why dif-
ferences in health and disease exist between urban areas. These studies contribute
to the ability to discern features of cities that may promote or harm population
health and may suggest practices at the city level that are amenable to intervention
that improves population health. These studies are best suited to ask which character-
istics of cities as a whole may be associated with specific health-related outcomes. Returning to
our running example, cross-urban comparisons can test associations between the
quality of the built environment and health in cities. Therefore, a study that collects
information about the quality of buildings in different cities and then uses statistical
testing to determine if there is an association between quality of buildings in a city
and the prevalence of sexually transmitted diseases can suggest that the quality of
the built environment may influence behavior, or facilitate disease transmission.
Urban-urban comparisons also can be used to assess inter-urban differences in
health service delivery and to assess the relations between these differences and
health outcomes (Rodwin and Gusmano, 2002). Comparisons of health risk factors
within three cities in China (Beijing, Shanghai, and Hong Kong) have shown differ-
ent risk profiles between cities (Fu and Fung, 2004).

However, by considering the city as the unit of analytic interest, these studies
implicitly assume that aggregate behaviors or characteristics at the city level are
equally important for all residents of those cities. This limits the consideration of
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how cities may affect the health of urban residents to an analysis of city-wide charac-
teristics that may, or may not, affect all urban residents equally. In addition, demon-
strated cross-sectional disparity in risk factors and morbidity between urban areas
may equally be due to some causal difference in the urban context as it may be due
to other factors, such as selective migration in specific cities. Epidemiologic meth-
ods, including stratification, restriction, or regression modeling can be applied to
adjust for such potential confounders. However, even after adjustment for con-
founding, observed urban-urban disparities may not necessarily reflect a relation
between the urban context and individual health. Inference documented through
ecologic studies cannot be extended to the individual-level and as such, these stud-
ies cannot be used to infer relations between the urban context and the health of
individuals (this has been referred to as the “ecologic fallacy”; see Lilienfeld, 1983;
Diez-Roux, 2000).

A third group of studies has employed epidemiologic techniques and has con-
tributed to our understanding of how city living may affect health. This group of
studies has become more common in the past decade and has frequently included
studies of how living in particular urban communities may be associated with
health. Most commonly, these studies focus on spatial groupings of individuals (typ-
ically conceived as “neighborhoods”, although several studies assess the contribu-
tion of administrative groupings that are not necessarily meaningful to residents as
neighborhoods) and typically consider the role of one’s community of residence
within an urban area on individual health. These studies then are suited to assessing ques-
tions related to which characteristics of areas within cities may be associated with individual
health. These studies are more suited to considering questions of disease etiology
than are any of the two other study designs discussed here. Returning to the exam-
ple of the built environment, several studies have shown that the quality of neigh-
borhood sidewalks is associated with the likelihood of physical activity among urban
residents (Sharpe, et al., 2004; De Bourdeaudhuij, et al., 2003). Intra-urban analyses
may thus assess how the quality of buildings in one’s neighborhood of residence is
associated with individual health behavior or disease status. In addition, and impor-
tantly, multi-level analytic techniques can allow the consideration of these associa-
tions while taking into account both potential group-level and individual-level
confounders. Although this work by and large has thus far been carried out using
cross-sectional study designs, recent work has employed other epidemiologic study
designs including case-control studies and longitudinal studies to test multi-level
hypotheses (Galea, et al., 2003a; Windle, et al., 2004; Sundquist, et al., 2004;
Marinacci, et al. 2004). These study designs, as discussed later, allow us to avoid
problems with reverse causality that are inherent to cross-sectional study designs.
However, it is important to note that while these studies contribute important
insights about urban conditions and their implications for health they may be diffi-
cult to generalize to other cities, or to urban areas more broadly.

3.0. EPIDEMIOLOGY AND URBAN HEALTH

Multiple epidemiologic methods lend themselves to the study of urban health
and, as discussed above, different methods may be more applicable to different
questions in the field. We discuss here three epidemiologic approaches to ques-
tions that may pertain to the study of urban health and then present particular
considerations that may influence both the choice of epidemiologic method
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employed and the interpretation of results from the studies employing each of
these methods.

3.1. Epidemiologic Approaches

A number of epidemiologic approaches can be used to examine urban health
issues. Here we present three broad approaches, namely, ecological, contextual,
and hierarchical approaches. The purpose of these analyses is to identify factors
associated with place (i.e., cities) that can affect the health of urban residents.

Ecologic analyses consider associations between factors at the group or aggre-
gate level. For example, ecologic analyses can consider the association between pop-
ulation density and all-cause mortality rates across cities. Simple correlations can
suggest features of cities that co-vary with measures of population health at the city
level while more sophisticated techniques such as regression analyses can consider
how particular factors co-vary with others while accounting for the contribution of
potentially important variables. Ecologic analyses provide an opportunity to docu-
ment how characteristics of cities are related to population health in the aggregate
and have historically been the primary method used in urban-rural and inter-urban
comparisons discussed above (e.g., Schouten, et al., 1996; Douste-Blazy, et al., 1988;
Hersh, et al., 1992). The primary current use of ecologic analyses in the study of
urban health is to generate hypotheses about features of cities that may affect health;
in the context of the examples discussed above, urban-rural and urban-urban com-
parisons typically make use of ecologic analyses. Returning to our running example,
ecologic analyses can assess whether availability of park space is associated with the
prevalence of cardiovascular disease mortality in city neighborhoods.

However, ecologic analyses, while potentially useful in identifying features of
cities that may shape population health, have limited usefulness in determining how
these characteristics of cities may be associated with individual health. Causal infer-
ences at the individual level cannot be drawn from ecological associations. For
example, ecologic observation that show cities with lower availability of park space
have higher cardiovascular disease mortality rates say little about the individual use
of park space, or individual exercise patterns, and whether there are causal links
between access to park space, health behavior, and cardiovascular disease mortality.
This inability to draw cross-level inference limits interpretations that can be drawn
from ecologic observations. However, ecologic analyses will probably continue to
play a role in urban health primarily in hypothesis generation and in suggesting
characteristics of cities that may influence population health. Ecologic analyses are
not limited to inter-urban comparisons, but can equally generate hypotheses about
features of intra-urban units that may shape population health (e.g., neighbor-
hoods, social networks).

Contextual analyses assess how urban living, as a characteristic of the individ-
ual, is associated with health. Contextual analyses, together with ecologic analyses,
have been most commonly employed in the studies of urban vs. rural (or non-
urban) health discussed above. Thus, contextual analyses attribute to the individual
avariable that represents whether or not one lives in an urban vs. rural context and
then analytic methods, ranging from contingency tables to regression analyses, are
applied to determine if an individual’s likelihood of having a particular health
status (including the presence or absence of disease or morbidity from a parti-
cular disease) is higher or lower in urban individuals compared to non-urban indi-
viduals. Contextual analyses consider urban as a variable with a fixed effect on
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individuals, i.e., that the urban variable has the same effect on all individuals in an
analysis. Simple methods can consider the association of the urban variable with
health status without controlling for the role of other potentially confounding or
modifying variables, while more sophisticated methods (e.g., Mantel-Haenzel
adjustment, multiple regression) can assess the role of the urban variable while tak-
ing into account other potentially important variables (e.g., gender). Extending the
park space analysis discussed above, contextual analyses can attribute to the individ-
ual an area-level variable representing urban park space availability and can assess if
this variable is associated with individual risk of cardiovascular disease while control-
ling for potential individual behaviors or characteristics that may confound the rela-
tion of interest.

Although relatively common in urban health research, the inferences that can
be drawn from contextual analyses about how urban living can affect health are lim-
ited. Contextual analyses assume that the import of a given urban characteristics in
a given city is the same for all individuals in the analyses. This obscures the fact that
some individuals may have more or less access to the park pace that is available to
everyone. Access to park space may be determined by individual proximity to such
space, socio-economic barriers to park space use, or any number of factors that are
not accounted for by the attribution of a simple measure of park space availability to
all individuals equally in an analysis. Overall urban contextual analyses fail to pro-
vide insight into how cities may affect health and contextual analyses within cities
remain limited to an assessment of a few key variables in isolation. As such, the role
of contextual analyses in urban health studies is limited primarily to descriptive
summaries of the burden of health in specific urban contexts. While this may be
useful in advancing urban health as a topic for investigation or intervention, con-
textual analyses has limited utility in scientific inquiry that attempt to understand
disease etiology.

Relatively new to the study of urban health, multilevel analyses allow the con-
sideration of how characteristics of cities, or of units within cities, contribute to indi-
vidual health independent of the contribution of other individual and contextual
variables. For a full review of the methods behind multilevel analyses we refer the
reader to other published work (Diez-Roux, 2001; Langford, et al., 1999). Specific
considerations with respect to multilevel urban studies are discussed in the next
chapter (“Design and analysis of group (or neighborhood) level urban studies”) in
this book. In brief, multilevel analyses consider the contribution of variables at mul-
tiple levels to the variability in a particular individual-level dependent variable. In its
simplest application to urban health, a multilevel analysis uses data from individuals
in multiple cities (or from multiple areas within a city) to consider whether city liv-
ing independently explains inter-individual variability in health status after control-
ling for other relevant individual characteristics. More useful to the study of urban
health however is the consideration of how different characteristics of urban living at
multiple levels may be associated with health. For example, multilevel analysis can
test whether social capital at the city level is associated with individual mental health
while controlling for social ties at the neighborhood level and for individual charac-
teristics (Kawachi and Berkman, 2001). In our running example, multilevel analysis
can be used to test whether living in neighborhoods characterized by deteriorating
buildings is associated with individual behavior or disease outcomes while taking
into account individual demographic characteristics.

Multilevel analyses also allow the investigator to consider the possibility that
urban living has a different effect on individuals in different urban communities by
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introducing random slopes that allow for variable strengths of the association
between urban characteristics and health. For example, multilevel analyses may
show that the salutary effect of green space is different in different areas of a partic-
ular city (Takano, et al,. 2002; Tanaka, et al,. 1996). Therefore, multilevel methods
allow for the analysis of how characteristics of urban living may affect health and
how these associations may differ in different urban communities, taking into
account factors at other levels that may be important determinants of health.
If applied in inter-urban datasets, multilevel methods can assess the role of city-level
variables as well as of variables at different levels within cities. These methods hold
much promise in urban health research.

3.2. Study Design

The three broad categories of epidemiologic methods discussed here can be
applied in a variety of different contexts and in conjunction with multiple study
designs. There are several considerations, pertaining both to the particular research
questions of interest and to each of the analytic methods discussed here, that merit
discussion as we consider the role of epidemiologic methods in urban health.

The methods summarized above may be applied to several study designs. Cross-
sectional studies are the basis of most of the existing urban vs. non-urban contextual
analyses and also represent the most common study design for multilevel analyses.
The ubiquity of cross-sectional study designs primarily reflects the fact that cross-
sectional studies are easier and less expensive to design and execute than longitudi-
nal studies. Also, analyses relevant to urban health have tended to rely on publicly
available community level indicators to characterize urban and intra-urban areas
and as such are constrained by the fact that these data are usually collected at infre-
quent intervals. Multilevel analytic methods while comfortably developed for cross
sectional analyses have been somewhat more complicated for prospective data that
involves possible changes at each and across all levels. However, longitudinal study
designs are becoming more important to advance hypothesis testing in urban
health (e.g., Molnar, et al., 2004). While cross-sectional studies can document associ-
ations between characteristics of urban living and health, they cannot provide infor-
mation about the temporal relations between characteristics of urban areas and the
onset of disease, an essential step in causal inference. For example, a cross-sectional
multilevel study can establish that living in urban neighborhoods characterized by a
deteriorating built environment is associated with greater sexual risk behavior
(Cohen, et al., 2000), but cannot establish that the urban built environment causes
riskier behavior. It is equally plausible that persons who engage in risky sexual
behavior migrate to neighborhoods where deteriorating buildings are the norm
(and are potentially cheaper to live in). Longitudinal studies (or well-designed case
control studies that mimic longitudinal studies through careful control selection)
are needed to advance thinking about how urban characteristics may cause differ-
ent health behaviors and outcomes and ultimately to suggest which urban charac-
teristics can fruitfully be subject to intervention. It is also worth noting that new
research suggests that longitudinal research that takes into consideration life course
perspectives, i.e., how exposures in one’s early life may affect subsequent health,
(Lawlor, et al., 2003) may have a particular contribution to make in considering the
role of urban living in shaping population health.

More challenging, but potentially even more useful, experimental studies that
manipulate characteristics of the urban environment in a controlled fashion can
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help isolate and establish how features of the urban environment may affect health.
Although examples of experimental studies in urban health are uncommon, a few
examples have shown promising results. For example, in Chicago, specific housing
projects were landscaped while others were not, through a natural experiment, and
investigators were able to show that persons living in the upgraded housing projects
had improved functioning, fewer episodes of interpersonal violence, and better
concentration than persons in the control group (Kuo, 2003). Such studies can con-
vincingly demonstrate the role that particular aspects of the urban environment
play in shaping health and, perhaps more importantly, identify avenues for inter-
vention.

Important considerations in selecting a study design are limitations regarding
sample size and the statistical power available for multilevel or intra-urban analyses.
The size of the analytic sample both at the individual level and at the group level
becomes a relevant concern for multi-level designs. Power calculations for multi-
level analyses remain limited, but it is clear that in order to carry out meaningful
comparisons of the role of group-level variables, sufficient numbers of groups must
be included for a particular study, requiring larger study samples and more com-
plex study designs (Hoover, 2002).

3.3. Analytic Considerations

Epidemiologic analyses frequently rest on translating broad concepts into opera-
tional variables that can then be analyzed using some of the methods discussed ear-
lier. Although this is true of all quantitative analyses it may be a particularly
important issue in urban health studies. In urban health studies variables need to be
specified that represent complicated constructs often with varying meaning in dif-
ferent contexts. “Urban”, while referred to throughout this chapter as a potential
variable of interest, is challenging to define, and definitions vary between countries
and between studies (Galea and Vlahov, 2004). This variation limits inter-study com-
parisons and generalizations. Clear and reproducible definitions of urban may facil-
itate such comparisons. More saliently, specification of the “exposures” of interest is
a critical issue in all quantitative urban health research. Throughout this chapter we
have discussed how constructs at multiple levels (e.g., qualities of the built environ-
ment, social ties) may be assessed in urban health studies. Several chapters in this
book elaborate further about what these constructs are and how they may influence
health. Recognizing that the role of specific constructs may be different across
urban contexts makes the careful specification of the key exposures of interest criti-
cal. Therefore, while we encourage consideration of multiple levels of potential
influence in the urban context, we also note that more work needs to be done on
appropriate specification of important urban constructs before convincing quanti-
tative work can assess whether these constructs influence health.

Another consideration in thinking about quantitative analyses in urban health
pertains to the complexity of urban living as a variable of interest. We discussed ear-
lier how contextual urban vs. non-urban analyses are frequently not replicable,
probably reflecting the complexity of each individual urban setting and the inability
of a single “urban” variable to summarize multiple relevant dimensions. However,
summarizing all the variables of interest in the urban context can be daunting and
fully representing the key relations between urban constructs that shape health
beyond the capability of commonly used analytic techniques. It is likely that many
characteristics of cities affect health by modifying the effect of other factors that are
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causally linked to health. For example, transportation routes may not be causally
linked to cardiac arrest survival, but the efficacy of emergency medical services sys-
tems in reducing cardiac arrest mortality may be different in neighborhoods with
easy ambulance access compared to neighborhoods that do not have easy ambu-
lance access. Studies that are adequately powered to detect effect modification
across levels need to have larger sample sizes than conventional studies aimed
strictly at detecting associations.

In addition to the modifying role that characteristics of cities may play, charac-
teristics of cities at different levels may also mediate or confound relations between
other characteristics and health. For example, while municipal-level spending on
public hospitals within a city may be associated with health in the aggregate, it is
likely that this relation is modified by baseline quality of care in the public hospitals
and mediated by access that persons with substantial morbidity have to hospital
care. This latter consideration reflects the complex causal chain that most accu-
rately reflects how urban characteristics may influence health. Ultimately, most epi-
demiologic analyses in urban health and across disciplines rely on assumptions of
linearity for hypothesis testing. However, in complex systems, non-linear associa-
tions are common. The application of innovative methods that take into account
non-linear relations may be particularly important in considering how cities may
affect health (e.g., qualitative loop analysis, see Levins and Lopez, 1999).

4.0. KEY CHALLENGES FACING EPIDEMIOLOGIC STUDY
OF URBAN HEALTH

Forging urban health into a coherent discipline, and advancing epidemiologic stud-
ies of how urban living may affect health, requires an appreciation of the complexi-
ties inherent to urban health research (Vlahov and Galea, 2003). As interest in
urban health grows, several conceptual frameworks have been presented that sug-
gest that a full understanding of how cities affect health may not necessarily lend
itself to the easy application of a single empiric method (Vlahov and Galea, 2002).
This complexity, and the features that make the study of urban health challenging,
in many ways are not unique to urban health but rather are characteristics shared by
the study of complicated human systems in general. In considering such systems,
simple paradigms of single exposure and disease, traditionally the “bread and but-
ter” of epidemiology, are inadequate. We consider here these challenges in the con-
text of urban health research and discuss how they may influence the choice and
application of research methods.

4.1. Specification of Research Question

Clear specification of a research question is the necessary first step in all etiologic
and interventional epidemiologic research and is often one of the hardest. More
specifically, the greatest challenge in the epidemiologic study of urban health is in
adequate specification of research questions that address how and why urban living
may affect health.

There are three primary reasons why this task may be particularly challenging in
urban health. First, much of what may be considered urban health research in the lit-
erature thus far has arisen from different disciplines, using different theoretical
frameworks (or sometimes from an a theoretical perspective), and applying different
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disciplinary orientations and terminologies. For example, in demography and epi-
demiology, research into the role of urbanization in shaping health may focus on
how population change in cities, resulting from migration and population growth,
may influence the distribution of diseases (e.g., Yusuf, et al., 2001; Peters, 1999). In
contrast, the study of urbanization in sociology may focus on social activities and
social organization in cities and their association with changing behaviors and their
consequences. Clearly, in considering how urban living may affect health the study of
both changing urban population size and of how individuals acquire different urban
lifestyles are important. Useful epidemiologic research should help us understand
the role of each in influencing health and behavior; however few researchers have
posed questions that enable them to consider both these perspectives.

Second, many questions in urban health research do not meaningfully exist in
isolation (Israel, et al, 1998). Understanding how urban living affects health
requires consideration of multiple, often competing, influences. Broadly speaking
there may be factors in urban areas that are detrimental to health (this has previ-
ously been referred to as the “urban health penalty”, see ACP, 1997), while other
factors may confer “an urban health advantage” (Vlahov, et al., 2005). For example,
while social capital associated with group membership may be salutary (Kawachi,
1999), identification with tightly knit homogenous ethnic communities may result
in spatial racial segregation that has been associated with poor health (Acevedo-
Garcia, et al., 2003). Continuing to consider the example of urbanization, different
disciplines might study various aspects of urbanization that coexist and potentially
exert varying effects on population health. This interdependence of research ques-
tions complicates the empiric task of assessing how cities may affect health and sug-
gests that while epidemiologic contributions to the study of urban health can be
invaluable, in isolation these contributions are unlikely to extend our understand-
ing of the field. Specification of relevant research questions in epidemiologic
research must at least acknowledge, if not take into account, the interrelated
processes that ultimately determine health in cities and take into account the con-
tribution that may be made by other disciplines both to framing the epidemiologic
question of interest and to aiding in the interpretation of the empiric observations
within their appropriate context.

Third, as is the case with all research, clear specification of a research question
rests, at least implicitly, on the acknowledgement of a theoretical framework that
suggests how and why the characteristics of interest may affect health. The absence
of a single, agreed upon framework in the study of urban health complicates the
specification of research questions in the field, as well as the interpretation of
research findings. In recent years several investigators have proposed more compre-
hensive models that may help to unify these different strands of urban research
(Northridge, et al., 2003; Galea, et al., 2005).

4.2. Definitions of Urban, Intra-urban Spaces, and Urbanization

Epidemiologic research is predicated to a large extent on the appropriate opera-
tionalization of the constructs of interest into simple variables. In the context of
urban health research, definitional issues become critical to permit empirically rig-
orous analyses that are generalizable across studies. The definitions of import differ,
depending on the research question being investigated (as discussed above) and
whether the research in question is concerned with inter- or intra-urban compar-
isons. Starting with the most basic definitions, there are multiple, and inconsistent
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definitions of what constitutes “urban”, thus complicating and limiting the general-
izability of inter-urban comparisons. No definition of urban places has been univer-
sally adopted and multiple, inconsistent definitions of urban are used by different
countries, and at times within countries. For example, the U.S. Bureau of the
Census defines an urbanized area in the following way: “An urbanized area com-
prises a place and the adjacent densely settled surrounding territory that together
comprise a minimum population of 50,000 people. . .. The ‘densely settled sur-
rounding territory’ adjacent to the place consists of territory made up of one or
more contiguous blocks having a population density of at least 1,000 people per
square mile”. However, this definition is not consistent in other countries and in
fact, among 228 countries on which the United Nations has data, about half use
administrative definitions of urban (e.g., living in the capital city), 51 use size and
density, 39 use functional characteristics (e.g., economic activity), 22 have no defini-
tion of urban, and 8 define all (e.g., Singapore) or none (e.g., Polynesian countries)
of their population as urban. Official statistics (i.e., all the statistics above) rely on
country-specific designations and do not use a uniform definition of urban. In spe-
cific instances, definitions of “urban” in adjacent countries vary tremendously. For
example, urban definition in Bolivia includes localities with 2,000 or more inhabi-
tants. In neighboring Peru, populated centers with 100 or more dwellings grouped
contiguously and administrative centers of districts are considered urban.
Compounding the difficulties in considering “urban” as a consistent definition, def-
initions of urban have changed over time in different ways in different countries
and these differences are frequently embedded in calculations about changing
urban proportions. Thus, what we may call urban in different settings may include
what might otherwise be construed as city centers, peri-urban fringe cities, and
densely populated isolated regions.

Intra-urban research in turn relies on the appropriate specification of intra-
urban units that are theoretically meaningful to residents within cities. As discussed
earlier, intra-urban spaces are typically conceived of as “neighborhoods”.
Conceptually, there is likely no “one” neighborhood unit that is important to the
exclusion of all other units. For example, while a person may be influenced by her
immediate environment (few blocks) in choice of foods purchased, it is equally
plausible that safety in the larger neighborhood determines whether the same per-
son exercises on a regular basis. Previous research has confirmed this thinking and
shown that different social and environmental measures operate at different levels.
For example, studies of social capital and health have been conducted at both the
small neighborhood scale in Chicago and at the statewide level across the U.S. (see
Sampson, ¢t al., 1997; Kawachi and Kennedy, 1997). Poverty at the state, county, city,
and neighborhood levels has been linked to poor health status.

Implicit in these different contextual units of analyses is the lack of a clear con-
sensus on the appropriate definitions of relevant intra-urban units of theoretical
and empiric interest. Existing research has utilized various definitions of neighbor-
hoods, including communities as identified by their residents, block groups, census
tracts, and clusters of census tracts. Measures of neighborhood probably should be
homogeneous enough to make measures such as median household income mean-
ingful, but also be heterogeneous enough to be able to observe the effects of this
variation (Pickett and Pearl, 2001). Unfortunately, as these studies have used differ-
ent measures of the relevant intra-urban unit of analysis, generalizations from these
observations become difficult. Further conceptual and empiric development will be
necessary to clarify the appropriate use of intra-urban units of analysis and to
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advance our understanding of the role of specific urban characteristics that may
affect population health.

Definitions of “urban” or of the relevant intra-urban units of analysis are impor-
tant aids to analysis that deal with cities at one point in time. However, it is changein
cities over time that may be an equally, if not more important determinant of popu-
lation health. “Urbanization”, generally considered to refer to “population growth
in cities” is also complex to measure and different methods of measuring urbaniza-
tion. At its simplest level, there are several ways to measure growth in cities that in
different ways may affect health. Overall, these may include the absolute annual
increase in urban population size, the urban population growth rate, the level of
urbanization, and the rate of urbanization. Urbanization, at its simplest level, may
be calculated as the change in the proportion of the national population that is
urban. However, this change in proportion is dependent both on the urban popula-
tion growth, and on the relative growth of the rest of the country. There are differ-
ent implications for countries and cities where urbanization is driven by rural-urban
migration or international migration, compared to other countries where urbaniza-
tion is largely driven by natural growth of cities. Together with changing urban pro-
portions, changes in the absolute number of urban residents are also meaningful.
Thus, while countries of vastly different sizes can share urbanization rates, these
urbanization rates can represent vastly different absolute numbers of urban resi-
dents. Also, the percent of national growth that’s influenced by growth in urban
areas ultimately also is reliant in the change of the overall national population. So,
net urban growth is again differently meaningful in the context of larger and
smaller countries.

Further development in urban health requires careful consideration of how
key epidemiologic units of interest—cities themselves, units within cities, and th