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In this volume, we seek to bring together two emerging fields of study. Thefirst, urban
health, asks how city living shapes health and how researchers, policymakers, health
professionals, and others can contribute to healthier cities around the world. The sec-
ond, interdisciplinary research, seeksto transcend the limitations of research approaches
informed by a single discipline. As more of the world’s populations move to cities and
as urban areas face more complex health problems, improving the health of urban pop-
ulations has become a central challenge for public health professionals, government
officias, researchers, and urban dwellers. More than ever, understanding and solving
problems like obesity, depression, diabetes, heart disease, pollution-related diseases,
violence, and infant mortality will require researchers who can investigate health at
individual, family, community, and policy levels and integrate theories, methods, and
analytic techniques from avariety of disciplines.

We wrote and edited Urban Health and Society: Interdisciplinary Approaches to
Research and Practice to prepare researchers and practitioners to be better equipped
to meet the challenges of improving the hedth of urban populations in the coming
decades. Our intended audience is researchers and graduate students in public hedlth,
socia sciences, nursing, social work, and other related fields. In Part One of the book
(Chapters One and Two), we introduce the central themes of the book and highlight
the connections between popul ation health and socia justice. In Part Two (Chapters Three
through Seven), interdisciplinary researcherswho have studied food accessin low-income
urban neighborhoods, child development and poverty, asthma and air pollution in New
York City, theimpact of socid policy on the health of African Americans, and the hedlth
conseguences of the recent housing foreclosure crisis explain how they studied the causes
of these problems using a variety of disciplinary, conceptual, and methodological
approaches. Part Three (Chapters Eight to Eleven) focuses on creating interventions to
solve urban hedlth problems. In each chapter, authors from two or more disciplines ana-
lyze the contributionstheir approach offersto solving aparticular problem, including teen
tobacco use, responses to natural and human-origin disasters, healthy aging for immi-
grantsin urban areas, and reducing the epidemic of diabetesin African American commu-
nities. In Part Four (Chapter Twelve), we suggest how readers can use the insights from
previous chapters to bring interdisciplinary approaches to research and intervention into
their own work settings.

To assist faculty and students who use this book in graduate courses, we have
included objectives and discussion questions at the end of each chapter and, in the
back of the book, a glossary that defines the key concepts the authors discuss.



Xii Preface

Our work as teachers, researchers, and policy advocates motivated us to compile
thisbook. At City University of New York, we have worked together to devel op inter-
disciplinary approaches to teaching and research, created new courses on interdisci-
plinary approaches to urban health for masters and doctoral students in public health
and the social sciences, and collaborated on research projects aimed at understanding
how housing policiesand practicesinfluencethe health of urban populations. Separately,
we have each worked for decadesin university, municipal government, and community
settingsto study and develop interventionsto reduce avariety of urban health problems.
While we have benefited from the growing body of literature on the theoretical founda-
tions of interdisciplinary approaches to health research, our focusis more practical. We
want to help our colleagues and students to use these methods to improve their work
and increase its relevance to improving the health of urban populations.

We were fortunate to have the support of numerous individuals and organizations
to complete this volume. A Collaborative Incentive Grant from the Chancellor’s Office
of City University of New York (CUNY') helped us get started on thiswork. A Roadmap
Curriculum Development Award to Nicholas Freudenberg from the National Institute
of Genera Medical Sciences (1 KO7 GM72947) supported our work on creating an
interdisciplinary doctoral curriculum in urban health at CUNY and supported some of
the authors of the chaptersin this volume. This award also supported afaculty seminar
on interdisciplinary research that served asaval uable forum for devel oping thisvolume.
In June 2006, we convened a workshop of faculty from eight U.S. and Canadian uni-
versities to discuss research and teaching in urban health. These discussions informed
this volume and especially our observationsin Chapters One and Twelve.

Many colleagues were kind enough to read chapters and provide helpful sugges-
tionsto authors and editors. Theseinclude Tom Angotti, Mimi Fahs, Sandro Galea, Mary
Clare Lennon, Shirley Lindenbaum, and Amy Schulz. Several students aso helped to
compile literature reviews, prepare manuscripts, and assist in other ways. We thank
Tracy Chu, Zoe Meleo Erwin, Lauren Evans, and Rachel Verni. At Jossey-Bass, Andrew
Pasternack and Seth Schwartz provided encouragement and helpful suggestions for
improving the manuscript. Finaly, we thank our students and our community and
municipal agency partners in research, who continually challenge, amplify, and enrich
our understanding of urban health, interdisciplinary research, and the links between pub-
lic health and social justice. We gratefully acknowledge the help we have received from
all these sources but of course accept full responsibility for the content of this volume.

New York City
Nicholas Freudenberg
Susan Klitzman
Susan Saegert
February 2009
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INTRODUCTION






FRAMEWORKS FOR
INTERDISCIPLINARY
URBAN HEALTH
RESEARCH AND
PRACTICE

NICHOLAS FREUDENBERG, SUSAN KLITZMAN, SUSAN SAEGERT

LEARNING OBJECTIVES

Offer three reasons why interdisciplinary research approaches are especially suit-
able for investigation of urban health problems.

Explainthe characteristicsof citiesthat affect the public health challengesthey face
and that make urban health problems particularly appropriate for interdisciplinary
study.

Compare and contrast unidisciplinary and interdisciplinary research fromthe point
of view of both substance and the processes involved, as well as the challenges
inherent in interdisciplinary research.
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Describe approaches to overcoming interdisciplinary challenges related to assump-
tions, methods, ingtitutional settings, and the focus of interventions.

INTRODUCTION

For the past two centuries, cities and urbanization have been a dominant influence on
health and disease, and today, more of the world’s population livesin cities than ever
before. In 2007, half of the world’'s population lived in urban areas, and by 2030,
three-quarters will live in cities? For health researchers and practitioners, under-
standing how the urban environment influences health and well-being will determine
how successful we are in caring for individuals and families, in promoting popul ation
health, and in achieving local, national, and global health goals.

More broadly, as the United Nations State of the World's Cities report noted in
2001, “For better or worse, the development of contemporary societies will depend
largely on understanding and managing the growth of cities. The city will increasingly
become the test bed for the adequacy of political institutions, for the performance of
government agencies, and for the effectiveness of programmesto combat social exclu-
sion, to protect and repair the environment and to promote human development.”3

As the urban population grows and as cities become more diverse and comple, it
becomes increasingly difficult for any single individual, academic discipline, profes-
sion, ingtitution, or agency to develop the insights and skills needed to improve the
health of urban populations or to create healthier cities. Despite the growing recognition
that only interdisciplinary research and practice can solve the health challenges facing
cities today, most universities still train health researchers and professionalsin asingle
discipline, teach them only a few research methods, and do not acquaint their students
with the growing literature on interdisciplinary approachesto health. In thisvolume, we
seek to remedy this problem by introducing students, researchers, and practitionersin
public health, medicine, social work, nursing, sociology, anthropology, psychology,
urban planning, geography, and other disciplines to the concepts of interdisciplinary
approaches to urban health research and practice. Our goals are to familiarize readers
with the emerging concepts and principles that characterize interdisciplinary urban
health research, to provide case studies of interdisciplinary health research within cities,
and to prepare readers to work more effectively within interdisciplinary research and
intervention teams.

This volume grows out of our own experiences as researchers and teachers, from
our reading of several bodies of literature, and from recent calls for more emphasis on
interdisciplinary education and research. Since the early 1980s, we have separately
and together studied, developed, directed, and evaluated interventions to address sev-
eral quintessential urban social, health, and environmental problems: childhood lead
poisoning, asthma, deteriorated housing, HIV infection, reentry from jail, violence
and crime, mothers' and children’s mental health problems, and obesity and diabetes.
In each of these cases, our efforts to understand and reduce the health problems facing
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urban neighborhoods forced us to transcend the disciplinary boundaries of our profes-
sional training and to learn new languages, concepts, and methods.

As teachers at City University of New York (CUNY), the largest urban public
university in the nation, and Vanderhbilt University, we also bumped against disciplin-
ary boundaries. Our graduate students in psychology, public health, environmental
health, health education, nursing, public policy, and sociology—many of them work-
ing in the health field during the day—wanted to take courses, learn skills, and integrate
methods from different disciplines to succeed in solving the problems they faced in
their own research and in jobs at the municipal health department, in voluntary health
agencies, or with community organizations. Too often, however, the requirements of
accrediting agencies, the curriculum or departmental structure of our universities, or our
own limitations as disciplinary researchers made it difficult for our students to achieve
their interdisciplinary objectives. Recently, we have worked to develop at CUNY avari-
ety of interdisciplinary approaches to graduate education for social science and public
health students interested in urban health. These experiences have reinforced our view
of both the potential and the obstacles facing interdisciplinary study.

As socia scientists and health researchers, we are influenced by several emerging
bodies of literature on urban health, on socia determinants of health, on social support
and health, on health inequities and disparities, on various participatory research meth-
ods, and on human rights, socia justice, and health. Each of these fields has been
developed by investigators from several disciplines, and each has begun to establish an
interdisciplinary foundation that can guide future research and intervention. Although
these new devel opments have informed our research and teaching, we have aso been
frustrated with the difficulty of devel oping for ourselvesand our studentsauser-friendly
synthesis of these emerging principles, theories, and methods that can guide research
and practice. Once again, our own and our colleagues disciplinary roots make it diffi-
cult to integrate new scholarship across levels and disciplines.

Finally, this book is a response to several recent calls for more attention to inter-
disciplinary research and education. Initsreport The Future of the Public’'sHealth in the
21st Century,* the National Academies Press emphasized the importance of interdisci-
plinary educationinhealth. It called onuniversitiesto“ increaseintegratedinterdisciplinary
learning opportunities for studentsin public health and other related health science pro-
fessions . . . and interdisciplinary education and appropriate incentives for faculty to
undertake such activities.” The 2003 National Academies Press report Who W Keep
the Public Healthy?® also stressed the need for more interdisciplinary education for
biomedical and socia science researchers. In its 2005 report Facilitating Interdis-
ciplinary Research,® the Nationa Academies Press suggested that graduate students
should explore ways to broaden their experience by gaining “requisite” knowledge in
one or more fields in addition to their primary field. They also suggested that research-
ers and faculty members desiring to work on interdisciplinary research, education, and
training projects should immerse themselves in the languages, cultures, and knowledge
of their collaborators.
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Inits effort to chart a“road map” for medical research in the twenty-first century,
the National Institutes of Health observed that “the scale and complexity of today’s
biomedical research problems increasingly demand that scientists move beyond the
confines of their own discipline and explore new organizational models for team
science.”” As urban health researchers and teachers, we support these calls for new
paradigms but note the lack of practical tools for achieving these ambitious aims. We
hope this volume will help to fill this gap.

Finaly, the Ingtitute of Medicine, the Council on Education for Public Health, and
other bodieshave called on school s of public health to strengthen preparation of students
in interdisciplinary collaboration and communication. Most faculty and researchers
agreein principlewith this call, but few have developed practical strategiesfor meeting
this new mandate or found ways to equip students with the competencies to defuse the
land mines one encounters when crossing disciplinary boundaries. This book hopes to
meet that need.

In sum, we hope this collection of essays will help to educate health professionals
and researchers who can transcend the limitations we have faced. By introducing stu-
dentsearly intheir careersto the conceptsand methods of other disciplines, by describing
the benefits but aso the real-world challenges that interdisciplinary researchers face,
and by presenting case studies from the interdisciplinary front lines of public health and
social science research and practice, we hope today’s students will be better prepared to
accept interdisciplinary approaches asthe norm rather than the exception. In this chapter,
we introduce severa themes that are developed in subsequent chapters.

THE IMPLICATIONS OF URBAN LIFE FOR HEALTH

One recurring theme is that interdisciplinary research and the field of urban health are
good partners for alasting relationship. What makes the health of urban populations
especially suitable for these interdisciplinary approaches?

First, like coral reefs or tropical rain forests, cities are complex biological, social,
and physical systems in which organisms (in this case, humans are our main interest)
interact with each other and their environment at the molecular, local, and global levels.
No single discipline can capture the complexity of these interactions, and only inter-
disciplinary methods can consider these dynamics at severa levels simultaneously.8 ®

Second, cities have diverse populations. Population heterogeneity setsthe stage for
avariety of biological, cultural, political, and social encounters among and within the
various subpopulations. For example, understanding the health implications of the food
practices of urban ethnic groups and their varying interactions with the urban food sys-
tem requires nutritional, anthropological, sociological, and psychological expertise,
as Zenk and her colleagues describe in Chapter Three.

Third, cities have dense popul ations. Sociologists, economists, and biologists have
studied the consequences of population density for more than 200 years, and more
recently, epidemiol ogists and psychol ogists have al so taken on thisissue. Someresearch
suggests that density contributes to negative effects on physical and mental health, but
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other studies document increased access to health services, close knit subcultures, and
greater freedom of choice and persona development. By integrating the findings on
density from these various disciplines, it may be possible to develop a more nuanced
view of the various ways that density influences health. More pragmatically, under-
standing the complex ways that density affects health can assist urban planners to
design cities and neighborhoods that better promote well-being. In Chapter Nine,
Hadley and colleagues examine how urban density shapes the health consequences of
disasters such as earthquakes, tsunamis, or terrorist attacks.

Fourth, because most cities are characterized by high levels of inequality, inter-
ventions—even beneficial ones—runtherisk of reinforcing or evenwidening disparities
in health.! Thus, opening new municipal fitness centers may exacerbate the gap in
physical activity levels between the poor and the better off unless the poor have what
Paul Farmer has called a “preferential option” for the new services.? What is benefi-
cia at theindividua level may be harmful to population health and to social justice. To
avoid this unintended effect, urban public health planners need to define disparity
reduction as an explicit goal. This requiresthinking acrosslevels and considering tech-
nical and ethical concerns; both tasks are suited to interdisciplinary research. In Chapter
Six, Geronimusand Thompson examine the multiple pathways by which public policies
have often undermined the health of African American communities.

Fifth, most cities organize the municipal servicesthat affect health in sectoral pro-
grams. education, health care, sanitation, water, or housing. Each sector has its own
experts, and rarely do policymakers or researchers consider the impact of develop-
ments in one sector (e.g., increasing rates of high school dropout) on outcomes in
another (e.g., longevity or premature death). For urban residents, however, it is the
totality of their environment and the services available to them that shape their living
conditions. Interdisciplinary research can begin to examine these intersections across
levels and sectors and analyze their impact on health. Saegert and her colleagues pro-
vide such an example in Chapter Seven in their analysis of the health consequences of
housing foreclosures.

Sixth, compared to other areas, cities have a rich array of social and human
resources—dense socia networks, many community-based organizations, and diverse
formal and informal service providers. These human resources and the socia capital
inherent within them constitute key assets for urban health promotion, and effective
public health programs use these resources both to root interventions in a specific
urban context and to reduce the need for external resources.’**> Recent work on social
capital in psychology, sociology, and public health demonstrates the potential for both
theory and research in this area and the vaue of investigating the dynamic interac-
tions among different social levels.*® For example, in Chapter Ten, Fahs and her
colleagues assess the contributions that immigrant urban communities can bring to
healthy aging, and in Chapter Eleven, Jones and Liburd describe some of the assets
that African American communities can bring to the task of reversing the diabetes epi-
demic. Finding the right assets, mobilizing them, and ensuring their sustainability are
important tasks for urban health interventionists.
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Seventh, the development of modern cities and their impact on the health and well-
being of their inhabitants are dynamic across time and place. For example, athough
many cities in North America and Europe began experiencing unprecedented popula
tion expansion during the latter haf of the nineteenth century, it was not until a century
later that many of their southern counterpartsin Asia, Africa, and Latin Americadid so.
Temporal and geographic differences are al so manifest in disease patterns: Many northern
cities have experienced significant overall declinesin infectious diseases and subsequent
increasesin longevity, although these diseases continue to burden disproportionately dis-
advantaged subgroups in the population. Now, developed world cities are battling
noninfectious diseases like cancer, diabetes, heart disease, and Alzheimer’s disease that
are associated with cumulative exposures, aging, and long latency periods. Meanwhile, in
many developing world cities, infectious diseases like HIV/AIDS, tuberculosis, maaria,
and dengue fever are till raging, shortening life spans, and imposing misery. To under-
stand the growth and character of cities and their impact on hedth requires that we
consider amyriad of historical, geographic, economic, political, and social forces. No sin-
gle discipline possesses the framework and tools for such an analysis.

In sum, we seek to show that the methods of interdisciplinary research can help to
understand better the outcome of the health of urban populations. The complex health
conditions facing cities have determinants and consegquences at multiple levels of bio-
logical and social organization, and they vary significantly across time and place. In
addition, they often need to effectively address simultaneous changes in behavioral,
community, organizational, and policy domains. No single discipline can provide the
tools needed to operate in these many dimensions.

LEVELS AND TYPES OF INTERDISCIPLINARITY

Our second theme is that interdisciplinarity is best considered a continuum rather than
a polarity with disciplinary approaches. In our view, any specific research project,
intervention, or program in urban health can be located along a continuum that begins
with disciplinary approaches, proceeds to multidisciplinary, then to interdisciplinary,
and finally to transdisciplinary. Examples of disciplinary approaches to the study of
urban health abound in the peer-reviewed and popular literature—sociological studies
of urban crime, psychological studies of population density and crowding, environ-
mental health studies of urban noise, air pollution, or childhood lead poisoning, and
clinical studies of anti-hypertension, cholesterol, or malarial drugs.

Multidisciplinary research joins investigators from different fields to bring their
own methods and concepts to acommon problem. As Stokols and others have noted,®
fields such as public health and urban planning are inherently multidisciplinary in that
they encompass several different disciplines whose perspectives are combined in anal-
ysesof complex topics, such as population health and urban devel opment. For example,
epidemiologists, environmental health researchers, pediatricians, housing specialists,
and psychologists have studied the epidemic of childhood asthmain U.S. cities. Each
researcher uses his or her analytic methods and concepts to examine the role of, say,
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air pollution, quality of medical care, housing characteristics, diet, or parental manage-
ment in the prevalence of asthma or the severity of symptoms. And as Fuqua and her
colleagues show in Chapter Eight, reducing the toll from tobacco has forced research-
ers from many disciplines to form innovative research collaboratives. Occasionaly,
theseinvestigators work together, and such efforts have led to a better understanding of
asthma. Too often, however, multidisciplinary research resembles more the parallel
play of toddlers than the collaborative work of a single team. Differences in language,
methods, scale, and outcome make it difficult to integrate findings across disciplines
and to devel op science-based multilevel interventions to improve urban health.

The National Academies Press has defined interdisciplinary research as*amode of
research by teams or individuals that integrates information, data, techniques, tools, per-
spectives, concepts, and/or theories from two or more disciplines or bodies of specialized
knowledge to advance fundamental understanding or to solve problems whose solutions
are beyond the scope of asingle discipline or field of research practice.”® The operative
distinction with multidisciplinary approaches is the integration of perspectives from two
or more disciplines. Severa chaptersillustrate this process, including Angotti and Szein
Chapter Two, who integrate urban planning with historical and environmental health
approachesto the study of urban environmental hazards and Maantay and her colleagues,
who in Chapter Five synthesize geographic and medical perspectivesto better understand
childhood asthma.

More recently, Stokols and others have proposed the term “transdisciplinary
research,” which is characterized by a deliberate integration of concepts and methods
from several fields to address acommon problem. It resultsin “ collaborative products’
that “reflect an integration of conceptual and/or methodological perspectives drawn
from two or more fields.”*® Their work on tobacco control,*® recent studies of the obe-
sity epidemic,®2? and studies of child development in urban settings, described by
Ferguson and colleagues in Chapter Four, illustrate transdisciplinary approaches. In
some cases, transdisciplinary approaches lead to the creation of new discipline that
integrates previoudy separate ones. For example, the new field of “cognitive science’
brings together researchers and methods and concepts from anthropology, artificial
intelligence, neuroscience, education, linguistics, psychology, and philosophy.® In
Chapter Twelve, we consider the advantages and disadvantages of viewing urban
health as a new transdisciplinary field.

To help readers locate their own efforts and the cases described in this volume on
the disciplinarity continuum, it may be helpful to describe some of the characteristics
that distinguished more unidisciplinary research from interdisciplinary research (IR).
First, the starting point for IR is often a problem rather than a single hypothesis about
the relationship between two variables. Second, IR often strugglesto define acommon
language and concepts, a task not usualy needed in disciplinary research. Third, IR
often works at two or more levels of organization, requiring more sophisticated
methods to account for the influences of one level on another. Fourth, IR is less often
guided by theory, in part because theories often describe only one analytic level or are
bounded by asinglediscipline. Finally, compared to thefrequently incremental approach
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of disciplinary research, in which each research finding contributes a small addition to
a fuller picture of the question of interest, IR may take a more dynamic approach.
Integrating findings across levels may lead to a reformulation of basic concepts and
areframing of research questions.

In our view, theimportant task is not so much how to create precise definitions that
distinguish among the points on the disciplinarity continuum but rather to help research-
ers decide where to locate their own efforts. Our own experience and the chaptersin
this volume suggest that this decision is based on the nature of the problem under study
and the specific research questions that drive this decision and not on inherent charac-
teristics of the different degrees of disciplinarity. Although we appreciate the distinction
between interdisciplinary and transdisciplinary research, in this volume, we generally
use the more common term interdisciplinary for clarity and simplicity.

CONUNDRUMS IN INTERDISCIPLINARITY

A third theme that emerges from this book is that interdisciplinary research is difficult.
We resigt the effort to paint it as the ided solution to al complex problems and argue
instead that researchers need to have a clear rationale for its use in any specific situation.

What makesinterdisciplinary research so challenging?First, theva ueof disciplines—
part of the reason they emerged—is to help focus attention on a defined set of variables,
usudly at a single analytic level and informed by a small number of relevant theories.
Once researchers give up the disciplinary lens, they can be dizzied by choices—like
looking through a micrascope, binoculars, and a telescope simultaneoudly. And interdis-
ciplinary approaches offer not only multiplewaysof framing the problem but al so multiple
methods of collecting and analyzing data. Choosing this path significantly expands the
number of choices aresearcher needsto make.

A related challenge is integrating methods and theories from different analytic
levels or different levels of social organization. In some cases, methodol ogies such as
multilevel statistical models or structural equation modeling provide a framework for
explaining the relationship among different levels, but the simplified assumptions
these models require may limit the insights they can offer. In childhood lead poison-
ing, for example, the child's nutritional status, behaviora patterns, interactions with
parents, and access to health care, as well as the living conditions inside the house-
hold, the building, the block, the neighborhood, and the policies of the city, state, and
national government all influence the individual and popul ation prevalence of elevated
lead levels. How do we integrate findings from these different levels to develop more
effective lead poisoning prevention policies and interventions? The practical difficulty
explains why researchers often choose to focus on a single level using data and theo-
riesfrom asinglediscipline—even if such studies are of limited usein the development
of effective prevention policies.

Another difficulty for the researcher considering interdisciplinary approaches is
the sheer volume of knowledge needed to be effective in thistask. The unread journals
that pile up in our own offices show how hard it is to keep up with new findings and
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new methods in our own field. Imagine having to stay on top of two or three fields to
stay current. Learning what you do—and do not—need to know to move beyond your
own disciplineis acritical skill for interdisciplinary researchers. The chaptersin this
volume suggest some of the strategies these authors have used, including the value of
interdisciplinary colleagues as sources of guidance and information.

Ingtitutional obstacles also hamper interdisciplinary research. As we have dis-
cussed interdisciplinary approaches with our colleagues, we heard several storiesfrom
faculty members who had been warned by their departmental chairs not to stray too far
from their own discipline. Tenure and promotion, they were told, depended on pub-
lishing in their disciplinary journals and using methods and theories with which their
colleagues were familiar. In our own university, while administrators were supportive
of our development of interdisciplinary approachesto urban health research and teach-
ing, the practical questions of who gets overhead, release time, and teaching credit
arose with every effort. Like others, we often found that disciplinary approaches elic-
ited fewer questions and concerns, forcing us to consider whether the extra effort our
interdisciplinary initiatives required was worth the benefits. In the fina chapter, we
review some of the methods the authors of these chapters have used to overcome the
challenges posed by their choice of interdisciplinary approaches.

INTERDISCIPLINARITY AND THEORIES OF KNOWLEDGE

A fourth theme that several authors consider is the intersection between interdisciplin-
ary and social constructivist perspectives. Social constructivists believe that reality is
produced and reproduced by people acting on their interpretations and their know-
ledge of the world.?® In disciplines like anthropology, history, and some schools of
thought in political science and sociology, scholars point out that the answers to the
guestion of how, for example, city living affects health are not univocal but depend on
the geographic, cultural, socioeconomic, religious, and other statuses of the analyst.
Although interdisciplinary approaches also acknowledge the value of different voices,
thereisno inherent belief that all knowledgeis* constructed” or that essential truths do
not exist.

Bringing together interdisciplinary teams that include both constructivists and
essentialists may be something like asking atheists and devout believersto write scrip-
turestogether. However, failing to include these two fundamental approachesto modern
scholarship may limit researchers’ ability to understand phenomena of interest. For
public health researchers, the most useful perspective may be a pragmatic one. Not all
points of view are equally effective in reducing threats to health, so perhaps the utility
of any given perspective depends on its value to fulfilling the public health mission of
promoting health and preventing disease. This perspective is further discussed by
Angotti and Sze in Chapter Two.

To give an example, the HIV epidemic has evoked numerous analyses from both
constructivists and essentialists.?*2 Most (but not all) researchers now agree that the
human immunodeficiency virus has been established as the proximate cause of HIV
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infection beyond any reasonable doubt, and this analysis has led to the devel opment of
antiretrovira treatments that have substantially reduced morbidity and mortality—but
not HIV incidence—around the world. However, the effectiveness of HIV prevention
campaigns depends almost wholly on the perceptions of their recipients, who con-
struct meaning for the messages based on their socioeconomic status, culture,
nationality, gender, sexual orientation, and so on. From this pragmatic perspective, the
essentialist framework has contributed atool to treat the infection, and the constructiv-
ist approach yieldsinsights for prevention and disease management. The more general
point is that only research teams that appreciate the differences between and respec-
tive value of each approach can make informed decisions about research and
intervention priorities. In Chapter Eleven, Jones and Liburd apply thisinsight to their
discussion of the cultural dimensions of diabetes.

METHODOLOGICAL CHALLENGES AND
APPROACHES TO INTERDISCIPLINARITY

A fifth theme is that interdisciplinary researchers need to become familiar with awide
range of new and old methods for data collection and analysis. New methodological
technologies that have merged in the last decade or two are DNA sequencing, geo-
graphic information systems (GIS), network analysis, community-based participatory
research, multilevel and structural equation modeling, and softwarefor textual analysis.
In some cases, these new technologies have enabled new interdisciplinary research
guestions. For example, infectious disease researchers used polymerase chain reaction
methods to sequence the genotype of Mycobacterium tuberculosis in a cluster of
patients in New Jersey and then mapped cases using GIS. This analysis led to new
insightsinto the transmission of various strains of tuberculosisin urban neighborhoods
and suggested tuberculosis control strategies.® Similarly, in Chapter Five, Maantay and
her colleagues map asthma cases identified by the health care system and levels of
environmental pollutants assessed by the city environmental agency to analyzethe dis-
tribution of asthma hospitalizations.

Some observers have emphasi zed the high concept dimensions of interdisciplinary
research: integrating findings from different levels of anaysis, synthesizing theories
from different disciplines, or framing new paradigms. We have been equally impressed
by the practical and operational questions of mastering new methods, learning new
languages, integrating databases collected by different agencies, and creating appro-
priate organizational structures to support interdisciplinary research.

INTERDISCIPLINARITY: WHICH DISCIPLINES WHEN?

For urban health researchers, interdisciplinary may include more players than two or
more academic disciplines, a sixth theme that recurs in this book. Among the other
participants in the cases described in the following chapters are other professions like
urban planning, law, architecture, and engineering; representatives of other sectors
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such as education, housing, criminal justice, and transportation; social movements and
activists from environmental justice, women’s health, food justice, occupational safety
and health, and human rights; policymakersfrom local, state, national, and global gov-
ernance bodies; and residents of the communities most affected by health problems.
Each of these stakeholders has arole to play in conceptualizing, implementing, inter-
preting, and disseminating research studies.

Of course, not all interdisciplinary research includes al these players, but knowing
who to invite to the table, when to make the invitation, what to serve to bring and keep
guests at the table, and how to prevent food fights at the banquet are critical skills for
interdisciplinary urban healthresearchers. Thegrowing body of literature on community-
based participatory research?”-2° can help researchers identify some of the tasks, but in
our view, this literature often underestimates the difficulties of this approach and pays
inadequate attention to the importance and methods of bringing in nonacademic partici-
pants from social movements to policymakers and businesses. |n Chapter Two, Angotti
and Sze discuss some of the issues that arise when environmental justice activistsinter-
act with researchersto apply research methods to policy questions.

ROLE DEFINITIONS IN INTERDISCIPLINARY
RESEARCH AND PRACTICE

Seventh, the chapters in this book suggest that strengthening the capacity for IR in
urban health will require redefining the roles of various participants in the research
enterprise. Both new and experienced researchers will need the ability to communicate
with researchers from other disciplines. They will need to have an appreciation of their
own discipline and its contributions but also an understanding of its limitations, espe-
cialy in regard to the particular problem under investigation. No single researcher will
be able to master al the disciplines and methods needed to understand a particular
problem, but they will need to have a methodology for learning new content and also
for identifying the unique contributions of other disciplines and methods. In their
analysis of the “policy-induced breakdown” of health in African American communi-
tiesin Chapter Six, Geronimus and Thompson show some of the benefits of integrating
biological, social science, public health, and historical perspectives but also the com-
plexity of synthesizing findings across levels and disciplines.

Students also will need to learn new skills. Researchers debate whether it is better
to introduce students to other disciplines and the value of IR before, during, or after
they have mastered their own discipline.®* 3 In our view, the more important question
iswhat are the IR competencies that students need and how can we best assure those
competencies are achieved by the end of training.

Universities, too, will need to take on new roles. Already, many institutions have
created new unitsto study urban health, and often, these units reflect an interdisciplin-
ary perspective. For example, the doctoral program in public health at the University of
California, Los Angeles, requires students to choose both a mgjor and minor area
of concentration.® And at City University of New York, we have created a variety of
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pathways by which public health and social science graduate students interested in
urban health can study across disciplines.®

MULTIPLE LEVELS OF INTERVENTION

The eighth and final theme we highlight is the value of interdisciplinary approaches
to integrating and reconciling research and practice that aims to improve population
health and that seeks to promote social justice. Modern public health research
emerged in the nineteenth century as reformers and scientists, first in Europe thenin
the United States and elsewhere, joined forces to document the adverse impact of
urban living conditions on the health of residents. They then acted to improve urban
conditions such as housing, water, nutrition, working conditions, and sanitation.> In
the past century, however, public health research became increasingly divorced from
its roots in socia justice and focused more on documenting individual-level risk
factors and studying the impact of various techniques for financing and delivering
medical care.

In this century, social movements such asthe women’s movement, the labor move-
ment, the environmental movement, and more recently, movements for living wages
and food justice, more than health researchers, have followed the tradition of linking
health improvements with socia justice. Several chaptersin this volume describe the
contributions these social movements have made to improvements in urban health.

Interdisciplinary researchers can contribute to the reintegration of these two con-
cerns by studying the linkages among allocation of power, political and social
processes, and health outcomes. For example, researchers from several fields, includ-
ing psychology, biology, immunology, and public health, have documented a range of
adverse health effects associated with higher levels of social stress.®-3¢ At the same
time, social scientists have shown that social processes and conditions such as racism,
stigma, poverty, and unemployment produce high levels of stress at the individual and
population levels. One interpretation of these findings is to develop interventions to
help individual s better manage their response to stress;* another isto identify changes
in socia structures or conditions that could reduce levels of stress, as Geronimus and
Thompson describein Chapter Six. Only researchers who can consider and understand
the range of evidence on these questions can compare the rel ative efficacy of these two
approaches.

Undoubtedly, cities in both the developed and developing world will continue to
grow throughout this century. What will this growth mean for the health of urban popu-
lations? Morbidity and mortality patterns suggest that the urban environment and the
complexity of factors that contribute to the growth of cities can have both a positive
and negative impact on health. Urban health researchersface aformidable challengein
sorting out how the urban environment influences health and well-being. We hope this
volume will contribute to knowledge that can be translated into policies and practices
to improve the health of urban communities.



SUMMARY

In this chapter, we have examined the
unique contributionsthat interdisciplinary
approaches to research and practice can
make to improving population heath in
cities. We have described the growing
interest of funders, researchers, and health
professionals in interdisciplinary pers-
pectives and identified common themes
that will emerge in the chapters that fol-
low. These themesinclude the importance
of considering the impact of different
levels of organization on health in order
to develop multilevel interventions, the
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methodological and practical challenges
that confront interdisciplinary researchers,
the process of deciding which disciplines
to include in a specific research project,
and the importance of defining appropri-
ate roles for the various participants in
interdisciplinary urban heath research.
Ultimately, the approaches to research and
practice described in thisvolumewill help
health professionals strengthen the health-
promoting features of urban environments
and to mitigate those factors that damage
health.

1. Identify what you believe to be the most pressing urban health problemsin the
United States and globally. What do you think are the characteristics of urban
health problems that warrant interdisciplinary approaches to research and

intervention?

2. What insights might be lost if these problems were addressed from within

asingle discipline?

3. Pick an areaof urban health that you think requires an interdisciplinary
approach and explain (a) why it requires an interdisciplinary approach,
(b) the criteriayou would have for selecting the disciplines to engage,
and (c) the processes you would use to pull together awell-functioning

interdisciplinary team.

4. Using the example from question 3, what challenges would you face and what

you would do to overcome them?
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ENVIRONMENTAL JUSTICE
PRAXIS: IMPLICATIONS
FOR INTERDISCIPLINARY
URBAN PUBLIC HEALTH

TOM ANGOTTI, JULIE SZE

LEARNING OBJECTIVES
Define environmental justice and explain its relevance to urban health.

Describe the roles that social movements and activists can play in studying and
reducing urban health problems.

Compare the perspectives of health professionals and community activists in
addressing urban health problems and analyze the strengths and weaknesses
of each.

Discuss the contributions the environmental justice movements bring to interdis-
ciplinary research on health.
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As public health professionals and academics seek to work across disciplines and
sectors to solve complex public health problems, they often come into contact with two
potential allies: (a) community activists who share the same objectives and who are
unconcerned with disciplinary boundaries and (b) professionals from other fields who
are similarly driven to cross disciplinary boundaries to achieve their goals. In this chap-
ter, we tell the stories of professionals and activists who, without any training in public
hedlth, organized in their communities to successfully change public policies that had
significant negative public health impacts in their own communities and far beyond.
These activists are part of the environmental justice movement which, since it emerged
in the 1980s, has addressed some of the most critical urban health crisesthat have dispa-
rate effects due to economic and racia inequalities, including high rates of asthma, obe-
sity, and cancer. The stories suggest that public health practitioners need to take note of
thefield of environmental justice—both the social movements and the academic research
on environmenta justice—as an important source of lessons about how to analyze con-
temporary urban public health problems and find solutions to them.

We tell these stories from the perspective of two academics who have ourselves
engaged with the environmenta justice movements as practitioners and researchers.
Although neither of us was trained in public health (Angotti has an advanced degreein
urban planning, Sze in American studies), both of us became involved in urban public
hedth problems through engagement with environmenta justice issues and found
ourselves crossing disciplinesto address these issues. First, we were working in commu-
nitiesin which public health problems, as opposed to narrower concerns about environ-
menta quality or the built environment per se, were the major focus of organizing.
Second, although we were generally interested in theimpact of the built environment on
politically disenfranchised populations, environmental justice organizing questioned in
avery dramatic way many public policies that partialy shaped the built environment
and had serious impacts on public health. Third, we were concerned with the complex
relationship between academic institutions and local communities and the ways that
educators engage with social justice issues, and our experiences with environmental jus-
tice helped shed light on these interactions.

Our own work encompasses an approach to research that emphasizes engage-
ment in practical, problem-solving activity and shapes research in the pursuit of prac-
tical objectives through interaction with urban communities.® Julie Sze's early work
for several environmental justice community-based organizations helped her develop
an understanding of how environmental justice activism was linked to complex urban
health epidemics,? work that she is continuing as director of the Environmental
Justice Project at the University of California at Davis. Tom Angotti’s work with
community-based planning in New York City shows how environmental justice
activists gravitated toward comprehensive community planning as ameansto address
complex urban health problems while at the same time forestalling displacement
from neighborhoods in which economic and health conditions are improving.® This
follows the tradition of advocacy planning,* which emerged when urban planners
worked with low-income African American communities during the Civil Rights era
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to forestall displacement and develop strategies for community development and
preservation, as we discuss later.

Although neither author wastrained as a public health professional, we have learned
to appreciate the importance of interdisciplinary knowledge and practice to solve the
pressing urban public health problems in ways that go beyond traditional epidemiology
and traditional urban planning. We attempt to use with flexibility the tools of applied
socia science research and exchange knowledge with community activistsin away that
can lead to concrete solutions and policy changes. Our own experiences and engagement
with other practitioners confirm that environmental justice can play a central role in the
development of new approaches that combine an understanding of holistic and multi-
level causation with complex multifaceted proposals for intervention.

In our own research and advocacy experience, we have identified what we call envi-
ronmental justice praxis—a practice based on a holistic worldview that integrates
environmental justice organizing, policy analysis, and research. Environmental justice
praxis also opens up new roads to interdisciplinary practice. Our contention is that the
environmental justice movement has been amajor catalyst for holistic activism, research,
and policy, and it has drawn on knowledge from a variety of fields. In this essay, we
focus on the integration of urban planning and public health, but we do not doubt that
important lessons can be learned from the relationships with other professiona disci-
plines. We believe, therefore, that contemporary environmental justice praxis can help to
reintegrate and reimagine the fields of public health and urban planning in bold and
innovative ways. These two disciplines were founded over a century ago in response to
urban epidemics, but over the years, they have divided for avariety of reasons.?5¢

We draw on two case studies to illustrate what we mean by environmental justice
praxis and give examples of how it can inform the theory and practice of interdisci-
plinary public health. The first is from New York City where, in response to the
concentration of waste facilitiesin areas with high asthma rates, environmental justice
activists played a central role in the development of a comprehensive citywide solid
waste management plan informed by principles of community health and social justice.
The second case study is in the San Francisco Bay Area where an innovative commu-
nity-based organization, Asian Pacific Environmental Network (APEN), worksto pro-
mote environmental justice, community development, and participatory democracy in
low-income Asian immigrant and Asian American communities. Despite the signifi-
cant differences between these cases—they revolve around distinct issues (waste and
housing policies), involve different cultural and racial groups (African American,
Latino, and Asian), and are on opposite sides of the country—in both cases, activists
used environmental justice as their analytic framework to understand community
health and environmental problems and to advocate for solutions through community
organizing. In both cases, we found that disparate health and environmenta effects
triggered community organizing, but we also discovered that environmental justice
advocates consistently defined health as more than reducing disease rates. They devel-
oped their own plans and strategies that reimagined urban development and the built
environment and advanced public health policiesin broad, holistic terms.
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To present this argument, we first provide an overview of the environmental jus-
tice movement in U.S. cities and show the centrality of public health concernsin this
movement. Second, we show how the built environment can exacerbate urban public
health problems for racial minorities and how environmental justice organizing can
suggest urban planning remedies. One of the major advances of the environmental
justice movement has been its generation of strategies to reintegrate long-divided
areas of knowledge and practice, particularly urban planning and public health, and
reinject in these professions an explicitly social justice approach to health problems.
Lastly, one of the key lessons that we hope to impart to students seeking to do the hard
work of interdisciplinary, social justice oriented public health work is the importance
of understanding the relationship between social justice movements and the politics of
knowledge. By politics of knowledge, we mean how power relationships shape the
production and use of knowledge. This requires us to highlight rather than obscure
the occasionally fraught and contested relationships between communities and aca-
demic ingtitutions.

ENVIRONMENTAL JUSTICE AND PUBLIC HEALTH

The U.S.-based environmental justice movement emerged in the 1980s as aresult of a
confluence of events and reports about the inequitable burden of toxic facilities and
pollution on low-income communities and communities of color. This brought the
terms environmental racism and environmental justiceinto the public sphereand policy
discourse.” In response to pressures from socia movements—and informed by aca
demic research—government agencies also incorporated environmental justice as a
basisfor public policy at the federal, state, regional, and local levels. A landmark study
in 1987 showed how toxic sites across the country were disproportionately located in
and near communities of color.? In 1991, thefirst National People of Color Conference
on Environmental Justice brought together groups from throughout the nation who
were struggling with industries, utilities, and waste facilities that contaminated their
communities and were suspected causes of major health problems such as cancer,
asthma, and respiratory disease. One outcome of this gathering was the principles of
environmental justice.® The environmental justice movement challenges public policies
responsible for the disproportionate burden of pollution borne by people and commu-
nities of color, asserting that thisisin fact a manifestation of racism.

The environmental justice movement broadly redefined the environment as the
places where people of color live, work, play, pray, and learn, and not just phenomena
measured by individual pollution indicators or exposure levels. The movement sought
to show how environmental health risks are not uniform across social groups or geo-
graphically; for example, racia minority children, youth, and families in the United
States disproportionately face risks associated with airborne pollution and exposure to
lead paint. At the same time, the communities where they live and go to school have
unegual access to environmental amenities such as parks and playgrounds. Thus, poor
health and inadequate access to a healthy living environment are key features of the
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landscape of urban inequality, comparable to poor education, housing, income, and
social mobility. In response to these conditions, communities of color have used the
framework and language of the environmental justice movement and its focus on
disproportionate pollution exposure to combat urban health problems in cities like
San Diego, Boston, Detroit, Los Angeles, and New Orleans—in addition to our cases
in Oakland and New York City.

Although environmental concerns are not always linked in theory or practice with
public health issues, the environmental justice movement from the start established a
strong link between environmental health and the built environment that led them to
the public health and urban planning disciplines. In tackling complex urban environ-
mental health problems, community-based activists gravitate toward engagement with
the fields of public health and planning and many other specialized disciplines. Many
activists learn how to “become” planners and health practitioners when they engage
with highly specialized knowledge and practices, whether or not they are formally
educated as such at any timein their careers.

Environmental justice practicethat is broadly focused on community well-being as
well as removing negative health impacts offers many opportunities for interdisciplin-
ary professional and academic work. The intrinsically complex nature and unique
characteristics of the problems activists face in large urban environments lead them to
seek broad analyses and solutions. Because they have no particular stake in maintain-
ing disciplinary boundaries, environmental justice activists are often natural partners
for interdisciplinary researchers and professionals. Interdisciplinary and holistic
approaches may help deal with complex, local problems where solutions are resistant
to conventiona discipline-based approaches. This is clearly one reason that many
public health and urban planning practitioners have been naturally drawn to such
approaches. Through our case studies, we show how environmental justice practitio-
ners use technical knowledge that spans urban planning, public health, and other
disciplines, and which incorporates professional expertise to achieve broad goals of
social and environmental justice. We discuss the opportunities and barriers encoun-
tered by environmental justice advocates to illuminate these dynamics as the search for
improved urban health continues in the twenty-first century.

THE BUILT ENVIRONMENT, URBAN PLANNING,
AND URBAN PUBLIC HEALTH

Public health and urban planning arose in the early part of the twentieth century as
related interdisciplinary fields that focused on urban public health problems and the
conditions that caused them. As the nineteenth-century urban epidemics that gave rise
to these professions subsided, the professions became more specialized and tended to
work in separate local government administrative departments. The divergence bet-
ween city planning and public health widened during the Progressive era in the early
twentieth century due to a number of complex factors.’® At the same time, the passion
for socia justice that had inspired the creation of these movements began to wane.*



24 Environmental Justice Praxis

The academic departments created at universities to train practitioners in these fields
also expanded, developed specializations, and tended to reinforce divisions among the
professions. As the presence of the professionsin local governments grew, they devel-
oped complex regulatory systems and administrative institutions staffed by specialized
professionals. In the long run, these have not been well equipped to engage complex,
multifaceted health issues with multiple causes and enact policy changes to improve
urban public health. This has been particularly noticeable in large, complex urban
areas with significant social and health disparities.

All applied professions are subject to a tendency toward narrow determinism
focused on quantifiable variables that are easily understood and interventions that pro-
duce immediate, local, quantifiable, and visible results that nevertheless fail to affect
larger systemic problems. Within the field of urban planning in the United States,
which was initially close to engineering and architecture, criticisms have long been
raised against a prevailing tendency toward physical determinism. Thisrefersto aten-
dency to propose changes to the built environment as solutions to socia and political
problems that require more comprehensive policy changes. Advocacy planners have
criticized the efforts of some socia reformersto address urban poverty by using “slum
clearance” and urban renewal plans that displace poor people without necessarily
attacking the conditions that result in poverty and social exclusion. Urban planning
practice has come under fire for a narrow focus on solving problems of transportation
mobility and access by simply building more highways or mass transit, dealing with
inadequate recreational opportunities by simply building more parks, and fixing urban
housing problems by simply building more housing for people with limited incomes.
Jacobs? and Davidoff* have written the classic critiques of physical determinism in
planning.

Urban planners commonly utilize the comprehensive master plan and zoning as
toolsto shape the physical environment. Although many master plans incorporate dis-
cussions of social equity and environmental health, for the most part they are focused
narrowly on the physical environment and often serve only as advisory documents that
are not implemented. They are most often prepared for municipal governments in
metropolitan regions that are fragmented into many small municipalities. This frag-
mentation makes it difficult for municipal planning to address larger urban issues,
including social, economic, and public health issues that affect entire metropolitan
regions. Socia and economic inequalities between municipalities are often significant.
While regiona planning could reduce fragmentation and inequalities, three-fourths of
the nation’s urban population live in large metropolitan regionswith no comprehensive
regional planning. As aresult, market forces play a substantial role in land-use devel-
opment, and the options of planning at the municipal level are limited. Zoning is urban
planning’s main regulatory tool that governs where and what kind of new development
can occur. But while zoning originally separated land uses such as industry and hous-
ing to improve public hedlth, it has come to be used as a mechanism for reinforcing
social and racial separation.®
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Since the 1980s, concurrent with the emergence of the environmental movements,
urban planning began to branch into areas once exclusively occupied by public health
and other professional disciplines. At aglobal level, the 1987 United Nations Confer-
ence on the Environment put forth the concept of sustainability—generally defined as
addressing current needs without compromising the needs of future generations—
which challenged all professions to engage in holistic analysis that moves beyond
individual and easily defined measures. Planning for sustainability isarapidly growing
practice that includes environmental and public health concerns.**> In response to
criticisms that urban planners contributed to the predominant pattern of suburban
sprawl and the consequent problems of air pollution and auto dependence, energy
waste, and the disappearance of farmland at urban peripheries, urban planners began to
advocatefor land-use policiesthat concentrated new devel opment in aready-devel oped
areas. This“smart growth” ¢ became atrademark of the American Planning Association.
A group of architects and planners known as The New Urbanists emerged in recent
decades and called for healthy, walkable communities and transit-oriented develop-
ment that would reduce dependence on the private automobile and create hedlthier,
more active cities.)” To some extent, this has fed the growing intensity of rea estate
development in metropolitan regions, but it also spurred a renewal of interest in the
public health consegquences of urban growth, particularly the rise in the epidemics of
asthma, obesity, and diabetes.

Often citing public health concerns, some urban planners have become advocates
for better pedestrian, bicycle, and mass transit infrastructure.X®1° Others have begun to
address problems of access to healthy food.2>22 And in a link with the advocacy
planning andthecivil rightsmovementsof the 1960s, many havefocused on community-
based planning as a tool for addressing the disparate impact of urban epidemicsin a
comprehensive, halistic fashion.® Still, the tendency toward physical determinism
remains powerful. For example, researchers are now calling into question facile claims
that building some new parks and bikeways will automatically induce greater physical
activity and thus address epidemics such as obesity. In the area of housing, city plan-
ners have rejected the older myths that large-scale government-subsidized housing
complexes would necessarily improve the lives of poor people, but many planners
have also embraced the new myth that smaller scale, mixed-income housing would
necessarily be better.2 As aresult, urban planners continue to give alower priority to
the preservation of housing in low-income communities and policies like rent control
that help stabilize the lives of families and communities.

Because public health practitioners are increasingly looking at ways in which pol-
icies affecting the built environment can foster public health, it appears that there is
now agreater appreciation in both professionsfor the historical roots that bound public
health and planning together as interdisciplinary and related fields, both deeply
concerned with social justice. This accompanies a growing understanding that they
need to be brought together again to resolve today’s new and complex urban issues.
Environmental justice praxis can help foster this trend. It is not simply a matter of
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adding public health and urban planning tools to create a larger toolkit of practice but
integrating the knowledge and experience from both fields. Although we have found
that environmental justice activists often adopt the language and methods of urban
planning, the scope of their practice transcends traditional urban planning, master
plans, and zoning, as well as the new tools such as environmental impact statements
that address narrow environmental concerns without necessarily looking at larger,
cumulative impacts. Thus, while urban public health practitioners may learn from col-
laborations with urban planning practitioners, both face the chalenge of moving
beyond institutional borders and regulatory boundaries to solve broader problems and
incorporate social justice as afundamental principle.

For example, in arguing for innovative approaches to housing and health, Roderick
Lawrence rejects the biomedical model and advocates a halistic approach that incor-
porates biological, cultural, economic, political, psychological, and social elements.?
He proposes an ecological approach to health that looks at four components: (a) the
individual, including genetic makeup; (b) agents and vectors (disease); (c) the physical
and socia environment; and (d) available resources. Ultimately, Lawrence defines
health as not only freedom from disease but as the relationship of peopleto their social
environment. Health allows peopleto achieve their potential inlife. He defines housing
as both a product and a process. Thus, planners and health professionals should not
only focus on removing negative health impacts but also work to promote well-being
through a careful focus on communities. This emphasis on urban community health,
defined as more than removing pollution or the absence of disease, is also clear in
housing-based environmental justice campaignsthat link public health and urban plan-
ning, as shown in our second case study.

ENVIRONMENTAL AND SOCIAL JUSTICE, INTERDISCIPLINARITY,
AND THE POLITICS OF KNOWLEDGE

We have defined environmental justice praxis as a holistic integration of organizing,
policy analysis, and research. Environmental justice praxis also opens new roads to
interdisciplinary practice. In this section, we discuss some key examples of research that
we believe exemplify thisintegration of organizing, policy analysis, and research. These
examples are particularly significant because they squarely focus on the social justice
guestion: Why do so many racial minorities in urban and disenfranchised communities
face such high rates of pollution exposure and the ensuing health risks?

Environmental justice activists are heavily invested in understanding why com-
munities of color are disproportionately impacted by diseases that have an urban and
environmental health component, such asasthmaand | ead poi soning. Heal th-disparities
research and social epidemiology focus on “extrinsic” factors such as class, race, and
power dynamics.?® Environmental justice activists have also been akey factor ininno-
vative public and environmental health research on complex urban problems such as
disproportionately high minority childhood asthma rates.?® Two recent studies, onein
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New York and another in California, suggest new paths to knowledge emerging from
environmental justice praxis.

The first study is Jason Corburn’s Street Science: Community Knowledge and
Environmental Health Justice.?” In this book, Corburn discusses environmental justice
activism and asthma research as one of his examples of “street science,” which he
defines as a framework that joins local insights with professiona and scientific
methods. The goal of street science is to improve scientific inquiry, environmental
health policy, and decision making. At the heart of Street Science are four case studies
from Greenpoint/Williamsburg in New York City, where diverse racial and ethnic,
low-income populations practice what he calls “science on the streets of Brooklyn.”
The other case studies by Sze are on asthma, childhood lead poisoning, and small
sources of air pollution.2 Sze's study discusses asthma activism in West Harlem,
another New York City neighborhood. Some of the larger issues addressed through
these particular studiesinclude the limits of traditional risk assessment and the politics
of mapping health and environment risk.

Through these studies, Corburn provides a theoretical model for understanding
key characteristics of what he calls “local knowledge,” its paradoxes, and its contribu-
tionsto environmental health policy. Street science, at itsbest, identifies health hazards
and highlights research questions that professionals may otherwise ignore, provides
hard-to-gather exposuredata, involvesdifficult to reach populations, and expands possi-
bilitiesfor interventions, resulting in what he calls “improved science and democracy.”
Using a framework common among urban planners, Corburn explicitly calls for envi-
ronmental and public health researchers, policymakers, and urban planners to become
what Schon has called “reflective practitioners.”?® At the same time, he is careful to
reject the idea of street science as a panacea. He statesthat it does not devalue but rather
revalues science. He is not calling for a populism where the “community” replaces
“experts’ but for a better understanding of how knowledge that is “co-produced” by
local and professional constituencies can lead to better health, science, and policy. This
is consistent with other theoretical frameworks that emphasize the social production of
knowledge. (See aso Chapter Onein thisvolume.)

Second, a series of major studies conducted in Los Angeles highlights how environ-
mental and health inequalities are produced and reproduced. To highlight just one study,
a 2004 analysis of ambient air toxics exposure and health risks among schoolchildren in
Los Angeles found that African American and Latino youth bear the largest share of the
burden of air pollution risks and that the respiratory hazards associated with air toxics
appear to negatively affect indices of academic performance.® Theresearch collaborative
that conducted this study is notablefor several reasons. First, theteam isinterdisciplinary
in its composition: Pastor is an economist, Morello-Frosch is from public health, and
Sadd is a geographer. Second, their interdisciplinary research was explicitly linked to
environmental justice organizing. Third, the work addressed public policy.

The same collaborative team performed similar research in the San Francisco Bay
Area. They completed a report, “Still Toxic After All These Years. Air Quality and
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Environmental Justicein the San Francisco Bay Area’* for the Bay Area Environmental
Health Collaborative, which includes some of the ared’s leading environmenta justice
and community health organizations. Their research is one of the few examples of team-
based research in environmental justice, and each bringsits own disciplinary methodsto
the larger collaboration. Team-based research is common in scientific disciplines and in
public health but is far less common in urban planning and has rarely been used within
an environmental justice framework.

In utilizing different disciplinary methods and frameworks, this research collabor-
ative was able to ask better questions and provide better answers than existing research
on air pollution in California. Their collaboration clearly “adds value” and opens up
new ways of looking at phenomena beyond those favored in their disciplinary training.
For example, Morello-Frosch, a trained public health specialist, in a critique that
focuses on the political economy of place, thinks and writesin adisciplinary tradition
distinct from the one she was trained in and partly draws from geography and ethnic
studies.®! By integrating relevant social and legal theories with a spatialized economic
critique, she formulates a more supple theory of environmental discrimination that
focuses on historical patterns of industrial development and racialized |abor markets,
suburbanization and segregation, and economic restructuring. Morello-Frosch et al .2
discusstheir collaboration, amultiyear project working with Communities for a Better
Environment, a community-based organization in Los Angeles and the Bay Area.

This research collaborative has helped draw attention to the use of the precaution-
ary principle in environmental justice praxis. This principle calls for preventing harm
to the environment and human health by shifting the burden of proof from regulatory
bodies and residents to polluters and producers, who must demonstrate the safety of
anew product, process, or urban development proposal. Public health and cancer activ-
ists have advanced this notion with respect to asthma. Environmental justice activists
are amgjor constituency among urban health advocates supporting the precautionary
principle, particularly around asthma.2

Thisinterdisciplinary research has also had a significant impact on policy, particu-
larly at agencies like the California Air Resources Board where the researchers
received a large grant for a study, “Integrating Indicators of Cumulative Impact and
Socioeconomic Vulnerability into Regulatory Decision-making.”3* In addition to peer
validation and respect from state agencies looking for guidance and research to direct
policy, the research has enabled Morello-Frosch and her colleagues to continue to col-
laborate with community groups. For example, the group was contracted to write a
report for the Bay Area Environmental Health Collaborative,® a coalition of groups
concerned with air quality and its health impacts.

Corburn’s Street Science and the interdisciplinary research of Pastor, Morello-
Frosch, and Sadd show how engagement with social movements can drive innovative
interdisciplinary research that asks better questions and informs urban public health
policy. We now turn to our case studies to illustrate how the opportunities and chal-
lenges for environmental justice praxis can further advance urban public health.
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ASTHMA AND THE ENVIRONMENTAL JUSTICE CAMPAIGN
FOR A SOLID WASTE PLAN IN NEW YORK CITY

The environmental justice movement in New York City emerged in response to public
health crises that had particularly significant impacts in low-income communities of
color. The most important of these criseswas asthma. The highest child hospitalization
rates for asthmatend to be concentrated in low-income neighborhoods, among which
the South Bronx, Harlem, and Central Brooklyn stand out, as shown in Figure 2.1.

FIGURE 2.7 Asthma Cases by Zip Code, 2000
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Neighborhood activistsin these areas made the connection between high asthmarates
(and other respiratory illnesses) and the concentration of noxiousfacilities, including waste
transfer stations, bus depots, and dense highway networks. For those who live and work
near such facilities, the operations at thesefacilities exacerbate asthmabecause of increased
truck traffic, odors, noise, and vermin.2 Given that most of the polluting activitiesinvolve
functionsthat provide citywideand regional services, environmental justice activistsfound
themselves confronting the need to understand not only their own neighborhoods but the
larger city and region. In addition, activists focused not only on asthmabut itsrelationship
to broader issues of community well-being, to come up with effective solutions.

In July 2006, the New York City Council approved an updated Solid Waste Mana-
gement Plan (SWMP) covering the city’s five boroughs, which have atota population
of about 8 million people. This complex, highly technical citywide plan was in large
part an outgrowth of a plan put together years earlier by a coalition of neighborhood
groups led by environmental justice activists in the Organization of Waterfront
Neighborhoods (OWN). OWN formed in 1996 and, with the help of the Consumers
Union, put forth a plan that attempted to provide a comprehensive, citywide solution
to the waste problem. OWN’s members, mostly neighborhood-based groups concerned
about the health consequences of the concentration of privately owned waste transfer
stations in their neighborhoods, developed a broad citywide strategy. The neighbor-
hood activists, not the trained land-use or engineering professionals, were the catalyst
for amore holistic, comprehensive city plan that cut across neighborhoods and disci-
plines. The urban planning and health departments were, for the most, absent from the
official planning process, which was concentrated mostly in the Department of
Sanitation, which contracted out the plan to engineering consultants.

Background and Genesis of the OWN Plan

In 1987, the city raised the feesit charged to private haulersto dump in the Fresh Kills
landfill, the last of the city’s landfills, the largest in the world, and an environmental
hazard for the area in Staten Island where it is located. In 1998, Mayor Rudolph
Giuliani announced the closing of the Fresh Killslandfill, in part to pay apolitical debt
to the Borough of Staten Island, alargely European American borough that had given
Giuliani the margin of votes he needed to win the election. In 2001, the last city sanita-
tion truck made its delivery to Fresh Kills. Most of the city’s waste is now exported
under contract with the city.

Starting in 1987, however, the private waste haulers established some eighty-five
waste transfer stations in the city where waste could be sorted and put on large tractor-
trailers for shipment out of state. The waste companies went where land was cheapest
and zoning permitted them. As a result, about 70 percent of all putrescible waste (all
commercial waste, including food, except for construction waste and fill) went through
transfer stations in north Brooklyn and the south Bronx, in and near low-income com-
munities (the racially and geographically disproportionate problem of waste transfer
station siting is not unique to New York City; see Pellow®). They brought with them
heavy truck traffic, diesel fumes, noise, odors, vermin, and increased risks for asthma
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and other respiratory diseases. Despite legislation (Local Law 40) requiring the
Department of Sanitation to issue siting regulations for these facilities, they had failed
to do so. In 1993, regulations were proposed but never passed; in 1997, the city was
ordered by a court to issue regulations; in 1998, they issued weak regulations that
would have no effect on the concentration of sites; these were unsuccessfully contested
in court by OWN, but Sanitation was forced by political pressure from community
organi zers to tighten up on enforcement.®

Although thiswas clearly aland-use issue, the Department of City Planning never
addressed the location and concentration of waste facilitiesin the city. They could have
proposed using the city’s “fair share” rules, which were to ensure that no neighbor-
hood had more than itsfair share of certain facilities. Although these rules, established
inthe City’s Charter, apply only to certain publicly owned facilities, the planners never
evoked the principle or instituted efforts to apply them to all facilities serving a public
function. Instead, they deferred to the Sanitation Department and missed an important
opportunity to work across departments. The Department of Health instead recognized
the critical importance of asthma and began an initiative that included research,
education, and prevention; it targeted intervention in neighborhoods with high concen-
trations of childhood asthma cases. Three neighborhood-based health initiatives in
affected areas went beyond traditional regulatory measures and promoted more com-
prehensive approaches that, in collaboration with community-based advocacy groups,
identified elements in the built environment that tended to trigger asthma crises.
However, the Department of Sanitation did not engage the health professionals, and
they were not obligated to do so by the City. The City Planning Department was also
not involved and did not make any changes to zoning regulations that would have
restricted waste facilities, and they did not support community-based planning efforts
that addressed unhealthy conditions in a comprehensive way.>

The OWN/Consumers Union solid waste management plan® is based on three
principles that the Department of Sanitation had resisted adopting:

1. Retrofit the existing marine waste transfer stations, which are underutilized
but relatively evenly spread throughout the city, to handle both domestic and
commercial waste streams and substitute barges for polluting tractor-trailers

2. Fully support recycling
3. Enact measures to prevent and reduce waste

The marine-based transfer stations would export most garbage by barge; the city
would take responsibility for the large portion of commercial waste (over half the
total); and theimpact would be distributed more equitably throughout the city. OWN’s
strategy was based on the understanding (which came out of their political organiz-
ing), that to resolve each individual neighborhood’s problems there had to be a just
plan for the citywide waste stream. Thiswas adirect refutation of the charge often lev-
eled against them by traditional city planners that community-based organizing and
planning were necessarily based on the exclusionary Not in My Backyard (NIMBY)
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sentiments that would prevent any rational siting of public facilities (this argument
failed to acknowledge that the city never had a comprehensive plan for siting such
facilities). The charges of NIMBYism against OWN activists were also contradicted
by the OWN plan itself, which required some neighborhoods with environmental jus-
tice claims to accept expanded and modernized marine transfer stations.

OWN activists demonstrated and lobbied el ected officials and met with the mayor
and his aides. In 2002, Mayor Michael Bloomberg announced that the city was plan-
ning to retrofit its existing marine waste transfer stations. The city essentially adopted
the principles of OWN’s solid waste plan. This decision was a historic moment for the
environmental justice movement and the activist-led, community-based planning
movement. The OWN plan made sense to the mayor’s office because it would cut
costs and remove a potential obstacle to gentrification in waterfront neighborhoods
they were targeting for new housing development. It strengthened the hand of commu-
nity groups angling for a greater say in land-use planning so that a better environment
would not be accompanied by gentrification and displacement. City Hall followed
the principles of growth and efficiency while OWN emphasized equity, but the two
came together in a tactical compromise. According to environmental justice activist
Eddie Bautista, the plan was resisted by the city’s Department of Sanitation, whosejob
seemed to be defined as only “taking out the trash.” %

Advocacy Planning and Environmental Justice

Eddie Bautista was OWN’s lead organizer for most of its history and worked for the
nonprofit New York Lawyers for the Public Interest. He became one of the city’s lead-
ing experts on solid waste management and a central figure in the development and
advancement of OWN'’s plan and then the city’s SWMP. Bautista got involved as
an advocate for the neighborhoods that were saturated with waste transfer stations and
became a leader in the city’s environmental justice movement. He had grown up in
Red Hook, one of the Brooklyn neighborhoods affected by waste transfer stations.
After the city adopted the principles of the OWN-backed solid waste plan, Bautista
became an aide to Mayor Michael Bloomberg and went on to assist in devel opment of
the city’sfirst long-term sustainability plan, PlaN'Y C2030.%

What led Bautista and OWN toward a comprehensive, citywide approach? First,
according to Bautista, was the realization that the city’s experts were always setting
the agenda, and to get involved in the discussion, OWN had to have an aternative.
OWN hired the Institute for Local Self Reliance, a Washington, D.C.—based non-
profit, to help find that alternative. However, according to Bautista, “one of the prob-
lems was that their experience was mostly in recycling, and that wasn’t our priority.
After alot of discussion, werealized that what was missing in the traditional approach
taken by the environmental movement, which emphasized recycling and waste reduc-
tion, was the infrastructure piece” (personal interview by Angotti, June 19, 2006). At
a bidder’s conference, an OWN member overheard a contractor propose that the
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city’ sexisting marine-based transfer stations be retrofitted and in some cases expanded
to handle the waste from the land-based transfer stations that were concentrated
in residential and mixed use neighborhoods. This struck OWN’s leadership as a pos-
sible citywide solution.

OWN’s plan filled a vacuum left by the city’s own technical expertsin its various
departments. But there was another impetus|eading the activiststo think moreglobally:
solidarity. Bautista recounts how activists from different neighborhoods met at City
Council hearings and other public events, developed ties, and supported each other:
“Thereis apowerful emotional need for solidarity. . . . We were al in the same boat.”
(personal interview by Angotti, June 19, 2006). According to Bautista, it was a politi-
cal necessity. The mayor and City Council govern on a citywide basis and are there-
fore more receptiveto arguments about citywide policy. OWN activists also anticipated
that the city would end up reshaping its solid waste policy, but based on their experi-
ences at the grass roots, they had little confidence that their neighborhoods would be
treated fairly. Bautista stated, “We knew that if the city was going to do a citywide
strategy, some neighborhoods would get hit.” In other words, principles of equity
across the board would be sacrificed to keep waste out of the wealthier neighborhoods,
atruly NIMBY outcome. (Even after the City Council passed the new SWMP, politi-
cal leaders in Manhattan’s Upper East Side, arguably the wealthiest neighborhood in
the world, continued to oppose the plan.)

During the OWN campaign, Bautista entered the program in urban planning at
Pratt Institute in Brooklyn and received a master’s degree. Bautista said that he gravi-
tated to planning because “so much of our urban lifeis connected.” He says he learned
fromthebattlesfought by Jane Jacobs, and from advocacy planning, but alsolearned how
Robert Moses, the city’smaster builder, “was ableto get asmuch ashe could.” Through-
out the campaign, he worked closely with urban planners, engineers, and public health
professionals, including the coauthor of the OWN plan, Barbara Warren.

Tom Angotti first met Bautista when Angotti was a senior planner with the
Department of City Planning in the early 1990s and worked on a community-
generated plan for Red Hook, a low-income waterfront neighborhood that had suc-
cessfully fought off two proposed sewage sludge treatment facilities and shut down
severa private waste transfer stations. After playing acritical role in the environmen-
tal justice campaign in Red Hook, Bautista collaborated in the development of the
community plan. After Angotti left City Planning, he became professor and chair
at the Pratt Institute Graduate Center for Planning and the Environment. He then
joined OWN, representing Planners Network, a group of advocacy planners founded
in 1975, and advised OWN in a court-endorsed mediation with the Department of
Sanitation that was geared toward creating siting regulations for waste facilities
(no agreement was reached). He al so became Eddie Bautista' sthesis advisor. Angotti’'s
role followed closely that of the advocacy planner and is one illustration of how
urban planners can step out of their assigned roles to support efforts that are aimed
at improving environmental health. It is also an example of how learning and
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knowledge in academic, professional, and community arenas is a complicated pro-
cess in which al teach and all learn from one another, as opposed to a top-down and
hierarchial approach.*®

ASIAN IMMIGRANT AND REFUGEE ORGANIZING FOR
ENVIRONMENTAL HEALTH AND HOUSING IN THE BAY AREA

In Oakland, California, an environmental justice initiative illustrates how academic,
social, and political forcesinteract to move practice toward new holistic and interdis-
ciplinary approaches. This example is where a community-based organization, Asian
Pacific Environmental Network (APEN), works to promote environmental justice,
community development, and democracy in low-income Asian immigrant, refugee,
and Asian American communities in the Bay Area. APEN was an important leader in
the founding of the environmental justice movement, and their innovative programs
and campaigns have been recognized nationally. Although the specific issues APEN
focuses on are different from OWN, the holistic approach to urban public health and
community development is similar. It emphasizes developing democracy (i.e.,
“speaking for ourselves,” a key tenet of the environmental justice movement) and
developing local leadership through the language and framework of environmental
justice, specifically around issues of housing, displacement, gentrification, and ten-
ants' rights.

Two ongoing campaigns in Oakland and Richmond demonstrate the complexity
of APEN’s approach to environmental justice in disenfranchised Asian immigrant and
refugee communities. The first, called the Laotian Organizing Project (LOP), is based
in Richmond, an extremely poor, primarily industria city populated by African
Americans and Laotians. The Laotian community in Contra Costa County livesin one
of the most toxic regions in the nation. Surrounded by more than 350 industrial sites
and toxic hazards, the people's home, school, and work environments are exposed to
dangerous levels of lead, pesticides, and other chemicals on a daily basis. One of the
LOP's early organizing successes was the implementation of a multilingual warning
system when accidental toxic releases occurred. Before LOP began organizing on this
issue, the warning system was only in English, which most of the Laotian community
did not speak.*

The community’s problems have multidimensional roots, and this has led APEN
to multidimensional organizing. Because most families in the Laotian community are
renters who tend to have less political power than homeowners, organizing on tenant
issues was important. LOP’'s more than 300 active members have focused on the prob-
lem of weak housing standards, including endemic problems with mold and lead paint
and weak health-based housing regulations and lack of enforcement. LOP launched a
campaign to adopt a “just cause” ordinance similar to those in other Bay Area cities.
The campaign argues that “everyone has a basic right to continue to live in their com-
munities.” LOP's newest front is fighting displacement and winning protections for
tenants against unfair evictions. LOP's focus on housing justice strongly affirms a
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basic principle of environmental justice: “fighting for basic rights to protect our com-
munities where we live, work and play.” 4

Vivian Chang, then-Executive Director of APEN, explained her view that the
environment does not just mean pollution exposure (personal interview by Sze, August
5, 2006). For example, many Laotians grow their own food in their gardens (a practice
they brought with them upon coming to the United States, journeys that were a result
of U.S. interventions in Southeast Asia). Their view is that when tenants are evicted,
these gardens and spaces that provide food as well as psychological connection to the
land are also destroyed. Thus, environmental justice for Laotians also means commu-
nity food security and accessto environmental “goods’ (e.g., gardens and open spaces).
APEN also advocated for an enforcement board to deal with code violations and evic-
tionsin Richmond.

APEN’s other organizing arm, Power in Asians Organizing (PAO), is focused on
organizing Asian ethnic communities in the city of Oakland, including large numbers
of Viethamese, Chinese, Laotians, Cambodians, and Filipinos. Like LOP, PAO’s core
group of community resident/activists focused on safe and aff ordabl e housing through
their Housing Justice Campaign. PAO, with two other organizations, worked for three
years to secure affordable housing at Oak to Ninth, a large housing project of 3,100
residential units located in the heart of PAO’s organizing area. The land, a sixty-four
acre contaminated parcel on the waterfront, was originally proposed as 100 percent
luxury condominiums (in a community where the average family is considered “very
low income,” i.e., under $35,000/year). Through their campaign, PAO aso helped to
negotiate 300 entry-level construction career-path placements for Oakland residents,
with real penalties for noncompliance. Lastly, $1.65 million will be dedicated to train-
ing programs to support immigrants and those formerly incarcerated to get a start in
the building trades.

What is perhaps as significant as the concrete goals achieved in both campaignsis
that through their direct organizing APEN is taking steps to improve public participa-
tion and engagement with urban development and community health in historically
and culturally disenfranchised immigrant and refugee populations in complex urban
environments. LOP's organizing focuses simultaneously on health, environment, and
housing rather than separating and narrowly defining these problems and solutions.
LOP' s ahility to connect these domains, while increasing community engagement, can
lead to more dynamic and effective solutions for the multidimensional community and
health problems faced by urban low-income communities of color. The vision is
dynamic and reflective of the environmental and public health conditions of real-world
communities, individuals, and families. For example, as PAO suggested in their press
release in response to the Oak to Ninth negotiations, “ Asaresult of thisand other com-
munity benefits campaigns, Oakland’s elected officias are seriously grappling with
policies like Inclusionary Zoning that can make sure that developers pay their fair
sharein Oakland.” (Inclusionary zoning generally requires that a portion of new hous-
ing units be available to people with low and moderate incomes; some inclusionary
zoning ordinances allow developers to develop more market-rate units if they include
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affordable units.) Like the OWN campaign, APEN focuses on how to use the language
of fair share and environmental justice to develop more equitable housing, land use,
health, and community economic development policies.

Does postgraduate education with an interdisciplinary focus matter, as it did to
Eddie Bautista of OWN? It may in the case of Vivian Chang, who states that her per-
sonal experience with collaboration across the activist/academic divide shaped her
political and practical vision. Chang previously worked as an organizer with Asian
Immigrant Workers Advocates on their garment worker justice campaign, after which
she worked briefly with the California Environmental Protection Agency (Cal/EPA)
on their cumulative risk project. At Cal/EPA, she learned the importance of having an
insider-outsider strategy to successfully implement positive policy change for envi-
ronmental justice (as Angotti also learned). That is, to be effective, environmental
justice activism and policy development needed to have both intermediaries and allies
within public agencies and movement pressure from outside the agencies, specifically
from community-based organizations. After those experiences, Chang attended the
University of Californiaat LosAngeles and received a mastersin urban planning. For
Chang, graduate education offered both a theoretical framework for interpreting
regional economies and industries (e.g., the garment industry in Oakland) as well as
pragmatic tools (GIS mapping and how to research particular industries and corpora
tions). According to Chang, “ graduate, academic, and professional training helped me
develop smarter activist and organizing campaigns (such as living wage campaigns),”
because this training helped her understand the dominant discourses and frameworks
for policy development.

Chang believes that her personal work and academic experiences work synergisti-
caly, leading to innovative approaches to improving community development and
public health in low-income Asian immigrant and refugee populations in Bay Area
cities, specifically through the language and framework of the environmental justice
movement. One of the key questions she grapples with in APEN’s programmatic
work is: “What does a public health approach to urban development look like?’ In
part, the answer depends on whether a particular development project or existing
policy (whether land use, economic development, housing, environmental, or public
health) promotes or negatively impacts community health and improves democracy,
what environmental justice scholars call “participatory justice.”

APEN strategically uses research as an organizing tool. To document environmen-
tal justice problems, APEN and four other environmental justice groups released
“Building Healthy Communities from the Ground Up: Environmental Justice in
California.”# The 2003 report begins by outlining the “environmental justice crisis’
in California (pollution, toxic waste, working conditions, environmental health risks,
poor housing, and inequitable land uses). It then defines “environmental justice
approaches to creating healthy communities’ and the different strategies that environ-
mental justice organizations have adopted to remediate the problems.

There are, however, notable gaps between the organizing-related research APEN
has undertaken (asin the Health Impact Assessment Projects) and academic research in
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this development project. For instance, there was a health impact assessment (HIA) of
the project performed by the University of Californiaat Berkeley Health Impact Group
(UCBHIG),® anonpartisan, independent group of graduate students and faculty partic-
ipating in a seminar on health impact assessment. The HIA differs from the traditional
environmental impact assessment because it is voluntary but complements analysis
required under law; evaluates environmental, social, and economic effectsusing thelens
of human health; and estimates benefits as well as adverse consequences. On theissue of
socia equity (poverty, stereotypes, segregation, inequalities), the HIA reports no infor-
mation. Although this report is quite extensive and is an example of graduate-level,
applied training and education in public health related to aland-use and urban planning
project, this lack of information on social equity is both disappointing and revealing of
the limitations of much academic research, especially given the high profile of the activ-
ism by groups like APEN.

CONCLUSION

Opportunities for interdisciplinary urban research and education in academic institu-
tions continue to be challenging and difficult. In the professions, specialization and not
interdisciplinary collaboration continues to be of value to practitioners and employers.
And government policy tends to focus on individual programs and agencies to solve
specific issues and problems without necessarily looking at the whole picture. Holistic
approaches are preached and promised by many, but they are often hard to come by in
practice. Grand theories may promise efficient and equitabl e solutionsto chronic urban
health problems, but in practice, equitable solutions that address differences of race
and class are often compromised.

Environmental justice praxis can help address these issues. Through environmen-
tal justice praxis, practitioners use technical knowledge that moves among urban
planning, public health, and other disciplines, and they incorporate professional exper-
tise to achieve broad goals of social and environmental justice in communities long
disenfranchised by race and class. In doing so, environmental justice praxis embodies
and represents the best possibilities for holistic urban health research and practice. In
crossing disciplinary and organizational barriers, environmental justice practitioners
are making both public health and urban policy better, particularly in helping to
advance such concepts as cumulative impact and the precautionary principle. Although
more orthodox approachesto comprehensive societywide problemsoftenresultinrela
tively greater health risks for low-income communities of color, environmental justice
praxis can help ensure that “nobody’s backyard” becomes a health risk.

This path is not without challenges, especially because existing divisions and
categories are entrenched in both academic training and policy contexts. But environ-
mental justice activists tend to understand that the problems faced by low-income and
urban communities of color are relentless and that existing modes of practice are not
working. This reality paradoxically creates better conditions for more dynamic and
interdisciplinary urban health and environmental research and policy. Our real-world
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examples from New York and California, coming directly out of the environmental
justice movement, show just how and why improved interdisciplinary approaches may
help to remediate the worst examples of social injustice (and their health and environ-
mental impacts) at community, city, and regional levels. Ultimately, interdisciplinary
urban health is a framework that mirrors much of what is already happening “on the
ground” asidentified by environmental justice practitioners.

SUMMARY

Inthischapter we haveexplored how inter-
disciplinary environmental justice praxis
can help to reintegrate and reimagine the
fields of public health and urban plann-
ing. We draw on two case studies of envi-
ronmental activism: the development of
a comprehensive citywide solid waste
management plan in New York City and
the promotion of environmental justice,
community development and participa-
tory democracy among low-income Asian
immigrant and Asian American communi-
tiesin the San Francisco Bay Area. In both
cases, activists employed an environmental

DISCUSSION QUESTIONS

justice framework in seeking to understand
community health and environmental prob-
lems and to advocate for solutions through
community organizing. They adopted a
broad a definition of community health and
reimagined urban development, the built
environment, and public hedth in broad,
holistic terms. Lessons learned include the
importance of understanding the relation-
ship between socid justice movements and
the production of knowledge and under-
standing the occasionally fraught and con-
tested relationships between communities
and academic ingtitutions.

1. How did the Organization of Waterfront Neighborhoods (OWN) and the New
York City government differ in how they viewed the problem of waste disposal
in the city? How might these differences influence the questions researchers

would ask?

2. How arethe strategies used to achieve improved health and socia outcomes and
to promote environmental justice in New York City and the San Francisco Bay
Areasimilar and how are they different?

3. What roles can social movements play in urban health research and practice?
What are the limits of their role? How do they contribute to an interdisciplinary

perspective?

4. What are the similarities and differences between the professions of public

health and urban planning?
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LEARNING OBJECTIVES

Describe how differences in neighborhood food environments can contribute to
differencesin the health of populationsin different neighborhoods.

Analyze the different ways that individual-level and neighborhood-level factors
influence diet, nutrition, and obesity.

Present a rationale for using community-based participatory research methods to
study neighborhood food environments.
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Discuss the challenges that interdisciplinary researchers working with
communities face and some of the strategies they can use to overcome these
challenges.

INTRODUCTION

Poor diet isamajor risk factor for several diseases, including diabetes, cardiovascular
disease, and certain cancers, from which African Americans experience excess mor-
bidity and mortality when compared with whites. Until recently, research had mainly
focused on the role of individual and familia factors in dietary practices and dispari-
ties. However, over the past few years, an explosion of research has documented
inequalities in the accessibility of retail food outlets (e.g., supermarkets, fast-food
restaurants) and in the food supply (e.g., food availahility, selection, quality, price)
across neighborhoods, with low-income and racial/ethnic minority neighborhoods
often having fewer nutritional resources (e.g., supermarkets) and more nutritional
hazards (e.g., low-quality fresh produce).’'° There is growing interest in understand-
ing whether and how neighborhood “food environments’ affect dietary behaviors and
contribute to racial/ethnic disparities in diet and related health outcomes. From the
early work of Cheadle and colleagues to more contemporary studies,*-*¢ accumul ating
evidence suggests that people who have food options closer to home that support heal -
thy eating have better dietary quality or healthier body weights. Given that 81 percent
of African Americans live in urbanized areas (densely populated areas with at least
50,000 residents) and 60 percent live in urban centers (generally incorporated places
or census-designated places with the most popul ation within urbanized areas),*® under-
standing whether and how neighborhood food environments affect residents’ dietary
intake and health is especially important in urban settings to eliminate black-white
disparitiesin health.

In this chapter, we draw on research conducted in Detroit, Michigan, between 1996
and 2008 as a case study of one approach for understanding how the neighborhood
retail food environment affects dietary behaviors and the health of urban populations.
This research engaged academic researchers and representatives of health service and
community-based organizations. It employed theoretical perspectives and research
methodologies (i.e., spatial mapping, community surveys, in-person observations) of
severa academic disciplines: health behavior and health education, sociology, commu-
nity nutrition, nursing, epidemiology, and geography. We first consider distinctive
determinants of contemporary retail food environments in cities, highlighting circum-
stancesin Detroit. Wethen describe efforts of, and lessons | earned by, community-based
participatory research (CBPR) partnerships working to understand the health implica-
tions of retail food environments in Detroit. We conclude by discussing next steps for
research that examinesthe contributions of retail food environmentsto dietary behaviors
and the health of urban populations.
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DETERMINANTS OF RETAIL FOOD ENVIRONMENTS IN CITIES

Detroit, like many other cities, has experienced dramatic shifts in the retail food land-
scape over the past few decades. The spatia distribution of grocery storesis one aspect
of the retail food environment that has changed. Factors contributing to grocery store
closures and rare store openings within cities are multifaceted.?>% However, many of
the factors that have shaped the contemporary retail food environment in Detroit and
other midwestern and northeastern cities in the United States stem from at least three
interrelated historical forces: racial residential segregation, economic restructuring,
and restructuring in the retail food industry.

Racial Residential Segregation

A mgjor factor shaping the retail food environment in metropolitan Detroit since 1950
has been racial residential segregation. Following World War 11, fears of racial integra-
tion prompted white residents to flee the city for the suburbs, asincreasing numbers of
African Americans moved into previously al-white neighborhoods. Between 1950
and 2000, Detroit lost over half of its population and transitioned from 16 percent to
81 percent African American.’®? |n contrast, by 2000, more than 80 percent of resi-
dents in metropolitan Detroit were non-Hispanic white. Metropolitan Detroit is
currently one of the most racially segregated urban areasin the United States.?”

The closing of white-owned grocery stores and opening of Middle Eastern—owned
food stores were two outcomes of white flight in Detroit.? According to informal esti-
mates from trade associations, people of Middle Eastern descent now own 80 to 90
percent of Detroit’s grocery and liquor stores.?® SomeAfrican American residentsview
the fact that most food store owners and employees are of a different racial/ethnic
background as a symbol of economic inegqualities in Detroit.? Moreover, many
Detroit residents report being discriminated against—watched, followed, treated with
disrespect—when frequenting local food stores.?®:3! Strained race relations between
many residents and store owners and employees may negatively influence residents’
perceptions of foods available to them, their food shopping behaviors, and their mental
well-being.3>3

Economic Restructuring

The contemporary retail food environment in Detroit has also been profoundly shaped
by economic restructuring. Fueled by the rise in the automotive industry, Detroit was
growing and prosperousin the early to mid-twentieth century.®* %% However, economic
restructuring after World War 11, particularly relocation of industries from the city to
the suburbs and deindustrialization, led to the loss of over 250,000 manufacturing jobs
between 1947 and 1992.% Further job loss and economic divestment followed the loss
of manufacturing jobs. Between 1960 and 1990, the city of Detroit lost about 350,000
jobs, whereas the surrounding metropolitan area gained more than twice that number.%
Stemming in part from the disappearance of good-paying, blue-collar employment
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opportunities, the percentage of residents living below the federal poverty line in
Detroit was over four times greater than in the rest of metropolitan Detroit in 2000
(26 percent vs. 6 percent).?*3% Although research documents untapped purchasing
power in urban neighborhoods, including Detroit,?2+3%® food retailers cite lack of
profitability as a reason they pulled out and continue to avoid investing in Detroit and
other cities.

Restructuring in the Retail Food Industry

A third historical factor shaping Detroit’s current retail food environment is restructur-
ing of the retail food industry. Consolidation in the retail food industry beginning in
the 1950s is one aspect of restructuring, including movement from independently
owned stores to corporately owned chains, as well as mergers and leveraged buyouts
that created even larger corporations.?>? By the 1970s, many independent grocery
stores could not compete with the prices offered at chain stores, which could exploit
economies of scale; thus, many independent grocers were forced to close.?? Unfor-
tunately, as Detroit’s white population shifted from the city to the suburbs after World
War |1, grocery stores began closing in the city, and many chains avoided locating new
stores in Detroit due in part to racial stereotypes and associated fears of crime in an
increasingly African American city.?2 Instead, grocery chains took advantage of
abundant and inexpensive land in the suburbs, which allowed them to build large store
formats at a lower cost. Scarcity of land to accommodate large store formats (e.g.,
supercenters, superstores), high prices to develop sites, or both also contributed to the
loss of supermarketsfrom cities.?* Supermarkets’ abandonment of the city, with accom-
panying loss of jobs and tax revenues, exacerbated already deteriorating economic
conditionsin Detroit.

In sum, racial residential segregation, economic restructuring, and restructuring in
theretail food industry have had negative repercussions for the current retail food land-
scape in Detroit. As one Detroit resident, participating in a focus group on facilitators
and barriers to healthy eating and physical activity, observed: “You've got to go out
into the suburbs now to get some decent food. And therefore, it's not availableto usin
this community. By the time you get to that store and get some fresh fruits and vegeta-
bles, you' re going to pass about 30 fast food joints and about 100 liquor stores.”3!

USING CBPR TO UNDERSTAND THE HEALTH IMPLICATIONS
OF DETROIT’'S FOOD ENVIRONMENT

As highlighted by the preceding quotation, Detroit residents do not view the local
retail food environment as supportive of healthy eating. In this section, we describe how
the retail food environment in Detroit became a focus of the work of two community-
based participatory research (CBPR) partnerships: the East Side Village Health Worker
Partnership (ESVHWP) and the Healthy Environments Partnership (HEP). We aso
describe how expansion of the research teams to include scholars with a wider range
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of disciplinary perspectives facilitated work of these partnerships between 1996 and
2008 as we began and have proceeded with work aimed at understanding the role of
the retail food environment in health variations among Detroit residents. We will then
discuss lessons learned in using an interdisciplinary, participatory approach to study
the urban retail food environment.

Concern about the retail food environment emerged initially in the context of the
ESVHWRP. Initiated in 1996, the goal of the ESVHWP was to identify and address,
using alay health advisor approach, social determinants of women's health in eastside
Detroit.* Lay health advisors (known as “village health workers’) and community rep-
resentatives (including coauthor Murlisa Lockett) involved in the ESVHWP identified
diabetes as a priority in 1999. Facilitated by disciplinary training in health behavior,
health education, and sociology of theinitial academic researchers (including coauthor
Amy J. Schultz), aswell as by the engagement of a postdoctoral fellow with a commu-
nity nutrition background (coauthor Angela M. Odoms-Young) and other individuals
and community organizations with expertise in diabetes, the ESVHWP in 2000-2001
developed a pilot project to prevent diabetes, Healthy Eating and Exercising to Reduce
Diabetes (HEED).® In conversations among those involved in HEED, residentsin east-
side Detroit described the scarcity of fresh fruits and vegetables at local stores and
difficulties securing rides from family and friends to reach suburban supermarkets to
obtain fresh produce. They also described how the dearth of supermarkets and high-
quality, reasonably priced nutritious foods made it difficult for residents to maintain a
healthful diet. In response, the ESVHWP initiated healthy soul food cooking demon-
strations to provide skills in healthy food preparation and monthly fruit and vegetable
“minimarkets,” whichwerelater expanded to bimonthly dueto high demand.*° Designed
to increase the availability of awide variety of high-quality fresh produce at low prices
in eastside Detroit, the minimarkets sold a variety of produce items at wholesale prices
at readily accessible community sites, including community centers and churches. In
addition, as described below, members of the ESVHWP began new data collection
efforts to understand the retail food environment, which required knowledge and
research methodol ogies from other disciplines (e.g., geography, urban planning).

Documenting Locations of Food Resources

A public health doctora student working with the ESVHWP (Shannon N. Zenk) had
general interests in nutrition and the role of neighborhood environments in health
disparities. She initiated new data collection to systematically document the distribu-
tion of food resources across Detroit area neighborhoods. Training was offered through
other disciplines (e.g., a semester-long geographic information system [GIS] course
offered through the University’s Department of Natural Resources), and it was dis-
tinctly interdisciplinary (e.g., a five-day workshop on accessibility measurement
sponsored by the Center for Spatially Integrated Social Science [CSISS]). There were
also interactions with geographers at the university’s map library and statistical con-
sulting center and an economist with expertise in spatial statistics. All provided
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opportunities to learn new research methodologies for data collection (e.g., GIS) and
data analysis (e.g., spatial econometrics).

To examine the spatial accessibility of supermarkets, we used GIS to map the
locations of supermarkets in metropolitan Detroit. We found that the city of Detroit
had only nine supermarkets for 950,000 residents in late 2002, whereas supermarkets
were abundant in the surrounding metropolitan area. The results also showed inequi-
tiesin the distance to the nearest supermarket by neighborhood racial composition and
poverty level, with the longest distances to supermarkets found for the most economi-
cally disadvantaged neighborhoods where African Americans lived.** At the same
time, we also conducted in-person audits of food storesin four Detroit area communi-
ties to explore whether a good selection of affordable, high-quality fresh fruits and
vegetables was less available in an economicaly disadvantaged African American
community than in more advantaged communities. This project entailed developing an
instrument to measure fresh fruit and vegetable availability, selection, quality, and
price; mapping food stores located in each community using GIS; training data collec-
tors; and visiting the food stores to conduct the audits. We found differences in the
types of food stores present and in the quality of fresh produce for sale, but not fresh
produce selection or prices, among the four communities.®

Examining Health Implications of the Food Environment

The ESVHWP, and later HEP, aso initiated new data collection to examine implica-
tions of inequalities in the neighborhood retail food environment for the health of
Detroit residents. The ESVHWP added itemsto a 2001 second-wave survey of African
American women living in eastside Detroit. The questions included the name and
location (street intersection) of the primary store where they shopped for food; percep-
tions of the selection, quality, and affordability of fresh produce at that store; and
frequency of fruit and vegetable intake. Results of analyses using those data showed
that women with higher incomes were more likely to shop at suburban supermarkets
and suggested that the type of food store to which women had access (using stores
where they shopped as proxies) and the selection and quality of fresh produce for sale
may have influenced women'’s fruit and vegetabl e consumption.*> Conversations about
the results of this analysis in 2002 among members of the ESVHWP encouraged
efforts to document the demand for fresh fruits and vegetables in the community,
increasethevisibility and frequency of thefruit and vegetable minimarkets, expand the
minimarkets to other areas of the city, and work with local store owners to increase
the availability of healthy foods.

The Healthy Environments Partnership (HEP) expanded efforts to understand the
role of the retail food environment in dietary behaviors and health outcomes among
Detroit residents. As part of the Nationa Institute of Environmental Health Sciences
Health Disparities Strategic Plan, HEP began in 2000 to examine rel ationships between
neighborhood social and physical environments and cardiovascular disease risk among
adultsin three Detroit communities (eastside, southwest, and northwest) usingaCBPR
approach.”® HEP engaged scholars from a variety of academic disciplines, including
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health behavior and health education, sociology, epidemiology, human nutrition, and
environmental health sciences, aswell asawider range of community partners, includ-
ing organi zations working on issues of environmental justice.

These new interdisciplinary collaborations enabled the collection of a number of
nutrition-related measures as part of the survey of residents. a semiquantitative food
frequency questionnaire; anthropometric measures of height, weight, and waist cir-
cumference; and avariety of biomarkers (e.g., cholesterol).*® The survey also included
measures of participants’ perceptions of the neighborhood food environment. Com-
munity partners provided space where survey participants could come to have their
blood drawn and helped to ensure that data collection procedures were culturally
appropriate and had suitable safeguards for participants’ confidentiality. Using these
data, HEP has begun a series of analyses examining relationships among indepen-
dently observed and perceived measures of the retail food environment (e.g., proximity
of different types of retail food outlets; food availability, quality, and price), dietary
behaviors, and related health outcomes (e.g., obesity, serum cholesteral) in residents of
eastside, southwest, and northwest Detroit. Among theinitial findings of these analyses
are that residents’ perceptions of the neighborhood food environment are associated
with factorsat multiplelevels, including their individual educational attainment, neigh-
borhood racial composition, and store availability.** Another analysis revealed that
availability of alarge neighborhood grocery store was positively associated with fruit
and vegetabl e intake and that the neighborhood food environment had stronger effects
on consumption in Latinos compared with African Americans.*®

In 2005, HEP brought in new colleagues from urban planning and received
additional financial support to examine associations between aspects of the built envi-
ronment and obesity risk and to evaluate multilevel interventions centered on the
introduction of greenwaysin Detroit. Infall 2008 through winter 2009, HEP conducted
a second-wave community survey and reassessed the retail food environment, includ-
ing mapping food store and restaurant locations and assessing the availability, quality,
and price of arange of healthy food options (e.g., produce, low-fat foods, whole-grain
foods) at stores. This new data collection will alow HEP to examine the effects of
changesin the retail food environment on residents’ dietary behaviors and health indi-
cators over asix-year period. HEP anticipates that the new disciplinary collaborations
will allow for a better understanding of the role of the retail food environment in obe-
sity and related health outcomes by allowing simultaneous examination of the retail
food environment and aspects of the built environment relevant for physical activity
(e.g., land use, street connectivity). It will also assist in identifying relevant commu-
nity change strategies.

With the addition of supplemental pilot funding and the engagement of a geogra-
pher, HEPwill also invite asubsample of survey participantsto participate in additional
data collection that uses portable global positioning system (GPS) units to measure the
environment to which they are exposed during daily activities (“activity-space” envir-
onments). Thiswill allow HEPto characterize environmental exposures and resources,
including the food environment, in abroader area beyond the residential neighborhood
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and to examine relationships among aspects of activity-space environments, health
behaviorsincluding dietary intake, and health outcomes.

Challenges and Lessons Learned

The ESVHWP and HEP both used an interdisciplinary, participatory approach to
study the retail food environment in Detroit. Involvement of community partners and
expansion of the research teamsto includeinvestigators from awider range of disciplines
enriched the work of the partnerships by providing content and methodological expertise,
offering multiple interpretive lenses, and identifying implications for community change
efforts. Based on our experience studying the retail food environment using an interdisci-
plinary, participatory approach in an urban context, we suggest several lessons.

Competing Priorities Interdisciplinary, participatory research projects that are inter-
ested in issues of socia justice in urban communities often have ambitious goals and
multiple components. One reason is that economically vulnerable urban communities
face numerous challenges that warrant attention.”> Another contributing factor is the
wide range of interests of individual members, which reflect not only diverse disciplin-
ary backgrounds but also organizationa priorities. Although the ESVHWP sand HEP's
concentration on the retail food environment arose from community concerns, nutrition,
and more specifically theretail food environment, was only one of thefoci of these proj-
ects. Limited resources often force partnerships to choose to address a small number of
urban communities' many needs. Community planning processes that engage not only
members of the partnership but also community residents and other stakeholders can
help to prioritize community change efforts as well asidentify connectionsto other con-
cerns faced by the community. HEP has recently completed such acommunity planning
process that prioritized interventions addressing the local food environment as well
as other aspects of the built and socia environment that may influence obesity and
cardiovascular risk.

Communicating Across Disciplines Aswe have described, as the need for additional
content and methodological expertise became apparent, members of the partnerships
sought researchers and professionalswith abroader range of disciplinary backgrounds:
human nutrition, social and spatia epidemiology, economics, and geography. Some
joined the research teams; others provided critical input into the projects. This array of
disciplinary perspectives introduced disciplinary language and challenges to commu-
nication. The need to communicate with community partners added another layer of
complexity. Reaching common conceptual and methodological understandings
required willingness across partnership members to ask questions when terminology
(e.g., socia structure, food security, spatial autocorrelation, land use) or methodol o-
gies (e.g., GPS, accelerometer, spatial regression) were unclear and to provide more
detailed explanations. The fact that many members of the partnerships had training
and/or worked in public health, regardless of disciplinary homes, provided some com-
mon language and experiences that facilitated communication.
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Incorporating Diverse Cultural Food Preferences Racial and ethnic diversity is a
distinct characteristic of most U.S. cities. One lesson learned regarding studying the
retail food environment in a multiethnic urban context is the importance of incorporat-
ing cultural food preferences and norms of multiple racial/ethnic groups. Although
more than 80 percent of Detroit residents are African American, communitiesinvolved
in the HEP have substantial Latino and white populations, too. Thus, in designing
instruments we used to audit food stores, we attempted to include items that were pop-
ular among all three racial/ethnic groups. We learned that our efforts were partially
successful and have identified area for improvement (e.g., adding more fruits and veg-
etables popular among Mexican Americansin Detroit) in future work. Working closely
with community members can help to ensure that data collection tools are appropriate
for the populations under study.

Understanding the Relationship Between Race and Economics Racia residential
segregation, adefining characteristic of metropolitan Detroit and other U.S. metropoli-
tan areas, adversely impacts socioeconomic circumstances of many people of color
and the urban neighborhoods in which they live.*® As aresult, race and socioeconomic
status (SES) are highly correlated at not only the individual level but aso the neigh-
borhood level, which makes it difficult to tease apart whether spatial access to
nutritional resources and hazards differs by neighborhood racial composition, SES, or
both.®“! Yet, because solutions will differ, understanding the role race plays in deci-
sions regarding the placement of retail food outlets, above and beyond the role of SES,
isimportant. Although more difficult to achieve in some urban contexts than in others,
study designs that incorporate neighborhoods in both the city and surrounding suburbs
can introduce sufficient variation in economic conditions within neighborhoods of
the same racial composition and help to answer questions regarding the role of race
in the distribution of food resources and risks.

Time-Intensive Nature of Research Asreferenced earlier, considerable time passed
from when residents brought problems of inadequate availability of healthy foods in
Detroit to the forefront of these CBPR initiatives to subsequent stagesin the research:
documentation of inequalitiesin neighborhood retail food environments and examina-
tion of the associations with health behaviors and outcomes. Indeed, HEP's research
examining the role of retail food environment in dietary behaviors and related health
outcomes among Detroit residents is still in its early stages. The time-intensive reali-
ties of forming interdisciplinary, participatory research collaborations; securing
funding; and collecting and analyzing data presented two challenges.

A first challenge was balancing research to understand contributions of the
retail food environment to Detroit residents' dietary intakes and heath with action.
Community-based participatory research calls for a balance between research and
action.*” Indeed, Detroit residents described pressing challenges of inadequate avail-
ability of healthy food optionsin their neighborhoods and limited transportation options
to reach suburban food sources. These needs conflicted with the timeline required to
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develop data to inform evidence-based community change strategies that would lead
to improvements in the health of Detroit residents. Ultimately, the ESVHWP pursued
short-term strategies to increase the avail ability of healthy food options (e.g., devel op-
ment of fruit and vegetable minimarkets) at the same time that research continued,
which allowed the partnership to respond to a community-identified need. Yet, while
both partnerships would have liked large-scale policy and program development to
proceed more quickly, these interim strategies were critical to address community con-
cernsin the short term.

Another challenge posed by the time-intensive nature of the research processis
that investigators who offered valuable disciplinary perspectives related to nutrition
and who provided GIS skills have since left the area, which was due to the structure of
academia (postdoctoral and doctoral training) and individual career trajectories. Still,
the initial interdisciplinary relationships that were developed, sustained involvement
of many of the original research team members, engagement of new investigators with
requisite knowledge and skills, and long-distance participation of some team members
using technology (e.g., teleconference, e-mail) have enabled the interdisciplinary work
to continue.

DIRECTIONS FOR FUTURE RESEARCH

Our experiences highlight the importance of engaging communities and casting awide
disciplinary net in efforts to understand and address the retail food environment in
cities. Because issues may not be the same across cities, community residents and rep-
resentatives can play a critical role in defining problems and resources related to the
retail food environment, interpreting findings, and prioritizing and designing change
strategies. In addition to public health, sociology, and nutritional science, theoretical
perspectives and methodologies from disciplines such as geography, economics,
anthropology, and urban planning can greatly enrich research and the understandings
gained from that research. Extant research aimed at understanding and addressing
contributions of the retail food environment to the health of urban populations has
implications for future observational and intervention research.

First, an underlying assumption of most extant epidemiologic research is that resi-
dents, especially in economically disadvantaged urban neighborhoods, rely on foods
available within their residential neighborhood. As a result, most studies have method-
ologically equated food availability in residential neighborhoods with food access or as
a set of available options with respect to food sources (e.g., grocery stores, restaurants)
and the food supply. In fact, an individual’s or household's food access likely depends
on their physical (e.g., physical mobility, transportation), economic (e.g., income, food
assistance receipt), and socia (e.g., socia networks, time-budget) resources and con-
straints. These resources and constraints may, for example, shape individuals' activity
spaces and consequently the food environments to which they are exposed beyond the
residential neighborhood. Yet, the interplay of individual/household resources and con-
straints and the local and regional food environment in shaping food access, both in the
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residential neighborhood and broader activity space, in shaping food access and conse-
quently the use of the retail food environment is poorly understood® and thus is an
important direction for future research.

Second, studies examining the potential influence of the retail food environment
on the health of city populations have generally focused on retail outlet availability
and characteristics of the food supply (e.g., availability, quality, price). Yet, the retail
food environment may impact city residents’ health through pathways beyond the type
of retail food outlets present and the food supply. For example, utilizing the retail food
environment in economically disadvantaged urban neighborhoods often involves
encountering crime and harassment when entering and leaving stores, deteriorated
conditions inside and surrounding stores, and unfair treatment from store employees
and owners. Stress stemming from these conditions and experiences may negatively
impact urban residents mental well-being and have indirect negative repercussions
for dietary behaviors, weight status, and physical health.*® Thus, research that exam-
ines health implications of these and other aspects of the retail food environment,
above and beyond food outlet locations and the food supply, will be critical in under-
standing the retail food environment and its implications for health. Community
members can inform the identification and investigation of these other pathways.

Third, understanding the role of the retail food environment in the health of city
populations necessitates reliable and valid measures of multiple dimensions of the
retail food environment. Although measures are increasing, they are currently scarce,
particularly perceptual measures of theretail food environment. Moreover, few studies
have demonstrated the reliability and validity of existing perceived or observational
measures. Interdisciplinary teams, which include community members, can work
together to create and test the properties of these food environment measures.

With respect to intervention research, studies are needed to evaluate the impact of
natural and planned changesin theretail food environment on health status. Additional
studies that evaluate the opening and closing of retail food outlets (e.g., supermarkets,
fast-food restaurants) and changes in food availability, quality, pricing, or product mix
would be informative. Relatively little research has been conducted to date in the
United States, with most research in this area taking place in the United Kingdom.5-52
Moreover, multilevel interventions that combine environmental changes with individ-
ual behavioral change strategies may be an even more promising approach. Still,
researchers should address other aspects of thefood environment (e.g., safety, customer
service, cleanliness), beyond increasing the availability of high-quality, reasonably
priced healthy foods, that affect urban residents’ comfort and willingness to shop at
astore. Furthermore, it is important that researchers pay particular attention to how
change efforts directed at the retail food environment affect the most vul nerable popu-
lationsin cities. For exampl e, opening asupermarket in an economically disadvantaged
urban neighborhood may not benefit economically vulnerable residents if they cannot
afford to shop there. Assuring that all residents have economic aswell as spatial access
to healthy foods is essential if we are to address racial and socioeconomic disparities
in health.
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In conclusion, we found that use of an interdisciplinary, participatory approach
enhanced our research on the retail food environment in Detroit in several ways.
Community participation and priorities motivated this research. They shaped the
research trajectory, framed the research questions, and hel ped to ensure the work was
grounded in Detroit’s historical and contemporary context. Engagement of multiple
disciplines provided substantive and methodol ogical expertise to conduct the research.
By combining perspectives from disciplines that have traditionally focused on indi-
viduals (such as nursing and nutrition) with those that have focused on societies (such
as sociology and public health), we have moved toward research questions that recog-
nize multiple levels of influence on dietary intake reflecting both structure and
individual agency. New theoretical and methodol ogical ideas have continued to emerge
as we have expanded our literature reviews and research partnersto include other dis-
ciplines such as time geography and economics. Ultimately, drawing on the
epidemiologic research we have conducted, we anticipate that use of an interdisciplin-
ary, participatory approach will facilitate our change efforts directed at the urban retail
food environment in the future.

SUMMARY

In this chapter, we presented a case study of
a research project designed to understand
how the neighborhood retail food environ-
ment affects the dietary behaviors and
health of urban populations. In this project,
academic researchers and representatives
of health service and community-based org-
anizations used theoretical perspectives
and research methodologies (spatid map-
ping, community surveys, and in-person
observations) from several academic disci-
plines: healthbehavior and healtheducation,
sociology, community nutrition, nursing,

DISCUSSION QUESTIONS

epidemiology, and geography. We consid-
ered the determinants of contemporary
retail food environments in cities, illustrat-
ing them with examples from Detroit. We
found that community participation and
priorities motivated this research and hel-
ped to ensure the work was grounded in
Detroit’s historica and contemporary con-
text. Ultimately, we anticipate that our
findings and the use of an interdiscipli-
nary, participatory approach will facilitate
broader efforts directed at improving the
urban retail food environment.

1. Why wasthe research team interested in understanding how the food
environment in Detroit influenced diet and health?

2. What were the unique contributions that community residents made to this study?

How did the research collaborative overcome the challenges they faced?

4. What were the specific contributions that each discipline made to this study?
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AN ECOLOGICAL
MODEL OF URBAN
CHILD HEALTH

KIM T. FERGUSON, PILYOUNG KIM,
JAMES R. DUNN, GARY W. EVANS

LEARNING OBJECTIVES

Define the term ecological model and explainitsutility in interdisciplinary research
in urban health.

Describe key influences on the health of urban children at various levels of socia
organization (e.g., individual, family, community, policy).

Describe some of the ways that researchers have studied these influences on child
health across multiple levels.

Identify questions on the health of urban children that require ecological research
approaches to answer.
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INTRODUCTION

Approximately 10 million children under the age of five, including 4 million infants
under the age of one month, die every year from causes that are largely preventable,:2
including preventable and/or treatable diseases such as diarrheal dehydration, acute
respiratory infection, measles, malaria, and HIV.:2 In fact, three of the five most
significant contributors to the global burden of disease are primarily or exclusively
childhood diseases—namely, perinatal conditions, lower respiratory infections, and
diarrhed diseases.t? In addition, manutrition contributes to over a third of all child
deaths worldwide.2* Although children living in rural areas are almost twice aslikely to
be malnourished as children living in urban areas,? and child mortality ratesaretypicaly
higher in rural areas,* high morbidity, mortality, and malnutrition rates are nevertheless
serious concerns for urban children worldwide, especialy in the developing world.
Furthermore, there is some evidence that, with increasing rates of rural-urban migration
and the resulting growth of the urban poor, this urban advantage is decreasing and may
not exist when socioeconomic statusis controlled for.>”

Urbanization has been on theincline sincethe Industrial Revol ution, with 46 percent
of the world's population living in cities in 2000 as opposed to just 5 percent at the
beginning of the nineteenth century.®® This trend is expected to continue, and in fact,
global population growth in the next thirty yearswill be primarily in cities, with approx-
imately two-thirds of the world's population living in cities by 2040.%1°

Children may be disproportionately affected by the environmental challenges
inherent in poor urban neighborhoods.**** Child illnesses and malnutrition influence
various aspects of child development, including cognitive development and intellec-
tua performance.**?* Further, child mental and physical health predict later health
during adolescence and adulthood.?> 2 Thus, healthy children grow up to be healthy
adults.? It istherefore critical that public health researchers and practitioners consider
the specific factors affecting the health of urban children in developing intervention
strategies for improving global health and development. In this chapter, we suggest a
conceptual framework wherein the complex interrelations among biological, psycho-
social, and physical factors influencing child health in urban environments can be
studied.

AN ECOLOGICAL MODEL

Ecological contexts have long been recognized as influential in determining popula
tion health. For example, in a discussion on housing conditions and health, Saegert
and Evans® described the powerful influence of housing location and its determinants
in shaping the multiple socia and physical riskslow-income and minority urban fami-
liesface.

Although some research on urban public health has adopted an ecological per-
spective, individual studies tend to assess the influences of very specific ecological
contexts at only one level (e.g., housing and health, neighborhood poverty and crime).
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By contrast, in its World Health Report for 2005, the World Health Organization
suggests taking an integrated rather than an isolated approach in developing both
assessments of and interventions to improve child health.?® Indeed, considerable
research indicates that health interventions are most effective when implemented at
multiple levels.2-2 Thus, this chapter callsfor an integrated ecol ogical approach to the
study of urban public health, employing Bronfenbrenner’s bioecological model to
assess the influences of the ecological context at multiple levels over time on child
health. We use this theoretical framework as a heuristic to examine what is known and
what needs to be looked at further among the multiple, intersecting ecological niches
cities provide for children and their families, with a specific focus on how such com-
plex urban contexts influence children’s health. We then lay out an agenda for future
work in light of the Bronfenbrenner bioecological model.

BRONFENBRENNER'S BIOECOLOGICAL MODEL

Bronfenbrenner originaly conceptualized his bioecologica model as a framework for
studying development within the actual environments in which people live3° There-
fore, this framework lends itself well to the study of urban health within an ecological
framework, which necessarily emphasizes the interaction between characteristics of the
person and characteristics of the environment in determining specific health outcomes.
Further, in contrast to other ecological models employed in urban heath research, in the
formulation of their bioecological framework, Bronfenbrenner and colleagues have spe-
cifically identified some of the characteristics of the person and the environment that
have an impact on development. They have further specified mechanismsthrough which
interactions between person and environment characteristics may influence develop-
ment and health.

Process-Person-Context-Time

Within Bronfenbrenner’s bioecological model are four interacting dimensions that
should be considered when studying devel opment in context—namely, process, person,
context, and time (PPCT; see Figure 4.1).%° The first of these, process, is at the core of
the model, and it encompasses exchanges of energy between an organism and the envi-
ronment that operate over time.**4 These enduring forms of progressively more
complex reciprocal interactions between active and evolving human organisms and the
persons, objects, and symbolsin their immediate externa environments, termed proxi-
mal processes, are critically important in driving development.®“° For the purposes of
this chapter, proximal processes can be thought of as two-way interactions between the
child and the objects and people in his or her immediate environment that may influ-
ence health (see Figure 4.1). A simple example would be the ways a child learns to
communicate to her parent whether sheisill and needs medical treatment, while at the
same time the parent learns to identify the child’s need for medical treatment from her
behavior.
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The power of proximal processes in directing development is posited to vary as a
function of various characteristics of the developing person, including behaviora dis-
positions, resources, and demand characteristics.®® The distinction between these
different types of person characteristics as conceptualized in Bronfenbrenner’s model
isnot essential for our present purposes. What isimportant to note isthat much research
evidenceindicatesthat various characteristics of the devel oping person do indeed shape
both mental and physical health. For example, self-motivation, self-efficacy, and self-
esteem all positively influence health and well-being.*+ 4> Some evidence suggests that
the aggressiveness of physicians treatments for persons suffering from heart attacks
varies by gender, whereby physicians treat males more aggressively than females.®®

Another defining property of Bronfenbrenner’s bioecological model istime, which
ischaracterized at three different levels—namely, microtime (continuity vs. discontinu-
ity within episodes of proximal processes), mesotime (the periodicity of these episodes
of proximal processesacrosslonger timeintervalssuch asdaysor weeks), and macrotime
(changing expectations and events in the larger society that may influence individual
development).®® As with the specific aspects of the person as conceptualized in the
Bronfenbrenner model, the different levels of time are not a critical consideration for
our present purposes. However, given the importance of enduring reciprocad interac-
tions between persons and their environment in directing devel opment, we can see that
the regularity and predictability of events across time directly influences children’s
development, including their health. For example, children living in families with
greater turmoil (e.g., frequent arguments between parents and parental divorce or sepa-
ration) have elevated cardiovascular activity.*** Further, the regularity of events and
levels of unpredictability and confusion in the home are related to children’s mental
health, independent of socioeconomic status (SES).*6®

Finally, in terms of the ecological context, Bronfenbrenner and colleagues have
argued that development occurs within four nested and interacting systems—namely
themicrosystem, themesosystem, theexosystem, and themacrosystem (seeFigure 4.2).%°
All four systems are important for understanding children’s hedlth in urban environ-
ments. The microsystem consists of the settings directly experienced by the child (e.g.,
the family, the peer group, the school, and the immediate neighborhood). The meso-
system consists of connections between these microsystems (e.g., the interaction
between parents’ expectations of the child in terms of nonrisky health behavior and the
expectations of the child's peers). The exosystem is comprised of linkages and pro-
cesses between settings that do not contain but directly influence the child (e.g.,
parental work settings, the larger neighborhood). The macrosystem is the overarching
pattern of micro-, meso-, and exosystems that is characteristic of a given culture or
subculture. Thus, the ecological context influences the critical proximal processes that
underlie human development at multiple levels. In the present chapter, we focus on
how both physical and socia environmental factors at these different levels influence
child health.
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Bronfenbrenner’s Bioecological Model: Context
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INFLUENCES ON CHILDREN’S HEALTH IN THE URBAN CONTEXT

We turn now to abrief discussion of some of the key factors having an impact on urban
children’s health. It should be emphasized that our purpose here is not to provide a
comprehensive overview of the current literature on urban children’s health but instead
to consider some ways this literature could be understood, and future research could
be conducted, within an ecological framework. Thus, we have identified key factors of
the physical and social environment that have demonstrated impacts on children’s
health at each level of the child’s environment, from her immediate surroundings to
the larger culture in which sheis embedded. Some of these factors have been identified
by public health researchers as “leverage points’—individual and environmental fac-
torsthat have the most significant impact on agiven health outcome.?* 3t Understanding
the impact of such critical factorson child healthis an essential first step in developing
appropriate intervention strategies at multiple levels.

Macrosystem

Physical and Social Environment: Urban Environments The macrosystem is the
overarching pattern of micro-, meso-, and exosystem factors characteristic of a given
culture or subculture.*® Urban environments can be seen as amacrosystem that leadsto
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specific micro-, meso-, and exosystem characteristics, as well as to certain proximal
processes acting over time. For example, three hallmark characteristics of urban envi-
ronments—namely, complexity, diversity, and density—were introduced in the
introductory chapter of this volume. These characteristics operate at multiple levels of
the urban environment (including at the immediate level of the family and at the more
external level of parents work environments) and influence practices and beliefs of
parents and their children, thus affecting child health in a unique way (Figure 4.3).
These characteristics are briefly considered here in light of their possible role in the
health of urban children. We al so discuss how these factorsfit within Bronfenbrenner’s
ecological model.

Complexity is one of the defining characteristics of an urban environment.* Two
dimensions of complexity in cities are the heterogeneity of urban populations (micro-
system) and neighborhoods (microsystem and exosystem), 451 both encompassed
within the overall characteristic of diversity, and the heterogeneity of both housing
(microsystem) and neighborhood (exosystem) density.> This heterogeneity is partly a
result of the high immigration rates that are typical of cities. Further, cities change over
time, a characteristic important to consider in assessing the most critical factors influ-
encing urban child health, which may well change as cities evolve.* Some of this high
rate of change over time s partly due to the high mobility and residentia turnover that
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aretypical of urban environments, which result in disruptionsin the child’simmediate
environment (microsystem) as well as in environments not immediately affecting the
child, such as parents’ work environments (exosystem).

These dimensions of complexity render urban environments particularly challenging
to study in terms of identifying the various factors influencing health. The development
and application of multilevel, multidimensional models in studying urban health is thus
of critical importance.?334

Diversity exists both between and within cities. Between different cities in differ-
ent parts of the world, different characteristics of the physical and socia environment
may be more or less salient and may influence health in different ways.*® For example,
the lack of safe water and poor sanitation critically influence urban child health
in the developing world,™ 3 factors that may be less critically important influences in
the developed world. These can be conceptualized as factors operating at the level
of the macrosystem, asthey differ between large, complex environments. By contrast,
overcrowding and other factors characteristic of poor quality housing in urban areas
have a direct impact on child mental and physical health in both developing and
developed cities.™!25:46:50.53.54 They can thus be considered components of the child's
microsystem. These differences require researchers to be cautious in making genera-
lizations about the critical influences of urban living on health in urban environments.
It isalso essentia that differences between different children’s experiences be consid-
ered at the level at which they operate.

Within cities, diversity encompasses the heterogeneity of both urban populations
and neighborhoods and housing quality and type.®“%-51 Urban populations are hetero-
geneous along the dimensions of ethnicity, income, and socioprofessional status, among
other factors.®*“ As we will discuss in some detail later, characteristics such as SES
critically influence child health and operate both in the microsystem (e.g., within fami-
lies, schools, and immediate neighborhoods) and the exosystem (e.g., the larger
neighborhood).%-% Differing neighborhood characteristics are similarly correlated
with differential child mental and physical health outcomes, again as detailed later in
thl S Chapter.ll' 46, 50, 51, 53,54

Yet another level of complication in assessing the influences of various ecological
factors on child health in urban environmentsis the fact that person and neighborhood
characterigtics are often interrelated; for example, neighborhood segregation tends to
occur along ethnic and socioeconomic lines.»* We thus discuss SES as operating
across levelsin the following section. Further, both housing and neighborhood density
are heterogeneous within cities such that low-income, minority families are more
likely to live in homes and neighborhoods characterized by residential crowding.>
Thus, poor, ethnic minority urban children are exposed to considerably more environ-
mental and psychosocial stressors related to poverty than are suburban white children;
these stressorsin turn influence child health at multiple levels.15 52 55,56

In many urban areas, inequality is pervasive; low-income residents, including
children, lack access to adequate health and social services, which typically operate at



Influences on Children’s Health in the Urban Context 71

the level of the mesosystem and/or exosystem (see Figure 4.2) in both developing and
developed world cities.58 5 As a result, large numbers of children under the age
of five die from causes that would have been preventable given adequate care. In
fact, in the forty-two countries that in 2000 accounted for 90 percent of all deaths
of children under age five, 63 percent of those deaths could have been prevented if
these children had adequate access to basic health services.®® In the U.S. context, per-
sons of lower SES often lack critical health insurance coverage.®*- ¢

A third defining characteristic of cities is density.*® This density may influence
such physical environmental factors affecting child health within the microsystem as
the availability of green space and other play or recreational space for children,® the
urban climate, traffic, noise and air pollution,*-%*% exposure to lead and other envi-
ronmental toxins and hazardous waste,* %% and water scarcity, pollution, and
sanitation.' % |n addition, density contributes to diversity; in urban areas, social envi-
ronmental factors result in the physical proximity of rich and poor neighborhoods. 6
The physical proximity of these different neighborhoods usually influences children
at the level of the exosystem.

One salient aspect of urban as opposed to rural contexts that affects child health is
traffic congestion.*® Thistypically operates at the level of the microsystem. Street traf-
fic raises the risk of pediatric injuries™ and is also related to restrictions in outdoor
play for five-year-old children and to poorer social and motor skills.”™ Further, children
and families have smaller social networks and interact less with their neighbors on
congested streets.™ 2 Additionally, traffic congestion isrelated to higher levels of pol-
lutants and noise pollution, which both adversely affect child health.*

Another distinguishing feature of the urban environment is the built environment,
which again typically operates at the level of the microsystem. The quality of the built
environment, as assessed by housing quality or crowding, has demonstrated effects on
mental and physical health for both children and adults, including asthma and other
respiratory conditions, lead poisoning, accidents and injuries, and psychological dis-
tress. 146,52 7379 Exposureto noise, particularly chronic airport noise, similarly influences
children’s physical and mental health.*

Another salient aspect of urban as opposed to rura environmentsis children’s lack
of access to nature. Children prefer to play in natural, outdoor settings and engage in
more complex play in such settings as opposed to built play spaces, perhaps because
they afford a greater variety of motoric and socia play opportunities as well as more
independent play.*® Such settings also enhance positive affect and may buffer some of
the negative effects of exposure to chronic stressors in children.*® % Given the adverse
impact of chronic stress on children’s physical and mental health,'>52%5% jt is likely
that access to green space contributes to children’s health.

Two other related characteristics of urban environments are social disorganization
and environmental chaos. Interestingly, the third proposition of Bronfenbrenner’s bio-
ecologica model positsthat chaos, which islikely more common in urban thanin rura
environments, can interfere with proximal processes and/or directly lead to proximal
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processesthat foreshadow dysfunctional social development.® Theregularity of events
and levels of unpredictability and confusion in the home*“® are related to children’s
socioemotional functioning* and mental and physical health.5% 88t

Chaostypically influences the proximal processes at the level of the microsystem.
Many of the defining characteristics of urban environments (i.e., complexity, diversity,
and density) contribute to chaos. Some urban characteristics that contribute to chaos
are noise, traffic, high mobility, residential turnover, and the high rate of migration
into cities, particularly in the developing world.® Thus, chaos can influence children’s
mental and physical health at multiple levels.

Social support and connectedness,? %885 gpatial segregation along racial/ethnic and
socioeconomic lines,®* and inegual ity 8:8%.9-%3 gl so have demonstrated effects on child
hedlth in urban areas. These factors influence child health most noticeably at the family
(microsystem) and neighborhood (microsystem and exosystem) levels,2250.51.87-85.%4 gg
will be discussed | ater.

Exosystem

Physical Environment: Neighborhood and Parents’ Work Environments The exo-
system includes linkages and processes between settings that do not contain but
directly influence the child.®® Children’s interactions with their immediate neighbors
and immediate neighborhood play areas may be classified as part of the microsystem
directly affecting proximal processes. However, larger neighborhood contexts may be
conceptualized as part of the exosystem (i.e., environmental contexts that children are
not a part of but nevertheless influence their development).=

The neighborhood may affect children’s mental and physical health in a number
of ways. For example, living in a poor neighborhood is associated with poorer indi-
vidual health, even after controlling for SES.*® In an eval uation of the New York City
Moving to Opportunity program, researchers demonstrated that male children who
moved to low-poverty areas from poor neighborhoods showed improvements in
mental health.®® Similarly, the concentration of neighborhood poverty is a strong
predictor of child maltreatment.®” % Thus, it can be seen that various neighborhood
characteristics, and most important, poverty, may significantly influence urban chil-
dren’s mental and physical health.

Parents work contexts, which typically represent settings not directly experienced
by children, influence children’s health as part of both the social and physical environ-
ment. A good exampl e of the way parents’ physical work environments have an impact
on their children’s health is the transfer of pesticides from farm workers’ worksites to
their homes.*® 1® These pesticides, which are accumulated on farm workers' skin and
clothing, contribute to cancer risk, neurobehavioral deficits, and other health risks for
children.1

Social Environment: Parents’ Work Environments Parents’ work contexts can also
influence children’s health by affecting the social environment parents provide for
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their children. For example, extensive research by Menaghan and Parcel®* documents
the negative effect of poor quality, low-status, and low-complexity maternal work con-
ditions on the home environment, which then contributes to children’s behavioral
problems and general mental health. Similarly, Crouter and colleagues have found that
parents’ experiences of high work pressure (work stress) may make them more likely
to engage in conflict with their adolescent children.®? Conflict is, in turn, linked to
lower feelings of psychological well-being (i.e., poorer mental health) in adolescents.
Likewise, parents working conditions and the family’s economic stress have been
demonstrated to affect their parenting behaviors.*®® More specifically, |ow-SES parents
and parents with stressful working conditions tend to discourage self-directedness and
are more restrictive than are other parents.1%1% Such parenting trends, in turn, lead to
lower self-efficacy among adolescents!®® and may also influence general mental and
physical health.z

Mesosystem

Physical and Social Environment: Crowding and Parent-Child Relationships The
mesosystem consists of connections between microsystems (settings directly experi-
enced by the child).®> Thus, mesosystem influences on child health assess the ways
that various aspects of the microsystems children inhabit interrel ate across settings to
affect health. Thereislittle direct evidence for these cross-microsystem impacts.

Evans and Saegert® found that family turmoil (e.g., frequent arguments between
parents and parental divorce or separation) was associated with residential density.
Physiologica stressfor childrenliving in low-turmoil householdswaslargely unaffected
by residential density, whereas crowding elevated stress in high-turmoil families.

Other researchers have found that the effects of density on children’s health may
be moderated by other factors. For example, Evans et a.'® found that residence in
larger, multifamily structures exacerbated the negative effects of crowded housing on
third- and fourth-graders’ psychological distress. By contrast, low-density housing has
been linked with resilience in terms of low birthweight babies’ socioemotional devel-
opment at age three.’® Similarly, Maxwell*” found that the adverse impacts of day
care crowding on preschoolers’ social development (including mental health) were
amplified by living in more crowded homes.

Microsystem

Physical Environment: Housing Quality and Crowding The microsystem consists
of the settings directly experienced by the child.* We have already briefly men-
tioned the effects of housing quality and crowding on child mental and physica
health.? 46.52-54.76,108.109 Considering children specifically, Evans et a.> found that
high-rise, multiple-family dwellingshaveanegativeimpact on children’smental health,
especially among preschoolers. Similarly, their review indicated that housing quality
may influence child health by contributing to parental and child stress.® 52%% Housing
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quality can aso directly influence child physical health. For example, cold and damp
housing causes respiratory problemsin children.’® Dust mites, cockroaches, and other
allergens are known asthma triggers and one component of the epidemic of asthmain
low-income urban centersin the United States.” 1® Asthmais a growing problem dis-
proportionately affecting children in low-income and/or minority households. Mold,
dampness, dust, and smoking are al significant—and preventable—indoor asthma
triggers.

Turning to crowding, residential density has been shown to predict children’s psy-
chological distress,’° which may influence both mental and physical health?® 525556
and physical development.®- 2 Further, crowding is associated with higher rates of
respiratory and infectious diseases, especialy in the developing world. 1 7 113

Social Environment: Family Aswe have seen, the family is a critical component of
the social environment and thus has a significant impact on child mental and physical
health.?2 %

The family influences child mental and physical health in a number of ways. For
example, parental worldviewsin the form of beliefs, attitudes, and behaviorsinfluence
both children’s health and well-being and children’s own beliefs, attitudes, and behav-
iors, which may themselves later influence child health.24117

Children'shedlth isalso directly and powerfully influenced by parental carethrough
parental provision of care, adequate nutrition, access to external health care services,
and parent-child interactions.?> 26 118122 For exampl e, Richter and Griesel?° demonstrated
that the absence of sensitive, responsive parental careis related to both malnutrition and
a failure to thrive in young children. Similarly, Repetti et a.? review substantial evi-
dence that negative family interactions such as cold, unsupportive, and neglectful
relationships significantly affect both the present and future health of children growing
up in such environments. For example, maternal-infant conflict is associated with lower
infant weight gain, even after controlling for infant birthweight, maternal height, and
materna eating disorders.”” Numerous other research studies assessing the impacts of
various family interaction characteristics on different child mental and physical health
outcomes show similar results.

Factors Operating Across Systems

Physical and Social Environment: Socioeconomic Status  Socioeconomic status (SES)
is often conceptualized as a component of the macrosystem. The spatial segregation
along socioeconomic lines that is characteristic of urban environments creates low-
income, predominantly minority neighborhoods as specific subcultures within the
broader urban environment.>" 86889 However, it should be noted that SES can also
operate more directly and specifically within individual families and small neighbor-
hoods (i.e., a thelevel of the microsystem) and at the level of the mesosystem aswell,
as has been discussed. For example, urban childreninlow-income householdstypically
attend predominantly low-income schools. Thisis in contrast, at least in the United
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States, to rural, low-income children, who typically attend schools largely populated
by middle-income students. Finally, SES can aso operate at the level of the exosys
tem; for example, parents workplaces influence their children’s health. The larger
neighborhood within which a child lives can a so be considered part of the exosystem,
as has already been discussed. It is thus important in evaluating the effects of SES on
child health to evaluate at which level or levels SES affects the child.

A considerable body of research has documented the inverse relationship between
SES and health for both children and adults.’?>'? This inverse relationship has been
described as a gradient, whereby health differences have been observed between adja-
cent SESlevels.

Socioeconomic status has been shown to affect various aspects of child mental and
physical health.® 15128 Numerous studies that assess the impacts of various family
interaction characteristics on child mental and physical health show similar results.? 124
The overall consensus is that SES significantly influences multiple aspects of child
hedlth a multiple levels. Although low SES does not directly cause poor hedlth, it is
most often itsindicator. The relationship between SES and poor hedlth is usually medi-
ated by other factorsin the environment, such as decreased social support to assist single
mothersto cope with their children’s demands and adecrease in social support networks
that provide good mentoring for adolescents. In this way, SES is operating at a higher
level (macrosystem) than at the level of the immediate family alone (microsystem).

Evans® provides an overview of the environment of childhood poverty, specifi-
cally, and documents the higher incidence of multiple psychosocia and physical risk
factors accompanying child poverty. Thereisalso evidence that higher levels of cumu-
lative risk exposure help to account for poverty’s ill effects on children.12:12.1% |n
addition, not only are low-income children more likely to be exposed to a plethora of
suboptimal environmental conditions, but personal and social resources for coping
with these poor conditions are often wanting. L ow-income parents may themselves be
contending with these same stressors and hence be less able to provide support for
their children. Parents in crowded and noisy homes, for example, are less responsive
to their children.®®! Here, SES influences the child at the level of the microsystem.

Residential segregation along racial/ethnic and socioeconomic lines,> 8- which
istypical of urban areas, perpetuates racial disparitiesin poverty and perpetuates both
racial and socioeconomic inequitiesin education and economic opportunities for chil-
dren and their parents, which in turn contribute to health inequalities.® Further,
substandard housing, residential crowding, and environmental hazards are concentra-
ted in such areas, which further contributes to racial and socioeconomic disparitiesin
health. All of these aspects of the environment affect child health. Such disparities are
present at both the individua (microsystem) and neighborhood (microsystem and exo-
system) levels, we have already discussed how neighborhood characteristics, including
poverty, may influence children’s mental and physical health.

Low-income urban neighborhoods tend to be the site for greater risks, fewer
resources, including fewer recreational resources,? %2 and less positive social environ-
ments, all of which contributeto child health and development. For example, the usually
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positive impact of social capital (conceptualized as trusting and reciprocal relation-
shipsbetween neighbors) for children and youth can actually negatively affect children’s
mental health in neighborhoods of concentrated poverty.*® In general, high levels of
social capital are positively associated with good population health.’3*-1* However, in
an investigation of the influence of socia capital on African American children’'s
behavioral problems, a recent study indicated that, in poor urban neighborhoods, chil-
dren whose parents knew few of the neighbors had lower levels of internalizing
problems such as anxiety and depression (i.e., better menta health).!® In contrast, in
wealthier urban neighborhoods, children whose parents knew few of the neighbors had
higher levels of internalizing problems.**® This research highlights the importance of
studying child health in context, aswell astheimportance of conceptualizing the effects
of SES on children’s health at the level of the macrosystem. Given the complex, multi-
level relationship between SES and hedlth, a critical assessment of the various factors
mediating this SES-health correlation will provide urban health practitioners with spe-
cific avenues for possible intervention in urban children’s mental and physical health
outcomes.

In conclusion, we can see the complexity of urban environments and the existence
of multipleinteracting factorsinfluencing child health at multiple levels. Disentangling
these effects, and thus understanding both theindividual and cumulative effects of var-
ious aspects of the ecological context on urban children’s mental and physical health,
isacritical precursor to the development of effective assessments and interventions.

RESEARCH ACROSS MULTIPLE LEVELS

Although recent research on urban public health has adopted an ecological perspec-
tive, individual studiestend to assesstheinfluences of very specific ecological contexts
at only one level (e.g., housing and health, neighborhood poverty and crime). Thereis
thus a critical need for multilevel analyses of the various interacting factors of the
physical and socia environment, as well as individual characteristics, that influence
child health within the complexity and diversity of urban environments. We turn now
to three specific examples of research assessing the influence of the ecological context
on child health across multiple levels.

Health, Family, and Residential Crowding

Evans and Saegert®? propose an ecological model of the effects of the interactive rela
tions between residentia density and inner-city stressors on children’s mental health and
the mediation of these effects by parent-child proximal processes (enduring two-way
interactions). This model was tested through an assessment of forty minority children
(M =9.8 years) living in a low-income, inner-city, predominantly minority neighbor-
hood of New York City. Their results indicated that, for low-income children living in
inner-city neighborhoods, family turmoil compounded the negative effects of residential
crowding on child health. Moreover, some of the impact appeared to be accounted for
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by less responsive parenting. Thus, their results highlight the importance of studying the
influences of environmental stressors such asresidential crowding on child health within
the broader, ecological context so asto better understand the multiple interacting factors
influencing child health.

Health, Family, and Neighborhood

Oliver, Dunn, Kohen, and Hertzman®* investigated the influence of six neighborhood
characteristics (percentage speaking English asafirst language; median family income;
percentage with a high school certificate; unemployment rate; percentage of lone
parent families; percentage who haven't moved in the last five years) on urban kinder-
garten children’s physical health and well-being. They also studied children’s socia
knowledge and competence, emotiona health and maturity, language and cognitive
development, and communication skills and general knowledge. They statistically
controlled for individual characteristics such as family income and whether Englishis
the primary language spoken at home. Thus, the impact of various aspects of the
microsystem (family and immediate neighborhood) as well as various aspects of
the exosystem (larger neighborhood) on child outcomes was investigated. Further,
they employed hierarchical linear modeling to investigate the influence of neighbor-
hood factors on children’s health and other outcomes, and thus devel oped a two-level
model with individuals nested in neighborhoods, similar to Bronfenbrenner’s ecologi-
cal model. The primary goal was to investigate whether neighborhood characteristics
were independently associated with any of the five child outcomes assessed (including
physical health and well-being) after adjusting for family characteristics that might
contribute to these outcomes.

Family-level characteristics generally influenced children’s outcomes more than
did neighborhood-level characteristics.’*® However, some neighborhood-level factors
were independently associated with some outcomes, including physical health and
well-being. Their results thus suggest that interventions to improve children’s physical
health and well-being might be more effective if implemented at thefamily level rather
than at the neighborhood level, but that some specific interventions at the neighbor-
hood level may also be effective. Thus, again we can see the additional information
garnered in developing amultilevel, nested model to assess the independent influences
of various aspects of the ecological context at different levels on children’s health.

Health, Family, School, and Neighborhood

Previous research on the rel ationship between stress and children’s adjustment, includ-
ing their mental health, has shown that specific types of stressors in specific contexts
can predict a variety of adjustment problems in children. However, little previous
research had examined the influence of different types of stressors across multiple
contexts on multiple indicators of poor menta health. Morales and Guerra'® investi-
gated the effects of a number of stressful experiences within three different contexts
(family, school, and neighborhood), aswell as cumulative stress and stress across mul-
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tiple contexts, on three different indices of adjustment, including depression (a mental
health measure), in alarge sample of urban elementary school children from economi-
cally disadvantaged communities over a two-year period. Children were initially
assessed when they were in Grades 1-4 and then again two years | ater, when they were
in Grades 3-6. Thus, the impact of different stressors within various aspects of the
microsystem (family, school, and immediate neighborhood) on various child outcomes
(including depression) was longitudinally investigated within a specific macrocontext
(low-income urban communities). The majority of the children assessed were ethnic
minorities.

Stressful experiences in each of the three measured contexts (family, school, and
neighborhood) were related to negative outcomes across each of the three adjustment
measures assessed, including depression, both at the time of the measured stress and
longitudinally.*¥ Morales and Guerra further found that cumulative stress was related
to increases in depression. Stress across multiple contexts, however, did not contribute
uniquely to increases in depression independent of cumulative stress. These findings
are an important contribution to our understanding of the impact of multiple stressful
events across multiple ecological contexts on disadvantaged urban children’s health.

AGENDA FOR FUTURE RESEARCH AND PRACTICE

As we have described, much is known about some of the specific factors influencing
child health, especially at thelevel of theindividual. However, despite recent arguments
for an ecological approach to urban public health, relatively few studies, particularly in
the realm of child health, have adopted such a comprehensive approach. Instead, the
majority of studies tend to assess the influences of very specific ecological contexts at
only onelevel. Oneof thereasonsfor thisis, perhaps, that such comprehensive research
projects are beyond the resources and capacities of individua researchers. We thus
offer some suggestions for practical steps to take in applying Bronfenbrenner’s model
to research and practice in urban public health.

Agenda for Research

First, critical reviews of the literature should identify those individual factorsthat have
demonstrated effects on specific health outcomes, such as asthma, depression, or sub-
stance abuse. We have begun to do this in the present chapter, identifying some key
factors that influence child health at each level of Bronfenbrenner’s model (microsys-
tem, mesosystem, exosystem, macrosystem; see also Figure 4.2). The magnitudes of
such effects should be noted, and some key “leverage points’ (individua and environ-
mental factorsthat have the most significant impact on a given health outcome) should
be identified.

Next, a comprehensive model detailing the effects known to have an impact on a
given health outcome should be developed based on Bronfenbrenner’s bioecological
framework or another systems model. Using this framework, researchers should iden-
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tify other factors that may be hypothesized to influence this given health outcome at
each level. Hypothesized and known interactions between various factors should also
be identified. Thus, a comprehensive model of the various factors and their interac-
tions as they influence a specified health outcome should be developed. Earlier, we
described three studies that have begun to do this in the broad area of urban child
health—Evans and Saegert;> Oliver et al.;*** Mora es and Guerra.** We have al so pro-
vided a basic outline of key aspects of the urban environment that may operate on
child health at multiple levelsin Figure 4.3.

In studying child health, it is aso important to consider how different factors may
vary in their impact on a given child health outcome acrosstime,**® 1 asisoutlined in
Bronfenbrenner’s bioecological framework (see Figure 4.1).% This perspective helps
to clarify whether the same factors influence child health in infancy and adolescence,
and the cumulative effects of aparticular environment on child outcomes. For example,
Morales and Guerra found that stressful experiences affected child mental health
(depression) both at the time of the measured stress and longitudinally.*®” Further,
cumulative stress was related to increases in depression. Without a consideration of
time, this more nuanced understanding of the effects of stress on child mental health
would have been missed.

The next step, of course, isto test these models. To do this effectively, large-scale
studies involving teams of researchers from multiple disciplines will be needed to
identify the relative influences of each physical and social factor at multiple levels on
the health outcome of interest, as well as the interactions between these various influ-
ences. The use of advanced statistical analyses, such as multiple regression models
and hierarchical linear modeling (HLM), is also warranted, asin Oliver et a.%

Agenda for Practice

Once we have a better understanding of the multiple factors influencing a given child
health outcome at multiple levels across time, we can link this knowledge with prac-
tice. We should emphasize that we believe the most effective child health interventions
will be clearly based on research conducted within an ecological-contextual frame-
work that also takes developmental time into account, as described earlier and
elsewhere.®® 1 This will provide researchers with a clear understanding of all the
interacting factorsinfluencing the health outcome of interest, both at the time that each
factor operates and longitudinally.

In an ideal world, once we have a clear understanding of the interacting, multi-
level factors that influence a particular child health outcome across time, we would
implement interventions to positively alter the influence of each factor. However, this
is not always practically possible. Thus, it isimportant to identify key leverage points
that have the most significant impact on a given health outcome® 3! so as to identify
the factors that are most malleable to change.8 1%°

Finally, once key intervention strategies have been implemented, investigators
must evaluate their effectiveness in positively altering the specified child health out-
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come.’® 13 This eval uation process will also help to eval uate the accuracy of the model
devel oped during the research process. Alterations can be made to this model based on
the results of this evaluation. Thus, researchers will develop a more comprehensive

SUMMARY

In this chapter, we have argued that impro-
ving the health of urban childreniscritical
to improving the future health of individu-
als and communities worldwide. Such
improvements must rest on an understand-
ing of the various factors contributing to
child health, as well as the ways in which
different factors interact at multiple levels
in determining overal menta and physi-
cal health outcomes. To assist in this daun-
ting task, we have suggested a conceptual
framework based on Bronfenbrenner’s

bioecological model. We use this frame-
work to assess the influences of multiple
environmenta factors operating at multi-
plelevels over time asthey influence criti-
cal two-way interactions between children
and the objects and people in their imme-
diate environments that may influence
health. Applications of this model can
assist urban health researchers become
more effectivein ng and improving
the health of children growing upin cities,
both locally and globally.

understanding of the multiple factorsinfluencing this aspect of child health at multiple

levels across time.

DISCUSSION QUESTIONS

1. Why are ecological models useful in studying the health of urban children?

2. What does Bronfenbrenner mean by microsystem, mesosystem, exosystem, and
macrosystem influences? Give some examples of factors that influence child

health at each of these levels.

3. What are some ways that exposure to stress influences child health? What are
examples of urban stressors at each of Bronfenbrenner’s levels?

4. If you wereto apply an ecological approach to study food availability for
low-income urban children (see Chapter Three), what might be key influences
of availability at individual, family, neighborhood, and municipal levels?
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LEARNING OBJECTIVES

Describe some of the benefits and challenges of integrating biomedical and geo-
graphic perspectives for the study of childhood asthma.

Assesstherole of differing exposure to urban environmental pollutantsin creating
or maintaining health disparities.

Identify specific roles that community organizations, medical centers, and aca-
demic institutions can play in the study of urban health conditions such as child-
hood asthma.
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Assess different strategies for collecting data on the urban environment and ana-
lyze their strengths and limitations.

INTRODUCTION

In scientific research, the most interesting questions are very often at the interstitial
zones and boundaries of disciplines, neither firmly within one or another. These are
frequently the questions that go unasked or unanswered. They may also provide evi-
dence that stimulates reconceptualization (e.g., physicians considering environmental
aspects of asthma). One of the challenges of interdisciplinary research is to leverage
input from many different disciplines. Embracing this challenge enabl es thinking about
and solving problems in ways not possible using the methods and techniques of just a
single discipline. In this chapter, we apply this approach to the study of asthma and air
pollution in the Bronx, New York City. Our organizing framework for this chapter is
based on two important themes: the process of interdisciplinary research (i.e., the bene-
fits and challenges of an academic-medical-community partnership, which brought
together expertise in geographic information science, clinical epidemiology, and street
science), and the outcomes of interdisciplinary research (i.e., the enhanced understand-
ing of the association between environmental conditions and asthma hospitalizations).
Environmental conditions are believed to contribute to producing and maintaining
minority health disparities.! In the past four decades, numerous studies have demon-
strated the existence of environmental injusticesin the United States,? 2 and there have
been efforts by communities and governmental agencies to define and advance envi-
ronmental justice (EJ). The objectives of environmental justice include overcoming
and rectifying past and present inequities—the now commonplace recognition that dis-
advantaged communities suffer a disproportionate share of toxic burdens and hazards.*
Environmental justice refers to the conditions necessary to assure the right to a safe,
healthy, productive, and sustainable environment for al, including biological, ecologi-
cal, physical (both natural and human-made), social, political, aesthetic, and economic
environments. The Nationa Ingtitute of Environmental Health Sciences (NIEHS)
Health Disparities Strategic Plan for eliminating such disparities and injustices notes:

Both social and environmental exposures represent an important area of investigation
for understanding and ameliorating the health disparities suffered by the disadvan-
taged of this nation . . . Recent results suggest that factors such as access to quality
health care and individual lifestyle choices, e.g., smoking or alcohol consumption, are
not the primary causative agents underlying disparate health outcomes for those of
low SES [socioeconomic status]. Indeed, these findings act to shift research emphasis
toward examination of mechanisms by which social and physical environments interact
with SES to produce health disparities.”

In the next sections, we set the stage for our study by providing a brief overview
of three key foundationsfor our study: community-based participatory research, multi-
level models of causation, and geographic information systems.
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COMMUNITY-BASED PARTICIPATORY RESEARCH

Since the 1990s, there has been growing and convergent interest in minority health dis-
parities and community-based participatory research (CBPR). Historicaly, research
conducted in low-income areas and communities of color hasrarely benefited and often
harmed the communities involved. Because these communities were not included in
the development of the research question and design, interventions often proved inef-
fective because they were not tailored to the concerns and cultures of those being
recruited to participate.

In a study commissioned by the Agency for Healthcare Research and Quality,
CBPR was defined as* a collaborative research approach that is designed to ensure and
establish structures for participation by communities affected by the issue being stud-
ied, representatives of organizations, and researchers in all aspects of the research
process to improve health and well-being through taking action, including social
change.”® CBPR aso involved (a) “co-learning and reciprocal transfer of expertise by
all research partners; (b) shared decision-making power; and (¢) mutual ownership of
the processes and products of the research enterprise.” The study found that using
CBPR improved research quality and enhanced community involvement and research
capacity.

Israel and her colleagues at the Detroit Community-Academic Urban Research
Center have outlined the following CBPR principles: (a) recognizes the community as
aunit of identity; (b) builds on the strengths and resources within the community; (c)
facilitates collaborative, equitable partnership in al phases of theresearch and is an
empowering process, (d) promotes co-learning and capacity-building among all part-
ners that attends to social inequalities; (e) integrates knowledge generation and
intervention for the mutual benefit of all partners; (f) emphasizesthe local relevance of
public health problems and the multiple determinants of health and disease, including
biomedical, social, economic, and physical environmental factors; (g) iscyclical, iter-
ative, and long term with research goals not always known at the beginning of work
with acommunity; (h) disseminates findings and knowledge gained to al partners and
involves them in dissemination; (i) addresses health from both positive and ecological
perspectives; and (j) continues after the funding ends.”8

The advantages and rationale for CBPR include (a) enhanced relevance and use-
fulness of the research findings to all partners involved; (b) improved quality and
validity of research by engaging local knowledge and theory based on the experience
of those involved; (c) strengthened research and program development capacity of all
partners; (d) convened the diverse skills, knowledge, expertise, and sensitivities needed
to address complex problems; (€) reduced community mistrust of research; (f) bridged
gapsin culture; (g) reduced fragmentation and increased contextualization of research;
(h) provided employment for community partners; (i) reduced marginalization; and (j)
improved health directly from interventions and indirectly from increased power and
control over the research process.® From the community’s perspective, an empowering
CBPR must aso include questioning of the palitical and economic underpinnings of
the scientific research proposed, the methodology selected to conduct that research,



96 Geographic Information Systems, Environmental Justice, and Health Disparities

and the decision-making process to determine where and how the research project is
going to be conducted.

MULTILEVEL MODELS OF CAUSATION

Social characteristics vary systematically across communities along a number of
dimensions, including socioeconomic status (e.g., poverty, wealth, education, occupa-
tion), family structure and life cycle (e.g., female-headed households, child density),
residential stability (e.g., home ownership and tenure), and racial and ethnic composi-
tion (e.g., residential segregation).® * Evidence showsthat the ecological concentration
of poverty and inequality has increased in American neighborhoods during the 1980s
and 1990s.1213

A growing body of multilevel research has examined community characteristics
and individual-level health and has found mixed, often modest, but consistent evidence
that links health outcomes to neighborhood context even when controlling for individ-
ual attributes and behaviors. Outcomes examined have included cardiovascular risk
factors and mortality, low birthweight, smoking, all-cause mortality, and self-reported
health status.*** Although ecological and observational study designs limit causal
inferences, recent experimental studies, such as the Moving to Opportunity program,
have confirmed that improving community environment leads to better health out-
comes.’® |n summary, socia and behavioral science research hasfound broad agreement
(with causality and magnitude still at issue) that () much inequality persists between
neighborhoods and local communities along multiple dimensions of socioeconomic
status; (b) health problems tend to cluster together geographically in ecological units
such as neighborhoods; (c) individual- and community-level predictors themselves
interact in relation to health outcomes; and (g) the association of community context
and health outcomes, especially all-cause mortality, depression, and violence, persists
even when controlled for individual-level risk factors.t

ROLE OF GEOGRAPHIC INFORMATION SYSTEMS

We used geographic information systems (GIS) as the primary analytic tool in this
study. Gl Srefersto astructured system of computer hardware, specialized spatial analy-
sis and mapping software, spatial and nonspatial attribute data, and an informed
analyst. Geographic information science (Gl Sc) is adiscipline grounded in geographic
spatial analytic theory, requiring a myriad of spatial decisions and constant use of
expert judgment, knowledge, training, and experience. GI S have been extensively used
in public health research in recent years, including disease mapping for epidemiologi-
cal studies, as well as mapping for planning and analyzing health services provision,
health care administration, environmental health justice, health disparities, hazard and
risk assessment, exposure anayses, and research on many other types of public health
iwes.& 17-32
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GIS can help the health researcher discover and analyze the spatial relationships
among populations and their sociodemographic characteristics, health outcomes, pat-
terns of diseases, and accessto health care, aswell asahost of other variablesthat may
be spatially linked to health and specific locations and populations. Although GIS is
becoming more common among health researchers, it is still not widely used due to
lack of awareness of the potential analytic power of GIS and the steep learning curve
required to use GIS in a meaningful way. Knowledge of the geographic aspects of
health issuesis very often crucial to fully understanding them, and the spatial perspec-
tive gives unique insights that cannot be obtained in any other way. Additionally, being
avisual medium aswell as an analytic tool, GIS is ameans of incorporating, integrat-
ing, and enhancing the participatory research process with disparate groups. However,
the extensive time and effort necessary for novice GIS users to become proficient was
our reason for undertaking interdisciplinary research among geographers, medical
professionals, and community advocates. Interdisciplinary research eliminates the
need for everyone to be an expert in everything and makes it possible for everyone to
have a sufficiently deep understanding of the basicsto participate in a meaningful way
in the research design and interpretation of results.

In the project described in this chapter, GI S was used to examine the spatial corre-
spondence between the residence of people hospitalized for asthma and major sources
of air pollution. The following section outlines some of theissues that must be resolved
when using GIS for health research and the specific methodology used for this project
to address and optimize these issues.

There are a number of limitations in using GIS for health research, such as spatial
and attribute data deficiencies, the limits of ecological research designs, and methodol o-
gical problems, especialy those related to geographic considerations.® 3 Geographic
considerationsinclude the delineation of the boundaries of the optimal study area, deter-
mining thelevel of resolution and the unit of spatial data aggregation, and estimating the
areal extent of exposure, as well as the various problems encountered in trying to statis-
tically analyze and summarize spatial data. Dueto the principle of spatial autocorrelation,
which statesthat datafrom locations near one another in space are more likely to be sim-
ilar than data from locations remote from one ancther, spatia data are by their very
nature not randomly distributed, as traditiona statistical approaches require. Spatia
autocorrelation, which is a given in geography, becomes an impediment to the applica-
tion of conventional statistical tests.

ENVIRONMENTAL JUSTICE AND HEALTH IN THE BRONX

The Bronx is the nation’s poorest urban county and home to more than 1.3 million
people.® Of New York City’s five boroughs, the Bronx is the poorest and contains the
highest percentage of black and Latino populations (85.5 percent) and the least well
educated—37.7 percent of adults have not graduated from high school. The Sixteenth
Congressional District in the South Bronx had the highest poverty rate (40.2 percent),
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lowest median income, and highest proportion of children living below poverty (50.1
percent) in the United States.

In addition to these economic disadvantages, residents of the Bronx bear severe
environmental burdens. In New York City, asin many urban areas, minorities and poor
people are more likely to be concentrated in or near industrial zones that typically
carry higher environmental burdens than residentially zoned aress.

In the Bronx, many of the industries occupying these areas are waste related or
pollute land in other ways. From the 1970s to the 1990s, other areas of New York City
were gentrifying, and city planners were changing industrial zones into areas zoned
for residential and commercial uses; however, during that same time period, the Bronx
had many acres of residential land rezoned for industrial uses, and existing light indus-
trial land was rezoned for heavier industrial uses.3 % By decreasing the extent of
industrial zones in the rest of the city and increasing those in the Bronx, the historical
zoning changes virtually assured that industrial areas in the Bronx became home of
many new noxious facilities such as waste transfer stations and hazardous materials
storage centers. Although these rezoning actions may not be malicious or racist in
intent, the effect of disproportionate environmental burdens remains, with the highest
exposures to pollutants in neighborhoods that are poorer and have higher proportions
of blacks and Latinos. Our study seeks to ascertain whether or not proximity to these
disproportionate environmental burdens corresponds to an increased risk for asthma
hospitalization.

Geographic Scale and Context of the Project

The geographic extent (scale) of this study is Bronx County. The Bronx is the only
borough of New York City located on the mainland, and therefore, it serves the import-
ant purpose of providing surface accessibility and connectivity with the city’s four
boroughs, the counties of Long Island, and the rest of the United States. As a resullt,
the Bronx has one of the highest volumes of vehicular traffic in the nation.® The Bronx
is approximately forty-two square miles, and it was selected as a study area primarily
due to its high rates of asthma hospitalizations (approximately 7 hospitalizations per
1,000 people annually), high quantities of noxious land uses, and the availability of
relatively complete and accurate asthma hospitalization data sets for this area.

Role of Asthma and Air Pollution in Health Disparities in the Bronx

Since 1980, asthma has become epidemic in low-income urban areas and is now the
leading cause for hospitalization of children over one year of age. The precise causes
of asthma are not known, and there may be a multiplicity of triggers. These include
indoor and outdoor air pollution, pollen, alergies, and smoking or exposure to second-
hand smoke.* Previous research haslinked high concentrations of known air pollutants
with morbidity (including hospitalization) and mortality from respiratory diseases,
including asthma.**“2 Many researchers have investigated the link between outdoor air
pollution and asthma in other cities and have demonstrated that exposure to major
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air pollutants, including ozone, sulfur dioxide, nitrogen dioxide, and suspended partic-
ulate matter, is related to asthma prevalence or hospitalizations.*>*® Many of these
studies focused on exposure based on proximity to roadways. -4 46-49

Asthmais the leading cause of preventable hospitalizations in New York City for
both children and adults, and the Bronx has the city’s highest rates of asthma hospital-
izations and deaths.®® Residents of the Bronx, especially children under the age of
fifteen years, suffer from rates of asthma hospitalization that are among the highest in
the nation.® In 1999, the asthma hospitalization rate for children was 70 percent higher
in the Bronx than in New York City as a whole and 700 percent higher in the Bronx
than for the rest of New York State (excluding New York City).* The asthma hospital -
ization rate for children in the Mott Haven/Hunts Point sections of the South Bronx is
23.2 per 1,000 children, which is more than double New York City’s rate of 9.9 per
1,000 children.

On average, approximately 9,000 Bronx residents per year, nearly half of them
children, were hospitalized for asthmafor each of the five years studied, 1995-1999.%
Asthma hospitalization rates for children in the Bronx doubled between 1988 and
1997, peaking in 1993. Although reductions in asthma hospitalization rates have been
seen in children and young adults, there have been no changesin the past fifteen years
in the asthma hospitalization rate of adults over thirty-five years of age.

General air quality, however, hasimproved during the sametime period. The Bronx
also has many facilities that are known stationary sources of air pollution such aswaste
transfer stations and power plants as well as high quantities of pollution from maobile
sources. Figure 5.1 showsthat in the Bronx, pollution sources are concentrated in areas
with high proportions of minority populations. We tested the hypothesis that thereis a
significant increase in asthma hospitalization rates in microenvironments for those
residing near major sources of both mobile and stationary air pollution.

Research Partnership

Given the multiplicity of causes and consequences, solving the myriad environmental
health issues facing the Bronx requires a partnership that includes community, academia,
health professionals, and government. The South Bronx Environmental Justice Partner-
ship (SBEJP) was developed in 2001 as a consortium of organizations, funded by NIEHS
and led by a community organization, For a Better Bronx; a large clinical system,
Montefiore Medical Center; aminority-serving educational institution, Lehman College;
and aresearch-oriented medical school, Albert Einstein College of Medicine. Thepartner-
ship's goal has been to improve the health and well-being of the people who live and
work in the South Bronx by building capacity for and delivering community-driven envi-
ronmental health research, education, and clinical and public health programs.

Community Partners For a Better Bronx (FABB) was founded in August 2004,
evolving from the South Bronx Clean Air Coalition (SBCAC), which was founded in
1991 when several dozen community-based organizations, including churches and ten-
ant, neighborhood, health, and civil rights groups, joined together to stop the operation
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Major Stationary Sources of Air Pollution and
Minority Population in the Bronx

g New York City

A Toxic Releases (0-15000 lbs/yr)
Criteria Air Pollutant Emissions (Ibs/yr)
® 40-50,500

(® 50,501-145,020
(® 145,021-332,080

@ 332,081-679,680

Percent Minority Population (2000}
[]o0-27
[]28-53
[ 54-76
I 77-93

o
D
B 94-100 a
no population/no data 2
1 Miles

Data sources: U.S. EPA, 2002; U.S. Bureau of the Census, 2000. Compiled by Juliana Maantay.

of ahospital-sponsored medica waste incinerator. SBCAC finally succeeded in closing
it in June 1997. FABB now campaigns against large solid waste handlers, sludge pro-
cessors, and fossil-fuel power plants and for sustainable community development
initiatives, such as community-sponsored agriculture, community and rooftop gardens,
“green” buildings, solar energy, and an environmental youth corps. FABB brings first-
hand experience to the partnership with local traffic and air pollution point sources.

Medical Partners Albert Einstein College of Medicine (AECOM) is the only medi-
cal school in the Bronx and the largest private medical school in New York State.
AECOM is a premier basic science research institution with clinical affiliations not
only in the Bronx but extending to Manhattan, Queens, and Long Island with a total
enrollment of more than 800 medical and PhD students and a full-time and voluntary
faculty of more than 3,000 physicians and researchers.

Montefiore Medical Center (MMC) isAECOM’s university teaching hospital and
provides more than 60 percent of the clinical training for al AECOM medical students.
MMC isthe largest hospital and health system in the Bronx. AECOM and MMCjointly
sponsor the Ingtitute for Community and Collaborative Health, which contributes
administrative and clinical expertise and access to our study’s hospitalization database.
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Academic Partners Lehman College, City University of New York (CUNY') became
CUNY’sonly four-year liberal artscollegeinthe Bronx in 1968. Lehman’s Department
of Environmental, Geographic, and Geological Sciences sponsors a certificate pro-
gram in Gl Sc and brings technical expertise in GIS to the partnership. Research based
in geographic information science (Gl Sc) and environmental and health spatial analy-
sesis conducted in the Urban GISc Lab.

Partnership Organization

The South Bronx Environmental Justice Partnership (SBEJP) has operated with fund-
ing from the NIEHS since 2001 with Montefiore Medical Center (MMC) serving as
the grantee and For a Better Bronx (FABB) and Lehman College receiving subcon-
tracts. Although this structure representsthe organi zational and administrative resources
of the partners, it does not reflect the relative commitment to environmental justice or
environmental health expertise of the partners. In fact, only FABB has a mission focu-
sed on promoting environmental justice, whereasAECOM, MMC, and Lehman have a
variety of clinical, educational, and research goals. SBEJP has operated generally by
consensus and has aims that include organizational development. Currently, meetings
rotate between each partner’s offices with a member of the host organization develop-
ing the agenda and chairing the meeting.

To better understand health disparitiesin the Bronx, we set out to explore whether
environmental factors, such as poor outdoor air quality, could be shown to have a spa-
tial association with the increased rates of asthma hospitalization in the Bronx. To
conduct this multifaceted study, we needed to develop a team of experts in severd
fields as well as community-based scientists.

For the asthma and air pollution study, the academic, medical, and community-
based organizations have joined together, and all three partners have been instrumental
in crafting the methods for the analyses. The process of our collaboration and contribu-
tion of each partner is summarized in Table 5.1. In this project, geographic information
systems were instrumental in the research design, and one of the strengths behind GIS
isthat it can take large amounts of data and examine complex interactions, making the
complex visible and intelligible. GIS aso provides an excellent foundation for mean-
ingful community participation in research design, development of methodology, data
needs assessment, data acquisition, and the actual analytic portions of the work. In
other words, it permits the integration of local knowledge bases and “street science’
into the more traditional health and environmental assessments.

METHODS

Community-Scale Assessment Techniques and Units of Analysis

Within Bronx County, not all areas are equally affected by high asthma hospitalization
rates. Smaller geographic units may show contradictory trends regarding concentrations,
hot spots, or preval ence. Therefore, we must |ook at the subcounty level to discernimport-
ant differences and potential spatial correlations with air pollution sources. The unit of
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analysisfor demographic and socioeconomic datais the census block group, the smallest
census enumeration unit for which demographic and socioeconomic data are consis-
tently available. The Bronx has 957 block groups, each containing an average of about
1,400 people.

The unit of analysis for the asthma hospitalization cases is the individual patient
record for each admission, and this level of resolution was crucia in developing accu-
rate rates of asthma hospitalization inside and outside buffered areas around polluting
land uses, as described later. These individua hospital discharge records were drawn
from the publicly available Statewide Planning and Research Consortium System
(SPARCYS) database of the New York State Department of Health. The home address
of each individual hospitalized with a primary discharge diagnosis of asthma was
geocoded to exact longitude and latitude with protections put into place to assure con-
fidentiality and prevent back-coding. Rates were developed by dividing the number of
asthma cases by the block group populations. Prior studies have used censustract data
(alarger geographic unit than the block group) for both. The units of analysis for the
environmental dataaretheindividual polluting land uses and impact zones constructed
around each. Figure 5.2 shows the spatia distribution of asthma hospitalization rates
for various age groups.

Five-Year Average Asthma Hospitalization
Rates in the Bronx (1995-1999) by Census Block Group

[ no population/
no data

Adults (16 and older)

Hospitalization Rate

per 1,000 Hosppitalization Rate
[Jo0-2.74 per 1,000
2.75-5.54 o1&
I 5.55-9.80 ] 1.88-3.93
3 : f Il 394736
I >9.80 b 736

2 )
—————Miles [] no population/no data =] o population/
no data
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Environmental Hazards and Pollutants Investigated

The locations of known sources of air pollution were used to derive approximations of
the areas with poor air quality in the Bronx. In ascertaining which land uses are most
likely associated with the suspected pollutants of concern for asthma, we decided to
focus on major stationary point sources of air pollutants and the Toxic Release Inven-
tories (TRIs) aswell asmobile sourcesfrom major highways and truck routes as proxies
for local areas of poor air quality.

Our Gl Sanalysisused the publicly available TRI, maintained by the U.S. Environ-
mental Protection Agency (EPA), which is afairly consistent database and covers the
entire United States. Facilities within certain Standard Industrial Classification (SIC)
codes (e.g., chemical, printing, electronic, plastics, refining, metal, paper industries,
etc.) must report their emissions and waste to the EPA if they meet certain conditions,
such as manufacturing more than 25,000 pounds per year or using more than 10,000
pounds per year of one or more of the 650 listed toxic chemical s.5? Because of the high
thresholds in the reporting regulations, TRI includes only the largest users and emit-
ters of toxic substances.

In many communities, TRI facilities and other listed major stationary point sources
represent just one component of the total environmental burden, and many other facili-
ties (which individually are below the reporting thresholds for quantities of emissions,
use, or production of toxic chemicals and, thus, are not required to report to the EPA)
may contribute as much or more on a cumulative basis to the overall air emissions.
Unfortunately, it is difficult to obtain reliable data about these facilities because they
arenot listed in a publicly accessible format and often do not receive any governmental
oversight. Many smaller facilities, such as auto body painting and repair shops, electro-
plating firms, waste transfer stations, and factories, aso emit contaminants to the air,
but these emissions for the most part remain undocumented and, thus, are difficult to
incorporate into the anaysis.

Another major contributor to air pollution, especially fine particul ate matter, isthe
high level of truck traffic in the Bronx, which is especially prevalent in the industrial
zones. It is not uncommon for 1,000 trucks to enter one solid waste transfer station
each day, and there are more than a dozen such transfer stationsin the Bronx.> Also of
note, FABB has observed significant truck traffic on streets other than the truck routes
designated by the Department of Transportation.

Although other vehicular traffic isasignificant source of air pollution in the Bronx, it
is more difficult than the mgjor truck routes to isolate and quantify. Limited access high-
wayss, which carry in excess of 50,000 vehicles per day (average annual daily count), were
sdlected to represent the most significant pollution sources from vehicular traffic in addi-
tion to trucks. The Hunts Point Terminal and Fulton Fish Markets, the mgjor fish, meat
and produce wholesale exchange in the metropolitan area are aso located in the South
Bronx, resulting in more than 15,000 trucks entering the area per day.

Most researchers now consider air pollutants to be arisk factor for asthma, athough
therolesthat specificair pollutantsplay invariousrespiratory illnessesremain unclear.5 =
However, if we examine the generd effects of air pollution, rather than the effects of
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specific pollutants, we find there is a large body of literature demonstrating their rela-
tionship to adverse respiratory events, suggesting that air pollutants are best treated as a
whole. Therefore, air pollution in this article refers to the substances that congtitute the
pollutant mixture from traffic and industrial-related sources that has been associated
with respiratory effects and typically includes particulate matter (e.g., PM,,, PM, ), vol-
aile organic compounds (eg., VOCs, benzene, acetaldehyde, tetrachloroethlene,
toluene), NO, (nitrogen dioxide), SO, (sulfur dioxide), and O, (ozone). The locations of
the stationary and mobile sources of these pollutants were mapped and examined in light
of their spatial correspondence to areas of high asthma hospitaization rates.

Proximity: Analysis with GIS

This study accounts for exposure to air pollution burdens by using proximity analysis
to create impact zones around the TRI facilities (TRIs) and other listed major station-
ary point sources (SPSs) as a proxy for areas of elevated air pollution, as shown
in Figure 5.3. Exposure to the pollution from truck traffic is accounted for by the cre-
ation of impact zones surrounding the major truck routes (MTRS), many of which
traverse residential neighborhoods. Impact zones were also constructed around limited
access highways (LAHS) to represent areas of elevated exposure from other vehicular
traffic in addition to trucks.

The impact zones constructed for this study were based on distances established as
standards by environmental agencies or used most often by other researchersasthe area
of greatest potential exposure from sources. One-half mile radius impact zones were
constructed around TRI facilities;* > one-quarter mile radius impact zones around
other major stationary point sources of criteria pollutants.>® In addition, we created a
150-meter impact zone from roadway centerline around both LAHs and MTRs,> % the
“distance within which concentrations of primary vehicle traffic pollutants are raised
above ambient background levels.”® The majority of similar studies found significant
associ ations between traffic-rel ated emissions and respiratory symptoms within the 100
to 200 meter range. .- 62-64

Each of these impact zone types constituted a separate layer that was then inter-
sected with the asthma hospitalization layers. A layer of al the impact zones combined
was also created and intersected as shown in Figure 5.3. Using the locations of the
asthma hospitalization cases, it was possible to determine which cases fell within each
of the four different impact zone types, aswell aswithin their sum or “combined” buf-
fer, by “clipping” (i.e., removing al the display elementsthat lie outside the boundary)
the asthma layer by each of the five impact zone layers. The clip function was per-
formed for total asthma hospitalization cases as well as for each of the age cohorts
separately.

Rates based on the five-year average were calculated for the portions of the block
groups within each type of impact zone and the combined impact zone. Because the
locations of the asthma hospitalization cases are pinpointed with accuracy by latitude
and longitude and are not aggregated by census tract or block group, it is possible to
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Pollution Proximity Buffers
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derive rates for the block groups that can be differentiated by whether the portion of
the block groupsisin or out of the buffer, as shown in Figure 5.4. This would not be
possible using data aggregated by enumeration unit (i.e., census tract) and isonly fea
sible because individual patient record-level datawere used.

To develop and compare rates inside and outside the impact zones, an interpola-
tion process called “areal weighting” was performed on the census block groups. The
boundaries of census block groups are not coincident with the buffer areas, and there-
fore, the population data for each tract or block group must be recal culated based on
the portion of the tract or block group that falls within the impact zone. The census
block groupsthat fall partially, but not totally, within acertainimpact zone arewei ghted
by the proportion of the areathat falls within.® % For instance, if atract or block group
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FIGURE 5.4 Asthma Hospitalization Cases, In and Out of Buffers

| Residential Locations of Asthma Hospitalizations |

Asthma Hospitalizations
O Outside Combined Proximity Buffer

@ Inside Combined Proximity Buffer

"o 1 2Miles] “ 0 250 500 1,000 1,500 Feet
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Each dot represents the residence of one Bronx person admitted to the hospital for asthma in 1999.
Some dots represent multiple admissions of the same person or multiple people admitted from the
same address. The multiple cases are not shown as individual dots on the map, but have been in-
cluded in statistical calculations. There were 8,188 hospital admissions in 1999: 5,876 of them from
within the areas of the combined buffers and 2312 of them from the areas outside the buffers. Over-
all in 1999, a Bronx resident was 27 percent more likely to be admitted to the hospital for asthma if
living within a buffer area than if living outside a buffer area.

Important note: the patient address locations shown on this map are derived from hypothetical data
and do not represent actual addresses. Because of patient confidentiality requirements, the actual ad-
dress locations could not be shown in a document for public dissemination, and this map is intended
to illustrate only the methods used in the analysis. Actual address locations were, however, used by
the researchers in the spatial analyses to derive the in- and out-of-buffer rates, odds ratios, and other
statistical tests. The researchers were permitted to show only aggregated data (as opposed to record-
level data) in any maps available to the public.

Data source: hypothetical data.

is exactly half within the impact zone, the ratio would be 0.5. These ratios are then
applied to the population variables to get a reasonable estimate of the population
within the impact zones.

The set of demographic and socioeconomic characteristics that we were interested
in were quantified and mapped for the within-buffer population and compared to
the outside-of-buffer population. The proportion of each variable within the impact
zone is based on the proportion of area within the impact zone. Thus, the underlying
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assumption in this method is that the data for entire unit of analysis (in our case, the
block group) are homogeneous, with its population spread evenly throughout, which
obviously may not bethe case, alimitation of thismethod. For instance, alarge housing
project in one corner of the tract would affect the accuracy of areal weighting, aswould
alarge part of the tract being parkland or water, where people are unlikely to live.

Asthma hospitalization rates were developed by using the actual number of cases
in each portion of the block group within the impact zones divided by the number of
people estimated by areal weighting in that portion of the block group within the
impact zones. As noted earlier, thisis a simplification; however, considering the small
areal extent of the typical Bronx block group, it appears to be reasonably accurate.
Rates in and out of impact zones were calculated for the total population and the age
cohorts separately, for each of the five years, and then calculated based on the five-
year average.s’

In general, the smaller the unit of data aggregation, the greater the likelihood of
homogeneity and the more reliable the method of areal weighting. However, data disag-
gregation methods exist for obtaining more precise locations of populations, and these
can be utilized to calculate better ratesin and out of buffers, although these methods are
more computationally demanding, time consuming, and require more detailed ancillary
data. These data disaggregation methods are referred to as “dasymetric mapping.” We
developed anew population-mapping technique to improve the“ denominator” to calcu-
late more accurate rates.

The Cadastral-based Expert Dasymetric System (CEDS) isamodel that uses both
an expert system and dasymetric mapping to disaggregate population data (e.g., from
the census) into much higher resolution data, giving a more realistic depiction of
population locations and densities.®® Dasymetric mapping entails using ancillary data
sets to refine and redistribute the locations of some phenomena (e.g., population) to
reflect their distribution more accurately. CEDS, for instance, uses data sets that mask
off the areas where people tend not to live (e.g., parks and water bodies) and then
redistributes the census popul ations throughout only the known inhabited areas rather
than throughout the entirety of the census unit area (which often includes uninhabited
areas). CEDS then uses tax-lot (cadastral) data, whichin NY C ison average 150 times
finer resolution than the census block group data, to further disaggregate the census
population data, as described below.

The expert system is a computerized decision-making program, which has been
instructed to “decide,” based on heuristic rules and expert judgment, which among sev-
eral variablesin the tax-lot data set to usefor disaggregating the census datato calculate
the optimally accurate tax-lot-level population. CEDS can be used to reliably disaggre-
gate population dataaswell as subpopul ations such asracial/ethnic groups, age cohorts,
income/poverty groups, and those with differing educational attainment levels. We
recal culated our rates and analyses based on this more precise population denominator
obtained by using CEDS and found more pronounced increasesin hospitalization rates
in impact zones.%. &
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FINDINGS

The results of the proximity and other GIS analyses are instructive in guiding our
future research directions. The most noticeable visual aspect of the impact zones that
were created around major air pollution sources is the extent to which the Bronx is
covered. Approximately 66 percent of the Bronx's landmass falls within the impact
zones (excluding major parkland and water bodies). Because the impact zones in this
study represent those areas most affected by air pollution, amajority of the Bronx pop-
ulation may be exposed. According to calculations based on the areal weighting script,
88 percent of the people within theimpact zones are minorities, and 33 percent are below
the federa poverty level. In contrast, outside the impact zone, 79 percent are minorities
and 25 percent are below the poverty level. Even though the impact zones cover so much
of the Bronx, thereis still adisparity between the characteristics of the populationsinside
and outside the impact zones, indicating the likelihood of disproportionate environmen-
tal burdens.

In addition to the differences seen in poverty and minority status inside and out-
side the impact zones, there is also a difference in asthma hospitalization rates inside
and outside theimpact zones. Cal culating oddsratiosfor the rates, we found that people
living within the combined impact zones are 30 percent more likely to be hospitalized
for asthma than people outside the impact zones, as shown in Table 5.2. Within some
of theindividual impact zones, such as TRI and major stationary point sources, asthma
hospitalization rates were 60 and 66 percent higher, respectively, compared to areas
outside the impact zones. The odds ratios, in general, are higher for adults 16 years
and older than for children O to 15 years. Thisistrue for every type of impact zone and
for nearly every year of the five years analyzed.

Odds Ratio Ranges for the Five-Year Study
Period 1995-1999

Buffer type Adults Children Total population
Combined 1.28-1.30* 1.11-1.17* 1.25-1.29*
Toxic release inventory 1.29-1.60* 1.14-1.30* 1.33-1.49*
Stationary point sources 1.26-1.66* 1.16-1.30* 1.23-1.32*
Major truck routes 1.07-1.17* 1.00-1.09 1.10-1.15*
Limited access highways 0.90-0.93 0.83-0.99 0.86-0.93

* Indicated results are statistically significant at p < 0.01.
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Although the analysis found that people within the impact zones were much more
likely to be hospitalized for asthma than those living outside the impact zones, the
risks vary depending on the source of air pollution. Living within toxic release inven-
tory and major stationary point source impact zones poses a higher risk than living
within the limited access highway and major truck route impact zones according to the
proximity and odds ratio analyses.

In looking at the number of observed cases versus the number of expected cases,
based on the overall Bronx five-year average asthma hospitalization rate, the observed
cases within the combined impact zones are higher than expected, and those in the
areas outside the combined impact zones are lower than expected. A Standardized
Incidence Ratio (SIR) was cal culated by dividing the observed number of asthma hos-
pitalizations by the expected number of asthma hospitalizationsfor each subpopul ation
as defined by impact zone state (inside or outside impact zone) and further refined by
age cohort (all ages, 015, and 16+). The overall Bronx hospitalization rates were cal-
culated by dividing the total number of asthma hospitalizations by age cohort by the
appropriate susceptible populations of the Bronx. The resultant rates were then multi-
plied by each of the subpopul ationsto arriveat the expected numbersof hospitalizations.
Our analysis confirmed that there was a statistically significant higher incidence of
asthma hospitalizations within the impact zones than outside them for each age cohort
examined.

Based on our initial analyses, the highways and truck routes seemed to have apro-
tective nature regarding the likelihood of being hospitalized for asthma. This was
counterintuitive to the findings of previous studies as well as to anecdotal information
given to us by the community partners. Based on further “ ground-truthing” typeinfor-
mation given to us by the community partners, we realized that the results for these
pollution sources might be an artifact of incomplete knowledge of where the popula-
tion was actually located, and hence arriving at incorrectly high denominatorsin these
areas, resulting in artificially lower rates. By correcting this inaccurate denominator
using the CEDS method described earlier, we were able to show more redlistic results
that more closely conformed to prior studies and the community’s experience with
these areas.

IMPLICATIONS OF FINDINGS

Theincreased asthma hospitalization rates for both children and adults living in impact
zones suggests that local microenvironments and individual exposures are important
in understanding the asthma epidemic and developing public health interventions that
will reduce the adverse hedlth effects of outdoor air pollution. The phases of our
research have sought to improve the accuracy of our estimates of the asthma hospital-
ization rates for those exposed to stationary and mobile air pollution sources using
proximity as our proxy for exposure. Each phase has made the odds ratios comparing
the risk of asthma hospitalization for those residing within impact zones to those liv-
ing outside them both larger and more significant. Controlling for poverty and minority
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status diminished but did not eliminate the added risk arising from residential proxim-
ity to thefour categories of air pollution. Future studies measuring individual exposure
and asthma symptoms, using portable sampling equipment and locating its specific
measurements, could serve to confirm our findings.

Limitations of Data and Analyses

Several data limitations are encountered when integrating health datain GIS. A basic
data quality issue is data accuracy, and this takes two forms: positional accuracy and
attribute accuracy. Both have substantial ramifications for the asthmaand air pollution
study. Positional accuracy refers to how close the location of a data point in a GIS
reflects its true position in the real world. The incorrect identification of adata point’s
location can occur at the time of original measurement of the location or in subsequent
data processing, such as change of projection and overlay analyses, and can result in
erroneous data aggregation and spatial analysis. Attribute accuracy refers to how
closely the data values describe the real-world entity’s true attributes. Errors and inac-
curacies in attribute data can occur due to inconsistencies in health event definitions
and diagnoses as well as population indicators such as race or ethnicity.”

There are a so datalimitations more specific to this study, in addition to the general
data limitations mentioned in the preceding paragraph. First, the asthma hospitaliza-
tion data set contains only hospital discharges and not emergency room or office visits,
asthma incidence, or asthma prevalence, so only the most severely ill and poorly
managed proportion of the total population affected by asthma is represented in the
analysis. Second, the locations of the major pollution sources are obtained from
national databases and potentially have inaccuracies with locational attributes as well
as nonspatial attributes because much of the information within these data setsis self-
reported. Third, the demographic and socioeconomic data are derived from the U.S.
Census, and there have been reports of serious undercounting of various populations,
especially in dense urban areas. Such inaccurate population counts and locations have
the potential to render inaccurate the disease rates developed from the census data
Additionally, the time periods of the data on environmental conditions and asthma
hospitalization were not necessarily the same, primarily due to real-world difficulties
involved in data acquisition. Table 5.3 provides information on data sources, variables,
data processing methods and time periods for the variables of interest.

Generd study limitations include the issues associated with ecological-level anal-
yses. To avoid the ecological fallacy, we cannot infer any individual outcomes based
on community or neighborhood characteristics. Also, the environmental data used
(i.e., mgor air pollution sources) do not trandlate very well to individual exposures,
and the spatial correlationsfound inthe analysisdo not imply causality, merely an asso-
ciation or relationship. Lastly, as mentioned earlier, asthmahospitalization data are not
a proxy for asthma incidence, and hospitalization for asthma may reflect a failure
to manage the disease or lack of access to primary and preventive care. Because of
these limitations, community advocates have now secured the inclusion of emergency
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Data Sources for GIS Analysis

113

Data or variables

Asthma hospitalization data

Toxic release inventory facility

(TRI)

Other major stationary point

sources (SPS)

Limited access highways
(LAH)

Major truck routes (MTR)

Zoning and land use

Demographic and

socioeconomic data

Street segments

Water bodies, parks, and
other boundaries

Digital Orthophoto of NYC

Source

New York State Dept.
of Health SPARCS
database

U.S. Environmental
Protection Agency

U.S. Environmental
Protection Agency

U.S. Bureau of the
Census

NYC Dept. of
Transportation/Traffic
Rules and Regulations

Lot Info by Space Track
and NYC Dept. of
Finance, RPAD (Real
Property Attribute Data)

U.S. Bureau of the
Census

U.S. Bureau of the
Census

U.S. Bureau of the
Census

NYC Department
of Environmental
Protection, NYCMAP

Data processing

method Year
Geocoded 1995-1999
Geocoded 2000
Geocoded 2002
Selected street 2000
segments
Selected street 2002
segments
Spatially joined 2002
with property tax
lots
Spatially joined 2000
with census
boundaries
N/A 2000
N/A 2000
N/A 2000
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room visitsin the SPARCS database so that future analyses can consider both hospital -
izations and emergency room visits.

Organizational Challenges

Power Differentials in the Partnership The asymmetry created by alarge medical
center and community-based organization (CBO) forming a partnership is exacer-
bated by the grant structure when the larger organization is also the grantee and the
CBO is asubcontractor. For SBEJPR, this has resulted in a significant power differen-
tial between MMC and FABB, reflected most dramatically in the process of
distributing funds rather than in the amount of funds (which is now equally shared
between FABB, Lehman, and MMC). Funds are transferred from NIEHS to MMC
electronically, but several administrative steps are then required before FABB or
Lehman can receive funds, including establishing internal fund numbers; generat-
ing, negotiating, and signing the subcontract; and invoicing MMC for services.
Because grant funds constitute a large proportion of FABB’s total operating budget,
delaysin the process have a profound impact on its staff and its cash flow. Attending
to the bureaucratic paperwork consumes a disproportionate amount of precious staff
time with the CBO aways as “supplicant.” Another example was the principal
investigator’s decision to ask the institutional partners (Lehman and Montefiore) to
absorb a 10 percent funding cut without consulting FABB, which FABB viewed as
paternalistic.

Differences in Foci or Interest, Time Commitments, and Investments FABB's staff
arefully devoted to environmental justice efforts, although its SBEJP subcontract repre-
sents only one of FABB'’s funding sources. MM C and Lehman staff have only part-time
commitments to SBEJP and, therefore, have many other time commitments. Although
interest in academic publication is shared by al partners, FABB writes educational bro-
chures, newspaper columns, and for magazines that reach the public, other CBOs, and
EJ organizations, whereas Lehman and MMC are mainly interested in professiona
journals in their staff’s various disciplines. Writing and publishing also compete with
other, often more pressing organizationa and political priorities.

Agenda Setting and Project Conceptualization The community partner was cru-
cial in project conceptualization and in developing the initial working hypothesis that
outdoor air pollution makes asthma worse, based on their long-term and immediate
experiences. Historically, asthma researchers have focused on allergies and indoor air
pollution, whereas FABB emphasized the importance of the multiple burdens in the
community. As noted in Table 5.1, each partner contributed to the development and
evolution of the study.

Integration of Local Knowledge Bases and Street Science with GIS Analysis Street
science is defined as “a new framework for environmental health justice that joins
local insights with professional techniques.”™ In this definition, traditional assessment
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methods and nonscientific contributions are not seen as mutually exclusive, but each is
necessary for the complete realization of the other. By integrating local knowledge
bases and community-specific ways of knowing with traditional analytic methods,
both can be considerably improved, yielding not only more substantive results but
results that will more likely be accepted by the community as their own.™

One kind of participatory research consists, in part, of nonscientist stakeholders
informing the research in such a way that would not be possible by outside “ experts’
alone conducting the analyses. This is generally accomplished by community mem-
bers providing intimate knowledge of the community or issue at hand, posing questions
and gathering data that are particular or unique to the area, which would be virtually
impossible for outsidersto obtain. Participatory research also involves al stakeholders
together developing analytic methods that are appropriate to the community forming
the geographic focus of the study. The ideal collaborative research goes beyond a
participatory paradigm and addresses deeper institutional power dynamics and the
hierarchy of knowledge that Iabels one body of knowledge and experience as honsci-
entific and another as scientific and recognizes the political and social context. For
instance, the community partners suggested that we use GIS to examine not only the
correspondence of individual pollution sources to asthma hospitalizations but also
the impact of living within close proximity to more than one pollution source, which
we did in the multiple exposure analysis. This analysis demonstrated even higher than
expected hospitalizations among those residents living close to two or more pollution
SOurces.

Data Collection and Analysis Community members provided important local know!-
edge and helped to collect sensitive data about the community in several ways, as
shown in Table 5.4. Many of these local knowledge bases have been incorporated into
the analysis of our asthma and air pollution study. Each phase of the analysis has
been instructive in guiding our subsequent research directions and demonstrating the
gaps and uncertainties that need further explanation and examination in our future
research.

FABB also participated in meaningful ways in our analysis of GIS findings, not
only with the review and critique of data collection and analytic methods but also with
interpreting the results, giving guidance and offering tentative explanations based on
local knowledge about anomalous findings from the research. FABB sought more dis-
cussion regarding the ingtitutional and political implications of GIS research, the
power dynamics of GIS research methodologies, and how CBPR and interdisciplinary
research could be better tools for community empowerment and integrating historical,
social, political, and economic perspectives.

Dissemination of Research Results One of the challenges in disseminating the
results of our study is that publishing the findings in only academic and professional
journalswill not suffice. We must a so find ways to present our results so that members
of the affected community and other communities affected by high rates of asthmaand
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Community Contributions to Data Collection and Analysis

Variable of interest

Truck routes

Active/inactive pollution
sources

Actual location of
residential areas within
a block group

Buffer distances for
highways

Community contribution and impact on study

Databases obtained from the official sources, such as the
Department of Transportation, were incomplete, according
to community members who often witnessed trucks on
local residential streets not designated as truck routes.
Although suggested by FABB, resources did not permit
enumeration of off-route trucking volume.

Of the stationary point sources of pollution that appeared
on the federal lists, residents knew that some of the
facilities were no longer active, and others were not
properly reported as to emissions.

Areal weighting script used to calculate populations

in portions of census block groups was based on the
assumption of homogeneity of residential populations.
The community had more specific knowledge of densities
within block groups, such as the location of major housing
projects, which influence the disease rates in and out of
impact zones, and led to the dasymetric mapping phase of
the study.

Standard guidelines for impact assessment assume that
highways are at grade level, yet many highways in the
Bronx are either elevated or below grade in cuts. Residents’
knowledge of the differential impact of highway grade on
the pollution that entered their house or street led us to
reconsider standard buffer distances assigned to highways
because grade affects the distance typical traffic-related
pollutants travel.

air pollution can understand and act on our findings. This includes developing cultur-
aly and linguistically appropriate maps, tables, charts, and risk communication
materials, media, and aWeb site for community presentations of these GISfindingsto
promote education and dial ogue on appropriate public health and regul atory responses.
Also of critical importance is communication of the study’s findings to policy- and
decision-makers and other government officials. We began this process with other
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New York asthma researchers, environmentalists, and asthma advocates at a commu-
nity forum at the New York Academy of Sciences in January 2007. We intend to
organize similar forums in affected communities in the Bronx.

Making the Connection Between Environmental
Justice and Environmental Health

This analysis found that people residing within the impact zones were not only much
more likely to be hospitalized for asthmathan those living outside the impact zones but
also more likely to be minority and poor than those outside the impact zones. Previous
research has suggested that socioeconomic status itself plays a role in diseases and
deaths associated with air pollution.”™ ™ High asthma hospitalization rates reflect both
minority and poverty status and high exposures to environmental pollution, and these
factors are inextricably entwined.”™" In hierarchical regression anaysis, even after
controlling for potential confounding factors, such as race/ethnicity and poverty status,
the correlation between asthma hospitalization and proximity to air pollution sources
remains significant. For instance, in examining the multiple exposure buffers, although
race/ethnicity and poverty status account for most of the variance in the model, prox-
imity to multiple sources of pollution remains significant (R? = .429; p < .001).
Proximity to any major pollution source (residence within the combined buffers) yields
similar results (R? = .452; p < .05).”

Poor peopl e, thoselacking access or meansto health services, support, or resources,
may be more likely admitted to the hospital for asthma because they may not receive
ongoing preventive or disease management services. Regular access to doctors and
medicine might reduce emergency room visits and hospital admissions for asthma,
although the impact may vary by cultural background, educationa attainment, or level
of affluence, further illustrating the multiple determinants of asthma outcomes.

Although further analyses will clarify to what extent high asthma hospitalization
rates are correlated with high environmental burdens, the fact remains that the popula-
tions in the Bronx in closest proximity to air pollution sources are also those with
higher risk of asthma hospitalization and higher likelihood of being poor and minority.
Regardless of whether the high asthma hospitalization rates are due to environmental
causes or result primarily from poverty and other sociodemographic factors, the find-
ings of this research point to a health and environmental justice crisis.

LESSONS ON INTERDISCIPLINARY APPROACHES
TO URBAN HEALTH RESEARCH

Benefits and Challenges of the Partnership

Aswe have described, amajor benefit of theinterdisciplinary and organizationa collab-
oration is the complementary knowledge, skills, and perspectives that each partner
brings to the effort, none of whom could accomplish the research or its trandation into
public policy effectively ontheir own. Partnersregularly shareinformation that originates
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in disciplines, advocacy networks, and professional circles that enrich and broaden the
perspective of all parties. We function as each other’s eyes and ears in many forums
where we would otherwise be unlikely to participate. Each partner brings different
organizational and institutional resources that support the collaboration, not always in
stereotyped roles, particularly as FABB staff have considerable expertise and training
in environmental science, food justice, and endocrine disruptors, whereas the academic
and clinical professionals havelittle knowledge and experience in these areas. The com-
munity partners keep the academic and clinical professionals up to date on major
environmental justice controversies and challenges well before they reach the main-
stream media and have risen to leadership positions in citywide coalitions, such as the
New York Asthma Partnership. Despite the differences between partners, described
previously, mutual respect and trust have developed over time, permitting more debate,
problem solving, and reflection. The partnership isstill far from achieving theideal, and
time for reflection and discussion remains a precious and limited resource.

Perspectives of the Stakeholders and Lessons Learned

Each organi zati on contributes a unique perspectiveto the partnership. Lehman College,
for example, brings an academic perspective that combines activism with teaching and
research. SBEJP has provided an avenue to expand available support to conduct
GlISresearch. Lehman staff arranged for FABB staff to receive formal training in
a GIS certificate program, and the partnership has supported the development of a
master’s degree program in public health at Lehman College and a master’s degreein
GISc, focusing on environmental and health spatial sciences. The physicians and
faculty of the Albert Einstein College of Medicine are both clinical and academic part-
nersin SBEJP and are employed by Montefiore Medical Center. Most of SBEJP's
efforts address environmental aspects of public health and, therefore, broaden the cli-
nician’s perspective beyond caring for individua patients and families. Our community
partner FABB offers an ongoing dialogue with the Bronx community served by the
medical center and its staff. Our clinicians are challenged by how to incorporate into
practice and public policy our findings about the increased risk for asthma hospitaliza-
tions posed by geographic proximity to sources of stationary and mobile air pollution.

Within the community, SBEJP provides resources, both financial and intellectual,
for thegrowth and devel opment of FABB, which al so maintainsacommunity-academic
partnership with the Mailman School of Public Health of Columbia University. The
two partnerships are quite different and enrich FABB'’s capacity and community impact
in different ways.

Like so many CBOs in impoverished communities, FABB suffers with being
underresourced and understaffed in trying to address al of the aspects of environ-
mental justice that face the South Bronx. FABB has sought to break the cycle of
underfunding that affects community-based organizations, but this remains an unreal-
ized goal. FABB has been eager to assure that “street science” is respected for its
superior local knowledge as well as its desire to better integrate community expertise
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Discussion Questions

with more traditional forms of expertise. FABB has invested heavily in youth intern-
ships, teaching in neighborhood schools, and collaborating with other South Bronx
organizations to promote its broad environmental justice agenda and has greatly influ-
enced SBEJP' s overall direction, activities, and research.

CONCLUSION

An interdisciplinary partnership has conducted important research with significant
findings that should help focus attention on reducing stationary point and mobile
sourcesof air pollution in urban areas. Thework undertaken collaboratively in the part-
nership, especially regarding advances in technical methods, resulted in more robust
findings, which became substantively more accurate in all four categories of major
pollution sources investigated. The partnership contributed to an ongoing, iterative,
and developmental process for improving the methodology and only began to inte-
grate the local knowledge and expertise of community residents and advocates.
Only if the findings of this research are incorporated into public policies at the com-
munity, neighborhood, borough, and citywide levels will we have achieved the

community empowerment sought through such collaboration and CBPR.

SUMMARY

In this chapter, we examined the interdisci-
plinary research process and outcomesin a
study of air pollution and asthma in eco-
nomically distressed, mixed land-use nei-
ghborhoods in the Bronx, New York.
We analyze how the unique contributions
of our academic, medical, and community
partners successfully integrated geographic
information science, clinical epidemiology,
and street science to reach a more robust
understanding of theimpact of local micro-
environments and individual exposures on
asthma rates. Results showed that people
residing within high-impact pollution zones

DISCUSSION QUESTIONS

(especially stationary sources) were more
likely to be hospitalized for asthma and to
be minority and poor, even after resu-
Its were controlled for sociodemographic
characterigtics and despite the limitations
of data sources and methodologies. We
discussed the chdlenges of, and lessons
learned by, working in an intersectora part-
nership (e.g., differing mandates, resources,
and power) and the need for research find-
ings and collaborative processes to be
incorporated into neighborhood and city-
wide policy making to reduce pollutant
sources and improve health care.

1. What isthe added value of studying childhood asthma from a biomedical and
environmental perspective compared to either perspective alone?
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2. What are the contributions and limitations of geographic information science
(GISc) to increasing scientific understanding of the relationships between
exposures or risk factors and disease?

3. Inthe case history the authors present, what roles did each participating
organization play in the research? What unique contributions did each make
to the research? What were some of the key challenges they faced, and how
did the research team work to overcome them?

4. What are the contributions and limitations of community-based
participatory research to solving environmental health problems facing
urban communities?
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RACIAL INEQUALITY
IN HEALTH AND THE
POLICY-INDUCED
BREAKDOWN OF
AFRICAN AMERICAN
COMMUNITIES

ARLINE T. GERONIMUS, J. PHILLIP THOMPSON

LEARNING OBJECTIVES

Describe how prevailing ideological viewpoints on black health (mis)interpret
black behavior.

Describe the biological and social pathways by which racial ideologies and poli-
cies may undermine the health of African American populations.
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Present policy alternatives that could help to overcome some of the detrimental
impact of racialized ideologies and policies and thereby help to promote the health
of African Americans and reduce black/white inequalities in health.

Discuss the role that democratic movements can play in addressing
the detrimental impact of racialized ideologies and creating policies
that support health.

INTRODUCTION

Young through middle-aged adults in high-poverty urban African
American populations have a high probability of dying or becoming
disabled long before they are old.™2 Figure 6.1 shows that in Harlem
or Chicago’s South Side, one-third of African American girls and two-
thirds of boys who reach their fifteenth birthdays do not live to
celebrate their sixty-fifth. In contrast, only 10 percent of girls and
about 25 percent of boys nationwide fail to live to age sixty-five.
Indeed, African American youth in some urban areas face lower prob-
abilities of surviving to age forty-five than white youth nationwide do
of surviving to old age.?3

Stress-related chronic diseases are the primary reasons for this excess mortality
in urban African American populations,®* and evidence indicates that their nega-
tive impact on life expectancy may be growing. For example, excess deaths
attributed to circulatory disease or cancer each doubled among young and middle-
aged men in Harlem from 1980 to 1990.4 In contrast, the more publicized homicide
rates began to decline. As a general rule, racial differences in health tend to widen
after age twenty-five and become most pronounced among those aged thirty-five to
sixty-four.5® Although racial differentials in infant health are also stark, they often
reflect differences in the health of reproductive-age women, substantial percent-
ages of whom already suffer from stress-related diseases that can complicate
pregnancies.t

African American men and women in high-poverty urban areas also have rates of
health-induced disabilities at ages thirty-five and fifty-five that are comparable to the
national averages for fifty-five- and seventy-five-year-olds, respectively.? These dis-
abilities in young and middle adulthood limit capacity to work, often necessitate
caregiving, and lead to premature death. Rates of death or disability are shown in
Figure 6.2, illustrating stunning inequalities between African American residents of

Note: An earlier, longer version of this chapter appeared in the DuBois Review, 1 (2004): 247-279.
Epigraph. Reprinted with the permission of Cambridge University Press.
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Mortality Calculations Based on the 1990 U.S. Census
and Death Certificates for 1989-1991
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Park in Chicago, lllinois.

Harlem or Chicago’s South Side and whites or blacks nationwide. Only 30 percent of
teenage girls and 20 percent of teenage boys residing in these urban areas can expect
to be alive and able-bodied at age sixty-five.

Reducing the size of these and other racial inequalities in health has been a high-
priority, national public health policy objective for more than two decades. Yet racial
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Mortality Calculations as in Figure 6.1
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Note: Disability calculations are based on 1990 U.S. Census data, using public use microdata
areas (PUMAs) that most closely approximate mortality areas for Central Harlem Health Center
District in New York City and Chicago’s South Side community areas of Near South Side,
Douglas, Oakland, Fuller Park, Grand Boulevard, and Washington Park in Chicago, lllinois.

disparities in important health indicators have persisted and, in some cases, grown.
This is true even for some health disparities that have been energetically targeted for
reduction, such as infant mortality rates. This failure is notable and, we argue, a major
indictment of public policies aimed at African American communities. In this chapter,
we examine the causes and consequences of inequities in health between African
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American and other urban communities and assess the role of policy in creating and
perpetuating these differences. By drawing on a broad range of disciplinary approaches,
we demonstrate the value of examining health inequities from a variety of perspec-
tives, including biological, sociological, psychological, and political.

At least since 1971, when William Ryan coined the phrase “blaming the victim,”*?
a raft of literature has criticized public policies that concentrate on encouraging indi-
viduals to change their behavior instead of on creating structural changes in the social
environment.*2 More recently, Bruce Link and Jo Phelan?!-22 have argued that fail-
ures to eliminate disparities in health result from undue emphasis on ameliorative
approaches that target the risk factors linking socioeconomic position to health in a
particular context but not on altering the context itself.

From this “fundamental cause” perspective, the only effective way to reduce or
eliminate differentials in health is to address the underlying “social inequalities that so
reliably produce them.”?? This is a formidable challenge that requires going beyond
the usual health policy discourse. Toward this end, we start by noting that racial
inequalities in health are the predictable manifestation of linkages among prevailing
racialized ideologies, political and economic structural inequalities that follow, the
personal and social coping mechanisms adopted to manage dominant ideologies and
structural inequalities, and the physiological effects of these coping efforts.

Thus, before classifying policies according to their emphasis on individual behav-
ioral change or on political-economic structural change, we ask whether premises that
undergird both perspectives misinterpret black health problems and whether they are
harmful to black health. We illustrate below that current policy ideas and proposals rely
on specific social and moral viewpoints that are racially biased toward white norms and
behavior and that these viewpoints, in and of themselves, have negative implications for
black health. They stimulate race-related stress that can “weather” the cardiovascular,
metabolic, and immune systems, fueling the development or progression of disease.

RACIALIZED IDEOLOGIES: DEVELOPMENTALISM,
ECONOMISM, AND THE AMERICAN CREED

Racialized ideologies influence social science’s interpretation of black health problems
and of blacks themselves. Here we identify and then critique three central and mutually
reinforcing American ideologies that inform common understandings of the produc-
tion of health inequality: developmentalism, economism, and the American Creed.

Developmentalism

Developmentalism?+28 is the most widely used model for interpreting the relationships
between age and health and among age, identity, and social expectations in the United
States. Linked to the acquisition of abilities necessary to take personal responsibility,
it is an individualistic and economistic model. It assumes that people’s lives unfold in
three biological and psychosocial stages—birth through adolescence, full maturity,
and gradual senescence—in which children, adolescents, and the elderly face fairly
predictable age-related health and mortality risks. Childhood risks stem from biological



132 Radial Inequality in Health

and psychological immaturity, which is generally outgrown. Adolescents are also
expected to outgrow their psychosocial vulnerability to engage in risky behaviors.?%-3
The elderly face the inevitable physiological deterioration that culminates in death and
that for many people—although not for many African Americans—has recently been
compressed into the very end of life.2 323

Economism

Economism is rooted in the assumption that all adult human beings know their own
needs and wants, are essentially self-interested and competitive, and are mainly moti-
vated by economic considerations. Economism elevates a particular version of individual
agency—or “personal responsibility”—into a general social definition of what it means
to behave responsibly. In this view, markets are the arbiters of social exchange; individu-
als can shape their placement in the social hierarchy by choosing to invest in their human
capital to best position themselves to engage the market and fulfill their personal respon-
sibilities. Economism thus divorces material context from culture,* and it privileges
material well-being over other contributors to human health and wholeness.

The American Creed

The American creed combines the values of equality and personal responsibility.
Equality is expressed in the creed’s promise of equal rights and opportunity for all citi-
zens, but the creed is not an ideology of equal outcomes. Instead, individual outcomes
depend on personal responsibility. Thus, inequality is expected, and poverty is consid-
ered a just consequence of poor effort.*® The American creed has a strong transcendent
quality that is firmly rooted in the American psyche. It unites an imagined community
of virtuous seekers of the American dream—people who work hard, play by the rules,
and stoically suffer the consequences if they do not. The creed is connected to what
makes many white citizens believe that they are good and decent people—and that many
blacks are not.

The creed underlies the universalism that ignores fundamental differences in the
life circumstances of whites and blacks. The creed also underlies the imaginary “level
playing field” of the economistic perspective. The creed is not only a dominant ideol-
ogy but also hegemonic.®® Robert Dahl has asserted that “To reject the American creed
is in effect to refuse to be an American. As a nation we have taken great pains to insure
that few citizens will ever want to do anything so rash, so preposterous—in fact, so
wholly un-American.”¥

The Effects of Prevailing Ideologies on Interpretations of Black Health Problems
Developmentalism, economism, and the American creed are all racialized ideologies.
They ignore or, worse, denigrate African American historical, social, and moral per-
spectives, and they disrupt African American coping mechanisms. This, in turn, induces
poor health and exacerbates illness.

Developmentalism frames health as a universal process of biological unfolding
that is only undone or impeded by accident or by poor behavioral choices. On closer
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inspection, development actually reflects biological potential nurtured through a com-
bination of resources and values that are largely restricted to members of the dominant
group (whites). The developmental understanding of the relationship between age and
health expresses dominant cultural ideals, values, and age-graded social expectations.
Centrally, developmentalism and rigid cultural commitment to the nuclear family ideal
are mutually reinforcing. Healthy development can proceed because parents are
charged with supervising, supporting, and protecting children and adolescents. Cultural
and parental competence is measured by the extent to which young people can sepa-
rate from their parents and establish independent identities at the appropriate time:
They are expected to break away from their primary reliance on parents for support,
and parents are expected to “let go.”

In these ways, the dominant cultural scenario for the life course identifies the proper
objects of attachment (first to parents and then to spouse and other peers) and identity
development (always as an individual, first in the context of the nuclear family of origin
and later in the context of peers), and it outlines the cadence of life-course demands
along the axes of dependence and responsibility. Dependents (youth and the elderly) are
relatively free from family (or “personal”) responsibility, whereas young through middle-
aged adults are expected to be both independent and highly responsible.5

Through the developmental prism, it is difficult to appreciate that some cultural
groups may value group self-sufficiency over individual self-sufficiency or that family
structure itself is historically and culturally variable. For instance, African American
urban populations often recognize an extended and multigenerational definition of
family. Here, families comprise kin who may or may not be biologically related but
are part of networks of reciprocal obligations that fulfill functions the dominant ideol-
ogy would reserve for nuclear families.®**! Indeed, the extreme economic need, social
exclusion, and early health deterioration that characterize African American families
in high-poverty areas require a degree of multigenerational connectedness and familial
responsibility and reliance throughout the life span that makes aspects of the dominant
developmental ideology untenable. In high-poverty black communities, children, youth,
and adults participate actively in fulfilling domestic responsibilities; individuals hold
allegiance to multigenerational collectives of community or kin.

In this context, the dominant cultural understanding of psychosocial development
is not sensible. Instead, maintaining active family ties, cooperation, and support is
especially salient to blacks in high-poverty areas and takes priority over self-reliance
and independence. African American adults often do not feel the same responsibility
as their white counterparts to “let go” of youthful family members—both because they
rely on their cooperative efforts and because they view society as neither level nor wel-
coming for African American youth. For their part, poor black teens cannot take
a moratorium from family responsibility or, with death and disability all around,
are they likely to view themselves as invincible. These teens have ample reason to
protect the ties they have to their elders because the intergenerational perspectives pro-
vided by their parents help them make sense of ongoing social, political, and economic
exclusion.*



134 Radial Inequality in Health

Interconnections among members of social or kin networks help participants feel
valued and provide practical and caring support. Both contributions can promote health.
By feeling part of a collective that stands in opposition to the dominant culture, mem-
bers of the collective are able to contest the dominant culture’s images of themselves as
morally marred or culturally deficient. This has positive health consequences.**=*° The
positive impact of social integration and social support on health is said to rival the detri-
mental impact of such known biomedical risk factors as cigarette smoking, obesity, and
high blood pressure.*®® Social support that serves as a buffer against race-related stress,5
stigmatization,® lifestyle incongruity,®*® or culturally incompetent medical care*:%
reaps critical advantages for black health. This is especially true where residential and
school segregation are an omnipresent physical representation to both blacks and whites
of black inferiority.

Thus, the relatively longer, healthier lives of whites are conditioned not only on
greater access to material resources but also on the psychic benefits of having their
values honored in public discourse and institutional structures and timetables.
Explanations for racial health inequality must encompass the impact of pervasive
insults to the personal and collective integrity of African Americans. We are here sug-
gesting that cultural oppression is as important a structuring force in black health as
economics.’

Although material resources contribute to health in a critical way, populations
vary in their strategies for achieving economic security or social mobility. The most
promising avenues for any population are ones that are environmentally adaptive,
responsive to socioeconomic opportunities and constraints, and culturally mediated.-5
Moreover, health also comes from a sense of rootedness in and affirmation of cultural
values, practices, affective ties, and beliefs that give life purpose and meaning.*®%
These psychosocial resources may be especially important in averting stress-related
disease.*® The economistic approach is problematic when considering racial disparities
in health not only because it promotes “victim blaming” or “ameliorative” interventions
but also because it ignores the culturally mediated psychosocial aspects of health.
As we discuss later, this perspective can lead to policies that are counterproductive or
to structural interventions that have limited effect.

Even social epidemiologists and policy advocates who focus on structural issues
unduly limit their thinking to economic interventions and metaphors. Few pay any
attention to the impact of affective ties and social identity on health. They see the ulti-
mate goal of social research and policy as providing access to material resources (e.g.,
income, health insurance, food stamps, good housing) or to other forms of “capital” that
are commutable in a market economy (including human capital investment opportuni-
ties such as education or social capital development). This reflects the large degree
to which economistic assumptions about human behavior have permeated cultural
discourse.

A recent explication of the “essential nature of social stratification” (emphasis
added) with a view toward determining “an ideal socioeconomic status (SES) measure
for public health research”®! offers insights into the centrality of economism in the
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thinking of investigators interested in the social determinants of health. Oakes and
Rossi locate the definition of SES, or social structure, in “differential access (realized
and potential) to desired resources.” They draw on Coleman’s social theory, which
they note “is rooted in the purposive action of an individual agent,” (emphasis added)
and identify three types of capital: material, human, and social.

Furthermore, they assert, “Human capital is a critical component of SES since it is
a resource that may be used to acquire socially valued goods. It is fungible in a market
economy.” And finally, even social capital is stripped of affective ties and social
identity: “social capital stands for the ability of actors to secure benefits by virtue of
membership in social networks and other social structures. Examples include increased
educational achievement, social mobility, employment opportunities, decreased wel-
fare dependency, and low levels of teenage pregnancy.”s

Note that this highly individualistic, acquisitive, and materialistic discussion is
made not by researchers who primarily advocate individual behavior change but by
those who “believe that a narrow focus on individuals outside of historical, social, and
biophysical contexts limits the understanding of disease etiology, health, and interven-
tion modes.”®!

Economism misunderstands black health problems by ignoring cultural oppres-
sion. Similarly, unequal racial opportunity is commonly defined in narrow economistic
terms as unequal access to the material resources and social contacts needed for indi-
vidual advancement. The problem with racial segregation, in this view, is not that it
represents overwhelming cultural ostracism of blacks and a colossal moral failure to
rectify the nation’s horrendous racial history but simply that it limits blacks’ access
to contacts and resources or, in health terms, exposes them to noxious social and phy-
sical environments. This economistic understanding of segregation skirts the moral
and institutional impact of America’s racial history on its current social hierarchy,
imposing an individualistic and decontextualized viewpoint on black health problems
that few African Americans share.

We believe that economism also leads to misunderstandings of the black middle
class. The expansion of the black middle class has been identified as a solid sign of
economic progress and as a precursor to eventual widespread black social integration.
The dominant view among whites is that although limited racial discrimination per-
sists, African Americans are on a steady path toward full integration and equality with
whites.52-% The black middle class, however, does not define itself solely by its ability
to consume valued material goods; rather, racial identity figures prominently in its
view of middle-class social status.® The economistic concept of a nonracialized middle
class treats African Americans as individuals isolated from their extended family
networks, group history, social context, and social identity. It falsely assumes that, like
middle-class whites, middle-class blacks feel distanced from the suffering of poor
blacks.

Many middle-class blacks are still morally allied and socially associated with the
defamed black poor, and most are segregated in the same or proximate neighborhoods.®
Individual economic or educational success does not bring the same rewards for African
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Americans that it does for whites.®”® Crime victimization is a good example of this
disproportion. For whites, crime victimization rates decline as income increases, but
black victimization rates rise as income increases.%

Given this context, it is not surprising that the health of middle-class blacks and
whites differs greatly in many regards, especially in prevalence of stress-related dis-
eases.5 %72 Middle-class black populations have only modestly better functional
health status than high-poverty black populations, in sharp contrast with the steep eco-
nomic gradient in functional limitation prevalent among white populations.? %37 |t
also indicates that interventions addressing the acquisition of education, income, or
material goods alone will be insufficient to eliminate racial health inequality.

The third ideology, the American creed, asserts the essential fairness of U.S. insti-
tutions, thus wiping away fundamental structural inequalities and cultural oppressions.
The American creed is basically a white point of view.’”® This difference in group
perspective reflects the continuing absence of deep public consideration of slavery,
Jim Crow laws, and subsequent forms of racial discrimination in the United States.
The U.S. government never instituted a national anti-racist educational program after
slavery.”™ Nor did the government institute a full employment “Marshall Plan” to coun-
ter the effects of centuries of slavery and segregation, despite black demands for such
a program.’ In thinly coded racial language, Republican Party leaders from Goldwater
to Reagan to Bush attacked the 1960s Great Society programs as an unwarranted tax
burden on hardworking (white) Americans for (poor black) people who do not want
to work.™

Allowing human monstrosities of the scale of slavery and legal segregation to pass
without deep ethical consideration conceals the questionable legitimacy of today’s
racially segregated communities and institutions. White Americans evaluate African
American demands for justice from the standpoint of the creed morality. Their belief
in the essential fairness of U.S. institutions and in the equality of opportunity in social
structures leads many whites to the racially prejudiced stereotype that blacks are lazy
and culturally disposed toward poverty. In his study of white opposition to welfare,
Martin Gilens™ argued that although some whites may harbor general antipathy for
blacks, “for many whites the stereotype of blacks as lazy grows out of the belief that
the American economic system is essentially fair, and that blacks remain mired in pov-
erty despite the ample opportunities available to them. These perceptions in turn are
fed by media distortions that neglect the “deserving poor’ in general and portray poor
blacks in a particularly unsympathetic light.””®

Thus, as Jennifer Hochschild®® writes: “many whites see middle-class blacks as
making excessive demands and blaming their personal failures on a convenient but non-
existent enemy. Even more whites see poor blacks as menacing, degraded strangers.”

Internalizing creed ideology can be harmful to the health of blacks who “play by
the rules.” Sherman James has identified a predisposition among most African Americans
to engage in persistent high-effort coping with social and economic adversity that he
calls “John Henryism.”” Individuals in low-income African American populations who
exhibit high levels of John Henryism are the ones most apt to be hypertensive, which
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directly contradicts notions that fatalism or indolence precipitate cardiovascular disease
among low-income African Americans. Those hoping to eliminate racial health inequal-
ity must be responsive to the evidence that African Americans of all social classes pay a
disproportionately high price in stress-related disease for their membership in American
society.

Without basic reconstruction of widespread racist stereotypes and essentialist myths
regarding the virtues of American democracy, there is little intellectual foundation for
scientific investigations of black health problems that take structural and cultural aspects
of racism seriously. The creed blames blacks for their condition and thus blocks under-
standings of broader structural and cultural causes for racial differences as well as
broader social responsibilities for persistent racial inequality. Meanwhile, blacks undergo
harmful stress from powerful ideological forces valued by whites as common sense.>:8

Racial Ideologies and Black Health

Whether health is construed narrowly or broadly, developmentalism, economism, and
the American creed are of limited value to public health policy advocates working
to eliminate racial health inequality. The problem of racial health inequality leads us to
ask: How do we reconcile the notion that modern Americans have the developmental
potential to be healthy at least through middle age with the stark evidence that many
young and middle-aged African Americans are not? Adhering to the developmental
model limits our perspective, reducing instances of poor health and mortality among
relatively young adults to exceptions. Calling such groupwide experiences exceptions
to the rule of a long healthy life is an inadequate explanation. It offers little to help
explain the rapid health decline of African Americans that becomes detectable in their
twenties, even among the middle class.*®

As an alternative, Geronimus®’ conceptualizes aging as a process of weathering.
That is, people’s health reflects the cumulative impact of their experiences from concep-
tion to their current age.?’ The older they are, the more time they have had to experience
negative health impact and the greater the opportunity for these experiences to express
any (even lagged) health effects or to accumulate or interact with others.

Weathering posits that African Americans experience early health deterioration
because they have more serious and more frequent experiences with social and eco-
nomic adversity relative to whites. On a physiological level, persistent high-effort
coping with acute and chronic stressors has a profound effect on health and disease.
Although the body’s ability to respond to acute stress (the “fight or flight” response) is
protective in certain threatening situations, under other circumstances the physiolo-
gic systems activated by stress (the allostatic systems) can damage the body.®* Allostatic
systems enable people to respond to changing physical states and to cope with ambient
stressors such as noise and crowding as well as extremes of temperature, hunger, dan-
ger, or infection. As Bruce McEwen® notes, the body’s response to a stress-inducing
challenge is twofold: turning on an allostatic response that introduces a complex cas-
cade of stress hormones into the body and then shutting off this response when the
threat has receded. When the allostatic system is not completely deactivated, however,
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the body experiences overexposure to stress hormones. Long periods of overexposure
result in “allostatic load,” which can cause wear and tear on the cardiovascular, meta-
bolic, and immune systems.

Allostatic load may result from exposure to a series of acute stressors (e.g., job
loss, eviction, or the death of a loved one) or from long-term exposure to chronic
stress (e.g., that associated with social stigma or persistent economic adversity). Black
residents of high-poverty urban areas are subjected to environmental and psychosocial
stressors, both acute and chronic, beginning in utero. As they move through young and
middle adulthood, urban African Americans suffer many health-harmful burdens that
persist, accumulate, and interact with one another to exacerbate weathering and incre-
ase allostatic load. Examples include persistent material hardship; repeated exposure
to environmental hazards and ambient or social stressors in residential and work envi-
ronments; high psychosocial stress and high-effort coping that increase in young to
middle adulthood as family leadership roles are assumed and obligations expand and
compete; pressure to adopt unhealthy behaviors as a means to cope with growing
stress, uncertainty, or persistent material hardship; early development of chronic con-
ditions and the practical, financial, and emotional difficulties associated with these;
lack of medical services or differential treatment by health care providers; and feelings
of stigma, frustration, or anger at racial injustice.

Over the life course, weathering and allostatic load can cause the allostatic sys-
tems to wear out or become exhausted, leading to cardiovascular disease, obesity,
diabetes, increased susceptibility to infection, and accelerated aging. African Americans
suffer from these stress-related conditions at greater rates, at earlier ages, and with a
higher probability of early death than do whites. They are prominent contributors to
racial health inequality.

Individuals can make changes in their lives to mitigate weathering and reduce
allostatic load, but only to a small degree. The weathering model suggests that behav-
iors such as smoking, poor diet, and sedentary lifestyle may be secondary to the
constraints or stresses of everyday life or may interact with allostatic load to produce
adverse health outcomes. Significant changes in the social, political, and physical
environments are required to substantially reduce or eliminate weathering and allo-
static load in the black population.

IMPLICATIONS FOR PUBLIC POLICY

New public health and social policy discussions must embrace the dynamic relationship
between population health and the needs of family economies and caregiving systems in
high-poverty African American communities. Weathering and the pervasive health
uncertainty it implies have local social consequences as they enlarge the scope of care-
giving needs while simultaneously depleting the pool of caregivers and economic
providers. Analysts’ casual disregard of the responsiveness of such local institutions as
kin networks and their critical function in promoting health and well-being creates racial
barriers between public health professionals and those with indigenous knowledge.
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Policies that are likely to fragment or impose new obligations on already overbur-
dened networks, that disregard the local cadence of life-course demands or norms of
care across and within generations, or that rely on or legitimize demeaning stereotypes
will increase allostatic load for the urban poor and, ultimately, further imperil their
health.>® Policies that are informed by uncritical acceptance of developmentalism,
economism, and the American creed are likely to have such impacts. In this section,
we show that the policy discourse concerning black health outcomes is steeped in
dominant ideological perspectives that valorize existing social inequalities and under-
mine recognition of social and cultural strengths in black communities.

The government’s insistence on the value of low-paying work, regardless of social
context, is an example of the harmful effects of these racialized ideologies on black
communities. Policymakers tend to perceive unemployed young and middle-aged
adults as socially atomized individuals rather than active participants in family econo-
mies and caregiving systems strained by persistent poverty and pervasive health
uncertainty. Whether unemployment is viewed as malingering or as resulting from
labor-market discrimination, the perceived remedies revolve around getting the unem-
ployed working, with little concern for ripple effects through kin networks or the
impact of increased stress on the health of these “working-age” adults.

According to our analysis, low rates of labor force participation in high-poverty,
urban, African American communities represent a combination of structural barriers
to employment,® high rates of health-induced disability,® and collective strategies for
seeing to the considerable caregiving needs of multigenerational kin networks.*!:58.85.86
In the context of black communities, where death and infirmity are erratically scat-
tered across the life span, men and women cannot easily maintain secure positions in
the work force. Bound, Schoenbaum, and Waidmann® found that health differences
between blacks and whites can account for most of the racial gap in labor force attach-
ment for men. They found that black women would be substantially more likely
to work than white women were it not for the marked health differences. In subsequent
work, Bound et al.?” document that working people with health limitations typically
earn between 20 percent and 40 percent less than people without such limitations.
Finally, they found that health disparities can account for a significant part of the
higher participation rates in public assistance programs among blacks (and Native
Americans) relative to whites.

Additionally, practical challenges for members of family or social networks who
care for the disabled can undermine their efforts to fulfill competing obligations to
family and work. In these circumstances, multigenerational families may divide kin
network responsibilities among young and middle-aged adults so that some contribute
economically by participating in the work force, whereas others focus their energies
on the caregiving and other domestic needs of the extended family.*

Indeed, a pervasive theme in recent research on welfare reform is that most recipi-
ents of welfare assistance share the dominant cultural belief in the dignity of paid work
but that the jobs available to them both fail to improve their economic situation and put
great strains on their ability to fulfill responsibilities for their extended families.®
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A general conclusion of recent research is that welfare policy requiring poor people to
get paid jobs does little to ease poverty. Meanwhile, Sharon Hicks-Bartlett®® shows
that African Americans in poor communities are so interdependent that when one per-
son gets full-time employment, a cascade of social problems for others may be set
in motion. Katherine Newman® observes that, given the general level of poverty in
Harlem, it is hard for those not on welfare to hold jobs or go to school unless some
family members stay on the welfare rolls. Ariel Kalil and her colleagues® describe
how requiring young black mothers to take paying jobs puts new strains on their rela-
tionships with family members and the fathers of their children, consistent with
findings of earlier researchers.3®41.85.91-93

Another example is the policy pressure for marital childbearing, which is the logi-
cal extension of developmentalism and its ties to the nuclear family ideal. Through
these lenses, policy advocates see unmarried mothers as lone mothers rather than as
participants in kin networks. They focus on policy remedies that encourage marital
childbearing or at least paternity support, unaware that such remedies are meager at
best or that they undermine complex systems for caregiving and economic provision
worked out through kin networks, not nuclear families. Even some who recognize the
functional, economic importance of kin network participation often interpret tight
social networks as ones that restrain people in poor African American communities.
They selectively highlight Carol Stack’s® original observation that participation in
these networks can make it hard for individuals or married couples to make and save
money or get ahead financially as nuclear households. Overshadowed by the concern
over nonmarital childbearing, the importance to health and well-being of caregiving,
risk pooling, or the transmission of shared values is missed. Few people in positions to
inform or make public policy see these positive contributions of black norms and
social bonds.

Yet Tom DeLeire and Ariel Kalil** found critical exceptions to the shibboleth that
children raised in married families fare better than others do. Although teens in single-
parent, divorced, widowed, and stepfamilies were disadvantaged, teens with divorced
mothers in multigenerational families fared no differently from those in married
families. Moreover, youth living with their never-married mothers in multigenerational
households—most often black teens whose young mothers had low education and
income—had social and academic outcomes that were better than those in married
families. These positive child outcomes are consistent with our thesis that nonmarital
childbearing as part of an extended kin network is adaptive in this population.

A third example is fertility timing. Public policy to prevent teen childbearing was
both prompted and legitimated by ideas embedded in racialized perspectives of devel-
opmentalism and economism. Through the prism of developmentalism, teen mothers
are perceived to be lone and immature adolescents rather than young adult members of
multigenerational kin networks. They are judged as individuals who made wrong
choices with grave personal and social consequences. An additional presumption is
that simply postponing childbirth until they are past their teen years would allow them
to be better mothers and to accumulate sufficient “human capital” to be successful in
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the labor market. Although its scientific basis is open to question, this view has gath-
ered great political momentum. It has served as a basis for important policies, including
key aspects of national welfare policy.®

Despite dramatic reductions in U.S. rates of teen childbearing over the past fifty
years, teen childbearing continues to occur disproportionately among low-income
African Americans. Indeed, in such high-poverty, urban, African American popula-
tions as Detroit, Watts, or Chicago’s South Side, the modal age for first childbirth is in
the teenage years.®® According to our analysis, this is because early fertility remains
in sync with the needs of local family economies and caregiving systems in high-
poverty black communities. Weathering challenges, even threatens, family economies
and caregiving systems as it increases the probability of widowhood or orphanhood and
prolonged disability.*s These risks and their adverse effects are reduced when child-
bearing occurs early and child rearing is seen as the obligation of a multigenerational
kin network rather than of a biological nuclear family.

Children may fare best if their birth and preschool years coincide with their mother’s
peak health and access to social and practical support provided by relatively healthy
kin. This period occurs at a younger age for African American than for white women.
In fact, 1990 infant mortality rates for teen mothers in Harlem were half those for older
mothers, even though the preponderance of “older” first-time mothers in Harlem were
only in their twenties.! Nor do empirical findings related to child development and
school achievement provide consistent endorsement for the political viewpoint that teen
childbearing harms children. Moore et al.,% for example, found that in their national
sample of four- to fourteen-year-olds, black children whose mothers were eighteen or
nineteen at their birth performed better in reading and math than those whose mothers
were in their early twenties. Geronimus, Korenman, and Hillemeier®” studied the per-
formance of preschool and elementary school age children of a national sample of
sisters who experienced their first births at different ages. They found evidence that
children of teenage mothers in high-poverty black populations fare as well as or better
than children of older mothers on standard measures of socioemotional development,
cognitive development, and school performance. Although these findings on infant
health and child development are consistent with others in a methodologically diverse
literature that spans two decades,®-1% few in the broader public seem aware of them,
nor have such findings informed interventions to reduce the black-white gap in infant
mortality or to improve the school performance or well-being of urban black children.®
In contrast to the dominant view, qualitative evidence from ethnographies and in-depth
interviews suggests that African American residents of high-poverty urban areas have
socially situated knowledge of the benefits to child and family health and well-being of
early childbearing, child rearing in multigenerational families, and parental respite from
the labor force!® 332418107 The mismatch between indigenous and authoritative know-
ledge has made low-income African Americans appear lazy, unable to take personal
responsibility, and impervious to sex education and family planning measures, as their
rates of unemployment and nonmarital or teen childbearing continue to be what the
larger public views as alarming. This alarmist interpretation has fueled public contempt
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for teen or nonmarital childbearing, including resentment of teen mothers, new theories
that question the morality of residents of urban black communities, and new, more
punitive ideas about how to solve the “problem that hasn’t gone away.”

Following developmentalist logic, policymakers discredit black elders in high-
poverty urban communities as good parents because of their seeming failure at their
supervisory function. Policymakers feel entitled to act in loco parentis to entire commu-
nities, in effect discrediting adults in these communities while meting out paternalistic
and punitive policies aimed to encourage urban youth to toe the line. The dominant
reaction against unmarried parents, teenage mothers, or the unemployed has introduced
new and highly publicized sources of stigma for young parents, their children, and their
elders.

Such stigma can contribute to weathering. The resulting policies and programs
effect perturbations in their protective networks, with the potential to inflict further
health harm on African Americans. This developmentalist consensus has been effec-
tively used to undercut support for social safety nets and other antipoverty programs.1%
The Family Support Act of 1988 and the 1996 Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA) placed barriers, even barricades, in the
way of urban teen mothers who hoped to pursue educational or career opportunities.
Bush administration proposals to reauthorize PRWORA’s time limits, while increasing
the number of hours mothers on welfare are required to work and expending resources
on promarriage policies and increased abstinence programs, would exacerbate this
trend in the wrong direction. But these approaches are the logical results of uncritical
acceptance of developmentalism, economism, and the creed.

Our analysis also has implications for policy interventions that are perceived as
“structural.” So-called structural interventions usually do not challenge the boundaries
of larger political-economic-spatial structures, and they tend to ignore fundamental
issues of racial identity and black marginalization. One example is the focus of many
progressives on increasing the minimum wage. Arguments for and against increasing
the minimum wage are usually debated in social management terms. The main dispute
in the scholarly economic literature is whether increasing the minimum wage would
reduce poverty and encourage workers to enter the market or whether it would inad-
vertently increase unemployment among the very groups it intends to help.10%110
This debate is technical and inconclusive. What is of interest here are the contours of
the debate. It is framed in the economistic and utilitarian terms of whether raising the
minimum wage would help more people than it harms in terms of income.'™ The debate
over the minimum wage, however, is just as much a collective moral and political
debate over the kind of society that the United States should be. That is, should emp-
loyment policy be guided by an overarching goal of achieving a more economically
and racially equal society? Is it morally and socially acceptable if most blacks are not
trained to occupy high-end service jobs and blacks’ labor is allowed to become obso-
lete in the face of globalization? The prevalent economistic orientation of most
structuralist approaches leaves them unable to address the bedrock issue of whites’
lack of emotional attachment to blacks. Being a racial minority in a racially hostile
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majoritarian democracy, blacks are left without political safeguards in the midst of a
potentially devastating economic transformation.

Another example is the widespread perception that universal health insurance will
go a long way toward eliminating health disparities. Leading political advocates
still portray universal health insurance as a rallying cry for all uninsured persons.!'?
Blacks are more skeptical as health insurance proposals for the most part do not
address fundamental health problems in black communities that are connected to racial
subordination. Leading proposals for universal health insurance continue to ration
health care according to ability to pay, thus providing incentives to health practitioners
and insurers to discriminate against low-income blacks.*® Moreover, few health care
providers locate their practices in central cities. In fact, Fossett and Perloff et al 14115
suggest that access to care in high-poverty urban areas is constrained more by the lack
of accessible physicians than by the lack of insurance. Thus, although white policy
advocates view universal health insurance proposals as a call for major structural
change, for blacks they represent a minimum ameliorative policy that leaves basic
structures of racial subordination intact.

Another example is the call for housing vouchers and other programs that enable
some African Americans to move out of urban ghettos. The premise underlying such
programs is that if individual black families are freed of the environmental hazards,
ambient stressors, and social and economic constraints imposed by life in racially seg-
regated ghettos, they will find more opportunities to invest in their human capital, find
jobs, and avoid stress. Several researchers have examined the relationship between
residential segregation and health outcomes and found evidence that segregation is a
factor above and beyond the effects of poverty or individual demographic characteris-
tics. 16118 Among African Americans, segregation is also positively associated with
increased rates of all-cause mortality,® 2 chronic conditions such as cardiovascular
disease,'® and infectious diseases such as tuberculosis.’?? Current efforts to move
ghetto residents into more affluent areas are small and politically fragile, however, as
discussed in other chapters in this volume (see Chapters Four and Seven).

All of these examples imply that understanding what factors shape public senti-
ment on race and how they might be influenced are critical public health and social
policy objectives. Embedded racial biases reinforce the urban ghettoization that lim-
its access to municipal services, health care, healthy environments, and educational
and employment opportunities.t?*-12 They support discriminatory hiring practices® and
reduce the availability of welfare and other social insurance benefits.??® Racialized
ideologies not only affect clinical judgments to the detriment of black patients!?"128
and fuel black distrust of health care professionals and public health initiatives?® 1%
but also weaken public support for initiatives to improve the health of poor black (and
other minority) populations by framing their problems as self-inflicted. This view
leaves unexamined industries’ willingness to target marginal communities for environ-
mental hazards or unhealthy consumer products,’®3 and it creates a mismatch
between dominant cultural expectations for acting “responsibly” and family or local
community needs.% % These conditions induce race-related stress that causes wear and
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tear on the cardiovascular, metabolic, and immune systems, fueling the development
or progression of disease. Without neutralizing pervasive racial prejudices embedded
in dominant ideologies, sustaining health-enhancing political successes will be diffi-
cult, and the biological potential of African Americans to lead long healthy lives will
continue to be subverted.

BUILDING A MOVEMENT FOR POLICY REFORM

We agree with analysts who argue that a broad social movement is needed to enact sig-
nificant health reforms.**®® It is far from clear how to construct such a movement,
however.*** No doubt, numerous scholars will disagree with our support for consider-
ations of racial difference. One familiar critique has been that emphasizing racial (and
other) differences leads to divisive and counterproductive identity movements.t¥
Critics have argued that movements for community empowerment and demands for
the recognition of racial difference are largely discursive and that they have displaced
a focus on structural economic inequalities that are at the heart of problems in margin-
alized communities.

These critics seem discomforted and frustrated by advocacy for greater community
empowerment and racial representation. Such advocacy is, indeed, often polarizing, and
it may divert attention and resources away from efforts to unify movements of low-
income groups against powerful economic and political elites. However, these critiques
seem to ignore the seriousness of problems motivating black and other identity advo-
cates in the first place. Black advocates argue that white-led organizations—such as the
Democratic Party and labor unions—continue to promote policies that, however salu-
tary for whites, seem unjust and of marginal benefit for blacks, Latinos, and others.

Critics of identity movements make the economistic assumption that poor whites
and blacks share common grievances that white leaders of broad-based organizations
understand and capably represent. Black struggles, however, are only partially about
class issues and are not just a misdirected expression of class grievances. The essence
of blacks’ race struggle is not against white elites; it is directed against the racism—
intentional or institutional —that nonelite and elite whites share.**® A proper analogy to
today’s race relations between blacks and whites is not the relationship between slave
and slave owner or laborer and employer; it is more like the relationship between an
overburdened and angry wife and an abusive and cheating husband. Just as conservative
cries for women to strengthen families by rallying behind their husbands seem counter-
productive to abused spouses, calls from politicians for a “dampening of sentiments
based on group identity”*%" are likely to seem self-serving and undermining to blacks
and other marginalized groups. As women’s advocates do not place much confidence in
movements for family unity that do not address spouse abuse, black advocates are
intensely resistant to movements that emphasize moderation in racial advocacy for the
sake of cross-racial unity.

Black activists have long recognized the potential benefits of solidarity with non-
elite whites and the limits to blacks’ capacity to address major social problems on
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their own. This is why black advocates bother to engage in racial criticism rather than
turn entirely inward. Yet interracial solidarity is only a potential, and a long-awaited
one at that. Whites’ willingness to accommodate racial difference signals a stronger
commitment to building interracial solidarity than appeals for blacks to join interracial
coalitions based on short-term economic interests. Black advocates have long and
unsuccessfully appealed to whites to acknowledge and legitimize struggle against racial
subordination rather than merely asking blacks to join what are essentially white-inter-
est-based, interracial, economic coalitions. The surest means of reducing divisiveness
within movements is to provide marginalized groups with a sense that their well-being
is safeguarded by other groups.!®

The Politics of Building Solidarity

The American creed, we have argued, is based on belief in the essential fairness of cur-
rent economic and political arrangements in American society. The creed relegates
black experiences, demands, and criticisms to the periphery of politics and actually
cultivates racial prejudice by blaming black poverty on a lack of personal responsibil-
ity. Although American pluralism is tolerant of diversity in certain private moralities
such as religious faith, it is fundamentalist with regard to the basic legitimacy of politi-
cal and economic structures. For example, many blacks have argued to no avail that
the definition and enforcement of inheritance laws and property rights have legiti-
mized ill-gotten wealth from slavery and Jim Crow, while simultaneously perpetuating
a false explanation for black economic inequality.*® Blacks’ formal right of dissent
has little practical value in challenging such government-, corporate-, and mass media—
backed social structures. The economistic view undergirds this kind of shallow
pluralism, in which individuals and groups compete for audiences and resources within
the context of unquestioned government rules and affirmative ontological boundaries.
Economism discourages reforming these rules and boundaries, and in so doing, it
reduces interracial trust and the potential for cross-racial political solidarity.

Just as alternative explanations for black health problems are precluded in dominant
research paradigms and just as alternative perspectives on American society are margin-
alized by belief in the American dream, alternatives for building a movement around
public health issues are possible. Rather than accepting rules governing participation
and struggling for a redistribution of goods and services within these limits, an alterna-
tive is to build a movement for democracy that contests the boundaries of political debate
and the rules determining which groups get to participate in the political arena.

A political argument for accepting the procedural status quo is that there is little
broad political support for revamping existing rules governing political participation
and rethinking conventional policy paradigms, particularly within the white middle
class. Radical demands attract narrow political constituencies, and even if they are
intensely mobilized, such movements have little hope of passing legislation. Black
health advocates are, therefore, encouraged to tailor their demands to what is accept-
able to the white middle class and to reforms that will be taken seriously. This kind of
pragmatic realism is politically shortsighted. It has produced ineffective policy and
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maintained racial tensions in the ghetto, handled by an ever-expanding criminal justice
system. Framing health problems within the boundaries of traditional political and
policy discourse is likely to lose the mobilizing energies of black activists. In addition,
a victory using such an approach will likely leave blacks’ particularly severe commu-
nity health problems unaddressed.

Bringing about fundamental policy reform requires imagining (within the realm
of the possible) a movement for democracy that is both broadly appealing and intense.
We will approach this task in two steps. First, we will discuss what it means to chal-
lenge the everyday understanding of black poverty and community participation so
that more whites may come to believe that there are valid reasons for sharp racial dis-
sent within society. We think this is an important step both in reducing white resentment
of black criticism and in redefining the social problems that government must solve.
Then we will propose changing the rules governing electoral participation as a possi-
ble approach for a democracy-oriented movement for health reform.

Akey aspect of racial difference is that blacks tend to have a much broader view of
the legitimate bounds of political reform than whites do. Blacks see their health prob-
lems as rooted in the economy;, in racial segregation, in a racist political culture, and in
black political powerlessness. From this point of view, healthy black communities
would require fundamentally restructured housing and environmental conditions, good
jobs, political reform, and preceding all of this, major changes in racial discourse.

Although the black perspective poses strategies and demands that are far removed
from mainstream white opinion, there are political advantages to taking such a broad
view. One is that it is highly motivating for many blacks; it connects with their sense
of justice, history, and deeply felt aspirations in a way that a narrow economistic fram-
ing of black health problems does not. It also brings the power of intense protest, a
power that, for example, the Clinton health initiative sorely lacked. Protest is a part of
deepening pluralism—making it more inclusive of marginalized groups. Despite the
discomfort it may cause, it encourages social learning and moral repositioning by
groups unfamiliar with radically different perspectives on U.S. history and public
policies. In so doing, it opens up political space for broader reform. Such space is
desperately needed.

We believe that a logical and promising strategy for building a movement for pro-
gressive health reform would be to change the rules governing political participation
to include groups likely to support radical health reforms. For example, both immi-
grants and citizen slum dwellers are frequently discounted in political calculations
because most immigrants cannot vote and many slum dwellers are former felons who
also cannot vote. Because immigrants tend to be poor and live in neighborhoods with
native poor people, these areas lose voting power in relation to wealthy areas having
fewer immigrants. In short, immigrant disenfranchisement weakens the capacity of the
native-born poor to secure support for their schools and neighborhoods in state and
local budget contests. The immigrant vote could aid low-income citizens in poor com-
munities to win funding needed for health and social services. Although enfranchising
immigrants may seem like an impossibility in the present political climate, it may
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become more attractive as their numbers continue to swell and as municipal leaders
consider the implications of having huge numbers of poor city residents with no repre-
sentation in the political process.

A second means of expanding suffrage would be to extend the vote to ex-felons.
An estimated 3.9 million formerly incarcerated U.S. citizens are disfranchised, includ-
ing 1 million who have fully completed their sentences. The large scale of felony
disfranchisement among the black population is mainly the result of state drug laws
and harsh sentencing policies that have been disproportionately imposed on blacks.
About 1.4 million African American men are disfranchised. In Alabama and Florida,
more than 30 percent of African American men are permanently disfranchised. In
Mississippi and Virginia, one in four black men is permanently disfranchised.#

This restricted franchise implies that democracy is a privilege awarded to noble
citizens who respect moderation and consensus. Ironically, this view of democracy
excludes those who need the power of representation the most, and it disarms democ-
racy as a means of ameliorating potentially explosive social conflicts. If not through
political participation, how will excluded groups identify themselves or be identified
as part of their communities? This question becomes pointed and poignant when
applied to specific health problems, such as HIV/AIDS, that are increasingly concen-
trated!?® among those excluded from political participation. How can communities
work cooperatively with ex-felons and immigrants to generate greater awareness and
public support for combating HIV/AIDS when they cannot participate in local politics?
History has shown that extending voting rights to blacks, for example, was crucial for
strengthening other movements of marginalized groups, as well as the responsiveness
of political structures to poverty and discrimination. Adopting progressive social poli-
cies to eliminate the political exclusion of immigrant noncitizen taxpayers and
ex-felons could have similarly beneficial impacts today.

Working within the constraints of the American creed has fueled intolerance
between these mainstream and marginalized groups. Black demands are increasingly
viewed as unjust to many low-income and middle-class whites, for example.** How
did that happen? When black civil rights advocates moved from demands affecting
southern whites to demands affecting northern white liberals, such as school desegre-
gation and full employment, they lost much of their white liberal support. Rather than
engage in contentious political argument with their liberal white allies, frustrated civil
rights groups and black political leaders settled for partial concessions, such as affir-
mative action, as a pragmatic accommodation to white mainstream opinion.** Because
these programs provided limited help for the black poor, however, black organizations
lost much of their black grassroots support, intensity, and mobilization capacity. In
their weakened state, black civil rights advocates were unable to successfully challenge
the conservative movement that attacked even minimal affirmative action programs as
discriminatory against whites. As a consequence, black leaders today are faced with a
demobilized black public still saddled with the problems of slums and a more hostile
white public. Their defense of even the minimal compensatory reforms they settled for
in the past are now denounced by some white liberals as divisive and morally repugnant.



148 Racial Inequality in Health

By agreeing to a shallow pluralist approach rather than sticking with their broadly
framed, more contentious agenda, black advocates now find themselves in a much
weaker position.”

After decades of avoiding the central problem of ideological and political disputes
over the nature of black poverty in favor of narrowly framed ameliorative programs,
we have seen some clear results in public health. Dramatic improvements in black
health outcomes that became evident during the late 1960s'* are now stalled. The
absence of vigorous contestation of the defamation of black ghetto communities has
resulted in increasing vilification, making even ameliorative interventions stingier.

We have argued that public health failures to date stem, in part, from ideologically
driven and poorly informed policy discussion about the lives of the African American
poor. Given the context in which they find themselves, to accept the values or roles of
economistic individuals would be self-defeating for many African Americans. The rub
is that, increasingly, public policy is uncharitable to those who do not accept econ-
omistic values or roles. This creates a disconnect between larger societal expectations,
policies, programs, or laws on the one hand and family or local community needs on
the other. This disconnect feeds health-threatening stigmas against urban African
Americans and intensifies their material hardship by leading to policies, programs, and
laws that undermine the work of social and kin networks. As we have shown, these
approaches leave poor black urbanites with fewer resources to meet increasing needs
while also undermining their efforts to provide social support, identity affirmation, or
pool economic risk to avert the worst consequences of material hardship.#25%14 All of
this has the potential to increase allostatic load and exacerbate weathering, leading to
chronic or infectious disease, comorbidity, and death.

With a fundamentally new type of policy discussion, not only within the public
health community but also within the broader social welfare and antipoverty policy
communities, we can lift the veil over taken-for-granted cultural processes that shape
policies and programs in ways that harm African Americans.'*® Without a new type of
policy discussion that questions rules of exclusion and raises unpopular racial criti-
cisms, we have little hope of generating the power, intensity, or deep interracial
solidarity needed to produce fundamental health reform.

Thus, black health analysts and advocates today confront a choice similar to that
faced by black social advocates in the mid- to late-twentieth century. Should they pur-
sue an incremental, shallowly pluralist approach that will be more popular and more
easily winnable within the confines of existing white middle-class opinion? Or should
they encourage substantive reform and intense political and policy debate, engaging in
the risky work on the edges of our weakly pluralist democracy?

SUMMARY

In this chapter, we show that prevailing have negative health effects on African
ideological viewpoints on black health American communities. Second, we show
misinterpret black behavior, and that that public policies and practices ref-
dominant racial ideologies themselves lecting prevailing ideological viewpoints



harm African American communities.
Together, these ideologies and policies
undermine black health by adversely
affecting the immune, metabolic, and car-
diovascular systems, fueling the deve-
lopment or progression of infectious and
chronic diseases. Third, we argue that
health reform pursued within the same
prevailing ideological viewpoints that
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misinterpret black health problems have
limited effectiveness. We argue for cul-
turally appropriate public policies that
value African American social pers-
pectives and coping mechanisms. We
suggest that substantive health reform is
best pursued through a democratic move-
ment that challenges dominant ideological
commitments.

1. What are some of the reasons that black adults have higher mortality rates than

whites?

2. Define the three racialized ideologies that the authors describe:
developmentalism, economism, and the American creed. Explain how these
ideologies influence the risk of specific diseases and health conditions.

3. What does the concept of “weathering” refer to as it affects the health of
African Americans? How does it affect individual health and intergenerational

susceptibility to poor health?

4. What are the implications of weathering for the development of health-
promoting public policies? What kinds of policy interventions might reduce

weathering?
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LEARNING OBJECTIVES

Describe the multiple pathways through which housing and health are related in
the case of the foreclosure of housing.

Defineseveral explanatory model s, including theepi demiol ogical model , thesocial-
ecological model, and the more specific housing niche model.
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Evaluate the authors choice of methods for studying connections between
foreclosure and health and suggest other methods that would add different kinds of
knowledge.

Explain theimplications for health interventions related to the foreclosure crisisin
at least three levels.

HOUSING AND HEALTH: WHAT'S THE CONNECTION?

The history of public health is replete with concern about the quality and availability
of adequate housing, especialy in cities where working class and poor neighborhoods
were filled with dilapidated, crowded, and unsanitary housing.® Indoor plumbing,
proper ventilation, occupancy codes, lead paint regulations, and standards for heating
and cooling are but afew examples of the important housing improvements motivated
by threatsto health and public health activism.*= Concerns about the negative effect of
poor housing on health remain.’* Substandard housing still exists aswell as homeless-
ness. Both are associated with exposure to infectious diseases via pests, unsanitary
conditions, crowding, and in the case of homeless people, lack of housing at all or
crowded temporary shelters. Dampness, cold, and mold, as well as pests, are related
to chronic diseases. Homes also can be the sites for exposure to stored toxins, lead,
and other dangerous chemicals. Home accidents are frequent and related to design fea-
tures, appliances, and maintenance. Numerous housing conditions from crowding
through dampness have been associated with negative mental health effects.>® All
of the health effects of housing just described have been uncovered through epidemio-
logical analysesthat trace exposuresto a health hazard to disease outcomes. Given this
epidemiological paradigm, there is very little reason for public health experts to have
been interested in the relationship between foreclosure and health.

We became involved with the issue of foreclosure as a result of our work on the
consequences of homeownership for low- and moderate-income households.® Even
though Saegert has written about the relationship between health and housing,” health
was not initially a focus of the research reported in this chapter. Rather, our national
survey of 759 low- and moderate-income homeowners had revealed substantial satis-
faction and benefits associated with homeownership but also vulnerability to financial
difficulty over time. Those homeowners who contacted a nonprofit homeownership
counselor were able to find their way out of their difficulty, but those who failed to do
so more often fell into mortgage delinquency and were fearful of foreclosure.

As aresult of that finding, we worked with a group of national and local housing
and financial institutions to craft a study that would help us understand the motivators,
facilitators, and barriers to seeking help with mortgage delinquency. The research
began in the spring and summer of 2006 before the mortgage foreclosure crisisin the
United States dominated newspaper headlines. However, early warning signs were
evident in the form of homeownership preservation initiatives and working groups on
foreclosure at community development organizations and efforts by states to pass
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antipredatory lending laws. The close interrel ationship between health and foreclosure
only became apparent as we began to talk to homeowners in danger of foreclosure.

The paradigms employed by researchers, financial agents, and policymakers to
explain, prevent, or study the consegquences of foreclosure also do not recognize a con-
nection to health. In 2008, U.S. mortgage delinquencies and foreclosures were at an
all-time high and do not show signs of slowing. In May 2008, U.S. foreclosure filings
set arecord with one in every 483 households entering foreclosure. Thisis a 48 per-
cent increase since May of 2007 and a 7 percent increase from the previous month.®
Although stakeholders take varying positions in their assessments of the causes and
solutions to this problem, popular media accounts emphasize the role of the subprime
mortgage market and the targeting of less informed consumers for bad loans and irre-
sponsible borrower behavior as causes. As evidenced by the 2008 multibillion-dollar
bailout of the investment firm Bear Stearns, government intervention has been on the
side of industry. Homeowners, particularly those with low and moderate incomes are
left to grapple with rising costs of food and other necessities, increased responsibility
for health care costs, stagnant wages, and rising unemployment. The stress alone could
make one sick. But health and illness remain absent from most discussions of the U.S.
foreclosure crisis.

The framing of the foreclosure problem around the flow of capital on the one hand
and individual homebuyer’s decisions on the other reflects the dominance of the disci-
pline of economics in housing studies and policy. Policymakers accept that some
buyersin any market will make bad decisions and suffer losses. The problem of hous-
ing foreclosures became a matter for intervention only when the stability of major
financial ingtitutions and the flow of capital into the economy started to be threatened.
In analyzing the causes of foreclosure, housing specialists have applied an economic
analysis based on rational choice theory that emphasizes the calculated trade-offs
between risk of financial loss and chance of gain.® Even within this framework, analy-
ses of predatory lending practices that lure low-income buyers with low short-term
adjustable interest rates while hiding the long-term costs are often absent. Health prob-
lems are typically viewed as one cause of lost income referred to as a “trigger event.”
Health consequences of foreclosure are not discussed but would be considered as part
of the potential cost calculations the homebuyer should have made within the rational
choice model. The potential for stress from financial obligations or threat of foreclo-
sure, as well as lack of money for medical care, food, and other necessities, should
figureinto the buying decision in thefirst place. Or when these costs become apparent,
the homebuyer should sell or possibly default and go into foreclosure; both actions
have the potential for negative personal conseguences for homeowners but are rational
from an economic perspective.

In this chapter, we use the social-ecological model (see aso Chapter Four in this
volume) to explore the role of health as both a cause of foreclosure and a consequence.
We begin by examining the disciplinary paradigms that had prevented either health or
housing research from making these connections. In the rest of the paper, we discuss
(a) the social-ecologica model that allows a more complex analysis of the relationship
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of housing and health; (b) the multiple methodologies implied by the nature of the
relationship; (c) how our findings from fourteen focus groups of low- and moderate-
income homeowners threatened with foreclosure led us to a concern for the health
aspects of foreclosure; (d) interpretive frameworks appropriate to the findings; and (€)
implications for interventions at multiple levels. We draw on Link and Phelan’s con-
cepts of “contextualizing risk factors’ and “fundamental causes’* to understand how
both mortgage foreclosure and poor health in the United States fall most heavily on
minority (especially African American) populations, lower income households, and
other more vulnerable groups. We look beyond health care costs and discuss the con-
seguences of lost income, mental and physical health as both cause and consegquence
of foreclosure, homeownership and ontological security, and social networks and the
sharing of vulnerability to health risk. Understanding the nuances of these connections
is an essential step in locating windows of opportunity for policy interventions. Our
conclusions reconsider therole of socia policy asadeterminant of health and as apos-
sible route of intervention for the U.S. foreclosure crisis.

THE SOCIAL ECOLOGY OF FORECLOSURE

We believe that foreclosure is a particularly useful context for examining the relation-
ship between housing and health. The processes of purchasing a home, falling behind
on one's mortgage, and eventually losing a home present an opportunity to look at
health and housing in a social-ecological context and examine the social policies and
processes that are part of these events. Looking at health and housing through the lens
of foreclosure also deepens our understanding of the risks and benefits of homeowner-
ship. This is particularly important in the United States where homeownership is
popularly conceived of asthe American dream and from a policy standpoint believed
to be the solution to multiple problems facing poor communities. Also, across nations,
there appear to be spatial patterns of foreclosure concentration along lines of race,
class, and local economic conditions. This leads us to further believe that the U.S.
foreclosure crisis, absent strong state intervention on behalf of homeowners, may
exacerbate already existing racial/ethnic and income-based health disparities.

Health and Housing in Context

Sometimes called the “new” public health, a social-ecologica approach views “envi-
ronment” broadly defined as a central determinant of health and thus a focal point for
interventions aimed at promoting health and health equity. Social policies emerge as
widely influential and potentially cost-effective strategies for promoting health com-
pared to individualized interventions focused on specific risk factors. I dentifying social
policy reforms that can positively influence upstream determinants of health is an
essential challenge within this approach. In this chapter, we aim to meet this challenge
by using the social-ecological framework to look at theroles of social policy in shaping
experiences of illness, mortgage delinquency, and foreclosure in the United States.
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Link and Phelan'® emphasize the role of upstream determinants of health and
argue for public health research focused on socia conditions as fundamental causes of
disease. They criticize the amost exclusive focus of many public health interventions
on proximal causes such as behavior or individual characteristics because, they claim,
even when a particular proximal cause is eliminated, the underlying social conditions
that led particular people to be exposed to it will manifest themselvesin new but simi-
larly unequal ways. Thus, effective policiesto improve population health must address
the role of social conditions, which they broadly define as “factors that involve a per-
son's relationship to other people” (p. 81). To do this effectively, policymakers need
research that helps them understand how people are put “at risk for risk.”

The context for understanding housing and health includes the physical properties
of homes, their function as settings for social life, and the markets that distribute them.
Housing al so fixes peoplein particular neighborhoods, communities, states, and regions,
which al have implications for access to opportunities and resources. The fact that the
same populations experience more housing and foreclosure problems and poorer health
leads us to look farther upstream for even more fundamental social conditions that
distribute both. Theseincludeindividual characteristicslike age, education, and employ-
ment that affect social and economic relationships; group qualities like social capital,
neighborhood, and poverty; aswell as macrosocia determinants such as social and eco-
nomic policies and practices and racism (e.g., targeting predatory lending to African
American communities).

Saegert and Evans’ introduced the concept of housing niches to describe the way
that multilevel social processes channel people with particular financial, social, and
human assets (including health) into particular locations and housing stocks. The loca
tion of ahousehold in aparticular housing niche isthe consequence of personal choice,
actions, knowledge, and socia structures and policies that differentially distribute
assets. These include racism, class reproduction, market functioning, and public poli-
cies. Once a household is in a particular niche, the exposures to hazards, socia and
economic conditions, and opportunities within aparticular housing unit and area affect
the health of the household and members' ability to accumulate assets. The health and
asset accumulation of the generation that first occupies a housing niche affect the
health and asset bundle of the next generation.”

The main contribution of the niche model isto place the usual focus on proximal
causes of poor health (lifestyle etc.) and foreclosure (reckless taking on of debt) in the
larger context of the factors that contribute to class, race, and other differences in
the probahility of these behaviors and to ook for policy and institutional causes of the
problem, not just individual behaviors or exposures. Using the rise of subprime bor-
rowing to explain race and income-based differences in foreclosure is analogous to
cultural behavioral explanations of health disparities. This logic emphasizes blaming
the poor judgment or profligate lifestyle of individuals for the bad consequences that
befall them, whether it be poor health or foreclosure. In contrast, proponents of the
niche model as well as some public health scholars have argued that it is necessary to
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examine the socia structural conditions that provide incentives for such behavior and
block access to opportunities that would promote more positive outcomes,!® %12
Distributions of individual-level risk factors for disease, such as smoking, diet, and
exercise, and their relationship to disparities fall into this model. Regarding foreclo-
sures, borrowers' bad credit is seen as a preexisting condition related to individual
spending, saving, and earning habits. In thislight, the subprimeindustry can be viewed
as providing a needed service to borrowers who would otherwise not be able to access
credit and buy homes.

However, it has been shown that in the United States, geographic patterns of sub-
prime lending cannot be explained by borrower characteristics alone. This suggests
the existence of racial and neighborhood targeting by this segment of the lending
industry.®® Similarly, the food, alcohol, and tobacco industries target poor and non-
white communities with advertising for disease-promoting products.** Considered
together, a picture emerges where these contextual factors that put people at risk for
risk are stacked in communities already struggling with the life and health conse-
guences of low socioeconomic status.’® The social-ecological framework connects
these pools of risk and allows us to look at both individual- and group-level factors
influencing health and housing. When we approached the problem of understanding
how low- and moderate-income homeowners took more financial risks than they could
afford in purchasing their home, we were not yet aware of the links between poor
physical and mental health and foreclosure. However, because of our use of a social-
ecological model, we began with an understanding of risk as generated both by
individual behavior and by contextual factors. This attention to context led us to dis-
cover the role of health as both cause and consequence of mortgage delinquency. It
also directed our attention to the social policies that put low- and moderate-income
households at risk for foreclosure and for poor health.

THE RESEARCH AND ITS CONTEXT

When we began this research, the mortgage foreclosure crisis in the United States had
not yet been recognized. There were early warning signs and concerns about subprime
loans, but most of the housing finance industry saw these as primarily the problems of
individual homeowners.*> We became involved with the topi ¢ of mortgage delinquency
as a result of a 2004-2005 national survey by the Housing Environments Research
Group at the Center for Human Environments at City University of New York. The
study, conducted among low-income homeowners who received nonprofit prepurchase
homeownership education, reveal ed that many homeowners faced financial challenges
astime went on. If they did not seek help from anonprofit housing counseling agency,
then fear of foreclosure and the number of late mortgage paymentsincreased.® Research
conducted in 2005 at Freddie Mac indicated that half of homeowners in delinquency
on mortgage payments were not in contact with their mortgage lenders and suggested
ways to encourage these homeowners to contact their lenders.’® The funders of our
study included banks, insurance companies, and other financial institutions, aswell as
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a foundation concerned with asset building and the quasi-governmental agency
charged with increasing access to credit in underserved communities. Their goal was
to understand why homeowners do not seek help for mortgage delinquency and how
they understand their financial plight.

Choosing a Method

The first decisions we had to make were whom we were going to study and how we
were going to contact them. The study needed to be national in scope, yet the budget
was limited and the time frame for completion was one year. The sample needed to, in
some convincing way, represent the “universe” of low- and moderate-income home-
ownersin danger of foreclosure. Our previous experience with mail surveys reminded
usthat even though they are accepted within many practical contexts, the low response
rates heighten the possibility of obtaining a biased sample. In addition, the homeown-
ers threatened with foreclosure were likely to be hard to reach. They had every reason
to avoid and ignore calls and letters. They were being hounded by creditors and were
in a potentially embarrassing and stressful situation that they might not want to dis-
cuss. Indeed, the one survey study that became available in preprint about the medical
causes of home mortgage foreclosures mailed 2,000 surveys that had been laboriously
selected from four states. In the end, the researchers received 128 responses from 1813
valid postal addresses.'’

One of the lessonswe learned by venturing into afield dominated by financial insti-
tutions was that much of the research and data on the topic were proprietary. For
example, the Roper study that showed absence of seeking help among half of borrowers
who went into foreclosure was the property of Freddie Mac. A detailed report that would
have allowed us to understand how they got their sample and more about how the study
was conducted was never made available. In addition, data on mortgage delinquencies
and foreclosures from which to draw a sample frame or even target our sites for study
were hard to obtain. There are Web sites that provide data on foreclosures, but they
were reputed among banks and financial institutions to be unreliable. The most reliable
data from Mortgage Brokers of America were expensive to buy and less current than
the accessible but reputedly less reliable data sources. Foreclosure information is not
easily tracked and measured.?? In addition, some authors have presented evidence that
nondisclosure of information by the lending industry serves the purpose of obscuring
the targeting of more problematic loan products to minority populations.®® And finally, the
legal and regulatory frameworks for foreclosures are determined at the state, not the fed-
eral, level. We discovered considerable variation in the timeline and lega process of
foreclosure across states. Such variation would complicate developing a survey about
experiences with foreclosure. Given the time frame and budget, these considerations led
us to look for ways to seect study participants who would be typical even if the sample
was not drawn in a statistically representative manner.

The nature of the research question led us to favor a qualitative method. In the
previous quantitative survey, we had established that there was a problem with mort-
gage delinquency when low- and moderate-income homeowners did not seek help



168 The U.S. Foreclosure Crisis as It Relates to Health

with financial problems. Now our task was to find out why some didn’t seek help and
how others did. Because we didn't know the answer, we needed to ask open-ended
guestions. We reviewed our options for obtaining qualitative data and eventually
decided that a focus group methodology would best help us understand how home-
ownersin trouble viewed their situations and made decisions about what to do.

Other methods we considered include interviews and participant observation.
Interviews would have allowed usto gather in-depth stories about individual cases but
would limit our ability to understand how these stories are socially constructed as sim-
ilar or different from other peopl€e's experiences in the same community. Participant
observation would have required usto live and/or work alongside people going through
foreclosure and the professional s hel ping them. This method would have been prohibi-
tively time consuming because our phenomenon of interest takes months, if not years,
to unfold. Although we did not elect to use this method for conducting our research
with homeowners and nonprofit staff, we view our four years of engagement with the
nonprofits and lending institutions we partnered with as aform of participant observa-
tion. We drew on this experience and these relationships while interpreting and
analyzing our dataaswell asrelating it to industry policies and practices.

The conversational format of focus groups proved particularly appropriate for under-
standing how a problem like foreclosure is defined and approached because it allows
peopleto question, challenge, agree with, and disagree with each other. Establishing trust
and rapport with participantsiscritical to gathering useful datawith al of these methods.
Asit turned out, the opportunity for homeowners faced with foreclosure to talk with oth-
ersin their situation aso increased their willingness to discuss how they got into their
situation, what they did to cope, and how these efforts were working.

Foundation for Further Research

From apolicy standpoint, however, focus groups would be the first stage of aresearch
program that would provide a more solid representation of the populations affected
and wider geographic coverage of populations. A larger, more representative sample
would also alow the comparisons of different subgroups among homeowners threat-
ened with foreclosure. The insights we gained from the focus groups can provide the
basis for developing a closed ended survey instrument that could be distributed to a
large sample and analyzed quantitatively. Such a study would require a longer time
frame and alarger budget. However, since by this time more quantitative research has
been done on foreclosure, it is possible that sample frames have already been assem-
bled that could be used to draw the survey sample. In addition, the depth and breadth
of the foreclosure crisis are putting pressure on financial institutions for more transpar-
ency, which might include easier accessto proprietary information for the purposes of
policy research and evaluation.

Because research has shown that mortgage arrears/foreclosures are geographically
clustered, there is reason to believe that community- and state-level factors are operat-
ing beyond the aggregation of particular population characteristics. For example,
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Newman and Wyly*® have shown that borrower characteristics did not predict sub-
prime loans as strongly asinstitutional practices targeting particular geographic areas.
Thus, multilevel regression modeling would be appropriate to distinguish the effects
of being in a particular community from the effects of household demographic
traits such as race, income, and credit history. By employing geographic information
systems as these authors did, it is possible to overlay multiple address-linked data sets
to provide a more complete picture of the contextual aspects of communities threat-
ened with foreclosure.

Methods and Sample

The sites for the focus groups were selected to represent a mix of market, geographic,
economic, and demographic factors to yield locally and nationally relevant results
about the experience of mortgage delinquency among low- and moderate-income
homeowners. In combination with census data, state per capita foreclosure rates, the
prevalence of high-interest subprime loans by Metropolitan Service Area (MSA), sur-
vey data from 2004—2005 documenting incidence of ever being behind on mortgage
payments or making late payments, and fear of foreclosure® guided the site selection
process. Together, these indicators helped us identify sites where low- and moderate-
income homeowners might be especially vulnerable to becoming delinquent on their
mortgages. The availability of nonprofit foreclosure intervention, other homeowner
education resources, and antipredatory lending campaigns was an additional selection
criterion used to narrow potential study sites to those where delinquent homeowners
had the opportunity to seek assistance for their financial difficulties. The final sitesfor
the focus group research were New York, N.Y.; St. Louis, Mo.; Hamilton, Oh.; Duluth,
Ga.; and Waco, Tex.

To learn about how low-income homeowners responded to mortgage delinquency
and their experiences with seeking assistance for this problem, we used mixed and mul-
tiple methods that included focus groups, videos, questionnaires, and field notes. At
each research site, we partnered with a nonprofit group to aid in our recruiting efforts.
We chose this strategy because we had worked with a network of nonprofit housing
organizations in our mail survey and found that relationship improved our access to
local homebuyers. In addition, the partnerships led these nonprofits to be interested in
thefindings and quick to make programmatic changesto respond to problemswe identi-
fied. Because delinquent homeowners were likely to be hard to reach, it was helpful
that nonprofits sent focus group invitation mailings to their clients, especialy those
who they had reason to believe might be facing financia strain. We supplemented this
approach by placing newspaper advertisements in three cities. The advertisements and
the letters of invitation gave atoll free number to call for delinquent mortgage holders
wanting to participate in afocus group. In al, we screened 200 potentia participantsto
obtain our sample.

We conducted nine focus groups and two individual interviews with a total of 88
homeowners and five focus groups with a total of 39 nonprofit professionas; in all,
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127 people participated in this study. The majority of participants (70 percent) were
female. Across al groups, the majority of participants were African American, with
English-speaking Latinos (30 percent) and whites (16 percent) representing smaller
portions of our sample. Homeowner participants may be characterized as moderate- or
low-income peopl e. A protocol guided thefocus group questionsby giving theresearch-
ers a script with stem questions and a guide for probes and follow-up questions.

The topics covered included

The difficulties they encountered as homeowners that resulted in their
becoming delinguent on their mortgages

Whether they received homeownership counseling before buying or since then

How they first knew they werein trouble and questions about their financial
conditions

Their emotiona reaction to the situation, how they tried to cope with their
problems, and what options they considered

Whether or not they contacted their lender or anyone else and what experiences
they had when they sought help

What information they would have liked to have, and what they would do
differently if they could do it over again

At the end, they were asked if they would like to videotape a one-minute message
to anyone they wished (other buyers in trouble, prospective buyers, lenders, housing
counselors, or others).

FOCUS GROUP ANALYSIS AND THE EMERGENCE
OF HEALTH AS AN ISSUE

Focus group experiences and transcripts were analyzed using a combination of meth-
ods to ensure thoroughness and the reliability of findings. These included on-site
reflection written by focus group facilitators immediately after the groups, debriefing
with nonprofit staff, listening to recordings in groups to develop coding categories,
coding, creating matrices of data, and multiple refinements of this process. All focus
groups and interviews were professionally transcribed.

Our analyses of the interrelation of health problems and the threat of foreclosure
grew out of the broader analysis of how participants became delinquent, the conse-
guences of this problem for participants and their households, and how they coped
with this problem. Initial review of our field notes and audio recordings of the focus
groups reveal ed that issues associated with medical problems, health care, and medical
expenses were consistently implicated in the cascade of trouble leading up to mortgage
delinquency and that the experience of delinquency translated into health consegquences
for both participants and members of their households. Having identified these issues
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and their resonance with the social-ecological model of housing and health, we con-
ducted an intensive review of transcripts for persona accounts of how health factors
were involved in the cascade of trouble; experiences of illness, injury, and access to
health carein the wider social and economic context and their relationship to the threat
of foreclosure; and the stories relating the impact of mortgage delinquency on house-
hold physical and mental health.

These findings have been presented in three forms: short case studies present a
detailed narrative of hedth's role in the cascade of trouble for an individual home-
owner; illustrative quotes communicate key ideas about heath and mortgage
delinguency in the neoliberal policy context; and exchanges among participants dem-
onstrate the social construction of the experience and consequences of mortgage
delinquency that emerged within the focus groups.®

The Cascade of Trouble

In every focus group, health problems emerged as part of the story of how homeown-
ers became delinquent on their mortgages. Often, an accident at work, surgery for
cancer, a heart attack, and even a pregnancy or the birth of a child started what we
began to call “the cascade of trouble.” These incidents led to loss of income, medical
debt, and loss of capacity to work and handle daily life. Sometimes, the health prob-
lems that tipped homeowners into debt were not their own but rather those of a child,
spouse, and parent or other kin. Other times, health problems were interwoven with a
divorce, missed child support payments, layoffs, hours cut back at work, a car that
broke down, which all increased financial and emotional distress. The efforts to cope
were complicated by increased demands on time, hours of work lost, dipping into sav-
ings, running up new debts, missing mortgage and other debt payments, being subject
to late payment fees and higher interest rates, and seeking help with the problem itself
and with debts but finding no help. Eventualy, a letter from the bank would arrive
saying that the homeowner’s property was going into foreclosure. Sometimes, home-
owners would find away to work out a payment plan and get caught up. Other times,
they had to leave their homes. For many, the situation was still unresolved.

The following dialogue typifies the discussions around health. JoAnn (all names
are changed to protect anonymity) began by explaining what happened when shefound
out she had cancer and had to undergo radiation and chemotherapy.

| knew | was in trouble when | had that first dose of chemo and radiation. I'm like, Oh
God, I can’t go to work. But | was going, but | was late, and | was sick and just. . . .
so | knew then, oh my goodness. And when | went into the hospital and actually had
to stop working, and | got that last paycheck, and I'm like, okay, Lord, what am
I going to do?

She contacted her lender who said she could not help her until she was at least
thirty days behind.

She had taken a budgeting class to prepare to buy a home. She put her knowledge
into use to try to figure out how to meet her obligations, but with no income, it was
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impossible. She knew that if her credit score dropped by the time the bank would work
with her, she would not be eligible for help in the form of aloan forbearance, modifi-
cation, or refinance. It took four months for her to get disability payments, so she
refinanced at what she thought was a better interest rate. But when she started getting
the bills, theinterest rate was much higher, and the lender took no responsibility, blam-
ing it on the broker who had taken a fee and disappeared. Eventually, she found a
nonprofit housing counselor who hel ped her get current, and she found alawyer to sue
the broker. But she still can’t work and regards her future as precarious.

At this point, Jerome interjected that his story was similar. Constant medical bills
were put on his credit card, and he got behind on other bills. Then his credit score went
down, he could not refinance, and as a result of missing payments, his interest rate
went way up. Then Sarah joined in to explain that her troubl es started when her son was
killed. He had helped her out in many ways, but without him, she got behind on bills,
including the mortgage. Her credit score dropped, and then her options, like her
income, were limited. Jack said his problems began when his two young children
became very ill for six months. Hiswife had to quit her job, and the loss of income put
them behind on their bills.

Later in the group, talk turned to the emotional consequences of their experiences.
JoAnn spoke of how her daughter’s mental health was affected by the stress at home
over her cancer, the chemotherapy, and the threat of losing their home. The school
counselor called to report:

She’s not the same old child, she’s not energetic, . . . and | talked to her and | asked
her, you know, is everything okay at home, and she just broke down.

JoAnn concluded by saying,

And so it affects everybody . . . my mom was depressed, my daughter was depressed
and my sisters were depressed and, you know, my boyfriend . . . everybody around
me, it just affects everybodly.

Another woman spoke for the consensus in the group:

Depression, frustration, tears, anger, | mean, you name it; you feel the whole spec-
trum. It’s, like, first you're depressed because you know it's going to happen. Then
when you try to get help and you don’t, well, try this, and try that, and try this, so
you feel like you're bouncing in every direction, trying to pull things together. You
feel the whole spectrum of negative emotions, there’s no particular one that will
satisfy you.

The conversations were much the same in every group, but often, health problems
were embedded in alarger web of institutional and family crises. For example, Sandra
described how her daughter had cancer of the eye; she then lost the child's disability
payment when regulations were tightened, and the stress led her husband to |eave the
family, cutting household income and leaving her without a car. She lives paycheck to
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paycheck doing telemarketing on commission and is underinsured. Thus, she is not
reimbursed for her daughter’s $100 a month asthma medicine. Despite al this, her
life is more stable than most of her relatives, so she took in her nephew who was get-
ting into trouble. She saw him through high school and into a military career but also
incurred higher household costs while he lived with her. She got behind on mortgage
payments and refinanced into what she thought was a fixed rate loan that turned out to
be adjustable rate with quickly escalating payments. Through working with a housing
counselor, she got caught up but felt that her situation was precarious for the foresee-
able future.

The extremity of the risks faced by low-income homeowners and the precarious-
ness of al aspects of life are the theme that runs through these focus groups. Poor
health isavery prominent “trigger event” that brings down the fragile edifice of many
homeowners’ hold on security and solvency. For most people we talked to, the threat
of foreclosure also had negative mental health consequences, including depression
serious enough to interfere with daily life tasks and even leading to consideration of
suicide. Family relationshipswere often collateral damagein these cases, with accounts
of divorce and strain between parents and children being frequent. Experts on housing
finance understand foreclosure as a risk people took that didn’t work out. Foreclosure
only becomes a crisis when whole markets collapse, asin Ohio, or the financial system
itself is threatened, as was the case in the United States in 2008.

Public health professionals usually address the problems recounted in our focus
groups with calls for universal health care or at least health insurance for the unin-
sured. But the many aspects of life that come tumbling down as a consequence of poor
health exceed the problem of medical debt. The loss of housing to foreclosure is just
one of these. Children who were headed for college cannot go, marriages come apart,
savings are depleted, credit ratings are ruined, bankruptcies are declared, and people
lose the equity that they worked hard to accumulate and leave to the next generation.
The mental health consequences of this cascade of trouble are hardly ever discussed,
and much less is assistance offered.

In the next section, we analyze the lessons we learned from the focus groups and
develop a theoretical framework to understand the “fundamental causes’ that put the
peoplewe spokewith “at risk for risk.” Then wediscusstheimplicationsfor intervening
at different levels.

FORECLOSURE AND PUBLIC HEALTH

Our findings on the precariousness of all aspects of the lives of homeowners threat-
ened with foreclosure echo those of a UK research team who offered an analysis of
foreclosure as a public health issue in the wake of the mortgage repossession crisisin
the United Kingdom during the 1990s. Nettleton'® situates mortgage repossession
in the literature on health inequalities by examining this phenomenon in the context of
psychosocial determinants of health and efforts to develop “healthy public policies.”
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This and subsequent discussions of the public health consequences of mortgage delin-
guency and foreclosure emphasi ze stress, emotionality, uncertainty, and loss of control
as dimensions of the experience of losing one’'s home that negatively affect health.?
These authors also connect increases in foreclosures to “landscapes of precariousness’
and the shifting terrain of risk in society.?*2! This new terrain isaconsequence of restruc-
tured welfare policies, as well as changes to employment security associated with
globalization and the turn toward more flexible employment. The uncertainty intro-
duced by these economic and social policy changesisincongruous with the long-term
financial commitment of amortgage. Thus, homebuyers are at increased risk for repos-
session and its health consequences.? This literature focuses mainly on the stresses of
delinquency and foreclosure and the consequences these can have for health.

Ford and colleagues® draw attention to “upstream” causes of poor health by placing
the increasing risk of foreclosure within the context of a globalized economy where
deregulation of financial and labor markets has rapidly advanced. The erosion of
the welfare state in Britain isarelated development. However, they do not examinethe
role that the precariousness of health plays in bringing about foreclosures, a factor
we found to be quite significant in the United States. Perhapsit islessimportant in the
United Kingdom because of the state provision of a safety net for mortgagers who lost
all income, plusthe UK provision of universal health care, even though post-Thatcher
changes in the provision of income loss replacement for mortgagers had weakened
that safety net.® In fact, in international comparisons of both welfare provisions and
good health, the United Kingdom ranks well ahead of the United States.? 2

NEOLIBERALISM, THE FORECLOSURE CRISIS,
AND HEALTH CONSEQUENCES

Coburn arguesthat in countries where neoliberal policies have most thoroughly eroded
the social safety net, health inequalities have increased most steeply.*2® The neolib-
eral philosophy assumes that human needs are best met through markets and that these
markets are best supported by a noninterventionist state. It emphasizes individuality
over society and endorses inequalities as supportive of markets.? % Income inequality
within and between nations is associated with disparitiesin health.?"2¢ Using interna-
tional data, Coburn® supports this claim and further argues that these effects are
tempered by the presence of social welfare regimes.

These state regimesinclude safety net provisions, including heath care, emergency
food, unemployment insurance, and mortgage insurance. As more responsibility for
the risk of conditions such as illness and unemployment shifts to individuals, they
become highly vulnerable to shocks in their financial, socia, and housing stability.
Despite their vulnerability, low- and moderate-income homeowners often have more
resources than others in their socia networks. They thus try to absorb the impacts of
neoliberal policies on not only themselves but also on othersin their socia networks.

Rooted in the politics of neoliberalism, a broad array of social, financial, and
housing policies affects the sustainability of homeownership. Neoliberalism refers
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both to an ideology and a set of practices.? 2% The ideology presumes that free mar-
kets unfettered by government intervention are always the best route to achieve the
best outcomes for the most people. The actual policies associated with neoliberalism
in the United States date from Reagan’s el ection and involve deregulation of the finan-
cial industry. This climate has been conducive to the proliferation of exotic mortgages,
the absence of regulation that allowed fraudulent practices to flourish, and the expan-
sion of homeownership to markets previously able to afford only rental housing. To
accomplish these changes, the rhetoric of neoliberal ideology built on longstanding
ideas of homeownership as the American dream to justify housing policies that pro-
moted homeownership to the exclusion of other alternatives such as rental housing
owned by nonprofits or local housing authorities. This push for homeownership culmi-
nated in George W. Bush's vision of “the ownership society.” Thus, as we argue
elsewhere! neoliberalism emerges as a “fundamental cause” of not only income and
health inequalities but, in the United States, also of foreclosures. Lower income
and minority households suffer most from neoliberal housing policies that place them
more frequently in poor housing and deprived areas, with the accompanying greater
exposureto housing-associated health risks.” %2 Recent research also increasingly places
the same populations at greater risk for housing debt.**-* Housing costs and debt are
associated with less money available for basic nutrition and other health necessities.?

The widening inequalities Coburn identifies have multiple connections to health
disparities in the United States. Beyond income, a health care gap has been identified
between high- and low-wage workers.*” Amassing medical debt has been associated
with decreased likelihood of acquiring health insurance later in life and negative finan-
cia impactslike bankruptcy, lawsuits, and forecl osure. The stressfrom these conditions
is often compounded by aggressive debt collection efforts.® Even workers who have
insurance are often underinsured and | eft vulnerable to acquiring debt in the event they
become injured or ill. It is estimated that 42 percent of the U.S. population has no
health insurance or inadequate coverage against out-of-pocket health expenses, and
that trend has been growing since at least 2000.* In the United States, nearly one-fifth
of adults report having serious difficulty paying medical expenses.® The same low-
and moderate-income people who buy homes in part to secure their financial futures
are being left exposed to increasingly greater risk for covering the costs of their
health care.

This of course has consequences for health, and these are mainly through limited
access to care and increased stress. Compared to other developed nations, the United
States as a society pays more and gets less from our health care system.** A recent study
by the Commonwealth Fund? found that 37 percent of respondentsin the United States
reported that high medical costsled them to do at least one of the following: skip doses
of medication or not fill prescriptions; have a medical problem and not visit a doctor;
or skip treatment, tests, or follow up. In the United Kingdom, by comparison, only
8 percent of respondents reported doing at least one of these cost-saving measures.

Health outcomes data from the Organization for Economic Cooperation and
Development (OECD) show that the U.S. health care system has negative impacts on
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population health. The United States |eads other nations in potential years of life lost
due to diseases of the circulatory system, diabetes, and diseases of the respiratory sys-
tem.*? Looking across six nations, the United States ranked last in health equity and
healthy lives, whereas the United Kingdom ranked first in equity and fourth in healthy
lives.*t Again, the burdens of poor health and the high cost of health care are placed
disproportionately on poor and minority populations in the United States. These are
the same people experiencing the highest rates of foreclosure.

Both the UK work on mortgage arrears and repossession and Coburn’s work on
the effects of neoliberal policies on health inequality draw on the emerging social-
ecological paradigm in public health. They both examine the effects of the * upstream”
influence of social policies and economic forces that put particular populations “ at risk
for risk.”*® Ford, Nettleton, Burrows, and their colleagues'®?? also explore more than
one level of analysis when they join their interviews with individual homeowners and
national data on population health and mortgage arrears and repossessions. In their
guantitative analyses, they compare different geographic regions and describe the role
of avariety of institutions and organizations in promoting unsustai nable homeowner-
ship and increasing other forms of risk for homeowners, like unemployment and
sudden loss of income. When looking at homeowners, they separated those who
bought under a British housing program that gave residents of what had been public
estates the right to buy their units from homeowners who bought on the regular mar-
ket. Coburn’s work?? provides some detail about variation in the socia welfare
context across nations and uses that to predict health inequality.

CONCLUSION

The housing niche model,” which is a refinement of the social-ecological approach,
provided a lens through which we could look more closely at the reciprocal causality
and interwoven nature of health and foreclosure. The attention to the many aspects of
risk in the particular communities we studied led us to use amethod and a set of focus
group questions that were sufficiently broad to reveal aspects of becoming threatened
with foreclosure that we were not initially seeking. From this broadly defined query-
ing of experiences and context, the role of poor health as both a cause and a conse-
guence of foreclosure emerged, as well as a clearer understanding of how changesin
labor markets, energy costs, and the whole financia industry, including credit cards
and bankruptcy law, played into the causes and consequences of foreclosure.

The housing niche model also focuses on the dynamics of interpersonal interaction
in households and the intergenerational consequences of residing in particular housing
niches. In the study, both loomed large in the experiences of homeowners threatened by
foreclosure. The cascades of trouble that pervaded the focus group discussions could
only be understood from such a contextualized model. The importance of the quality of
the interactions of threatened homeowners with financial, governmental, and nonprofit
institutions also highlights the significance of causes of foreclosure that were far
upstream from borrower behavior. The restructuring of the home mortgage industry
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and the financial sector around secondary markets and automated loan underwriting are
examples of such factors.

I ntervention I mplications of the Linkage of Poor Health and Foreclosure

Our study indicates that health burdens from normal life events such as medical debt,
serious illness and injury, lack of insurance and underinsurance, and caring for
extended family can trigger mortgage delinquency and increase the risk for homeown-
ers of foreclosure. The financial and emotional stress of illnessis made worse by neo-
liberal cutbacks of the social safety net. The likelihood of financial distress is also
exacerbated by the deregulation of labor, financial, and housing markets. All these fac-
tors increase the chances of mortgage delinquency and foreclosure. Then, mortgage
delinquency and foreclosure aso contribute to poorer physical and mental health as a
result of the stress and anxiety of financial hardship. Seeking help when none exists
may sometimes worsen prospects for avoiding foreclosure because of delays in
responding and the time it takes to seek help unsuccessfully. The stress involved can
impair decision making, lead to strain on marriages and parent-child relationships, and
contribute to even worse mental health consequences.

These findings and related literature indicate that housing foreclosures and their
negative health consequences can be reduced by a social safety net that cushions the
risks households face in labor and financia markets and provides health care and
income replacement for people who areill or disabled. Politically in the United States,
the barriers to turning that insight into more welfare-oriented public policies are formi-
dable (see Chapter Six of thisvolume). However, the complexity of the problem means
that there are many different potential points of intervention. In keeping with the mul-
tilevel nature of the social-ecological model of public hedlth, it is important to find
waysto assist individualswith their immediate health and housing problems and to pro-
vide education to improve their ability to avoid risk. At the sametime, public health and
housing experts can work to introduce specific policies that would ameliorate forces
that increase the risks that bring about health problems and the threat of foreclosure. At
the policy level, health policy must go beyond health care and prevention of disease to
include housing policy that assures adequate and secure housing. Housing policy must
take into account the housing needs of the temporarily and permanently ill, injured, and
disabled people, as well as households presumed to be healthy.

For inspiration, we can turn to the urban health pioneer activists of the nineteenth
century who crusaded against unhealthy tenements, lack of sanitation and clean water in
dense, often immigrant and working class neighborhoods, and poor urban design that
denied less well off city dwellers access to parks and active recreation as well as clean
light and air.*® Clearly, the problems brought about by the confluence of increased mort-
gage arrears and foreclosure exacerbate the poor health burden in poorer, minority,
female-headed households and less educated populations. Many of these populations
cluster disproportionately in cities. In addition, as we have ridden and walked through
neighborhoods in Baltimore and New York that have suffered from the geographic tar-
geting of risky loans and fraudulent or shady lending practices, we see how foreclosure
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aggravates other urban health problems like drug use and violent crime, asit aso brings
about an overall worsening of the quality of the physical environment. Thesetrends have
been documented quantitatively by Apgar and Calder® as well as the studies of
Immergluck and his colleagues* In working with our nonprofit research partners
engaged in housing counseling, we heard that in larger citieslike New York and Chicago,
their staffs are deluged by help seekers often to the point where a triage method of
responding was required, leaving many calls for help unanswered. At the same time,
these cities were in the forefront of innovative efforts to prevent foreclosure and sustain
homeownership in minority and low-income communities.

The problemsrelated to foreclosure and health are clearly interdisciplinary in nature,
drawing on diverse fields of economics, mental health, consumer education, public
hedlth, law, and many others. But agencies and contexts for policy intervention are often
organized by disciplines. It is important both to develop discipline-related policy inter-
ventions and to make helping professionals as well as clients aware of the multiple
dimensions and sources of assistance for these intertwined cascades of trouble. Public
health professionals can advocate for policiesto provide universal health care, insure the
uninsured, increase the adequacy of existing insurance provisions, and provide income
and mortgage support to those who lose income due to ill health. Housing professionals
can offer timely and useful foreclosure prevention counseling. They can also advocate
for reform and regulation of the housing finance industry that will protect future home-
buyers from the volume of risk that has sunk so many current homeowners. In addition,
labor security, workman's compensation, unemployment insurance, and living wage pol-
icieswould all contributeto both better health and less danger of foreclosure. Such efforts
would surely include improving housing security of tenure and protections from housing
crisesrelated to loss of income that would lessen the likelihood of future foreclosure cri-
ses. Inshort, al effortsto improve the quality of life and living conditions, especialy for
marginaized populations, will most likely contribute to public health. Thus, housing
policy, labor policy, and other domains that affect access to sufficient resources and basic
life necessities become concerns of public health.

SUMMARY

In this chapter, we use the social ecological
model to exploretherole of health as both
a cause and consequence of foreclosure.
We examine the disciplinary paradigms
that had prevented either health or housing
research from making these connectionsin
the past. Based on our analysis of 14 focus
groups of low and moderate income home-
owners threatened with foreclosure, we

describe the findings that led us to a con-
cern for the health aspects of foreclosure.
We explain how both mortgage foreclosure
and poor hedlth in the US fal most heavily
on minority (especialy African American)
populations, lower income households, and
other more vulnerable groups in the US.
We look beyond hedth care costs and
discuss the consequences of lost income;



mental and physical hedth as both cause
and consequence of foreclosure; home-
ownership and ontologica security; socid
networks and the sharing of vulnerability
to hedth risk. Understanding the nuances
of these connections is an essentia step in
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Notes

locating windows of opportunity for policy
interventions at various levels of organiza-
tion. Our conclusions reconsider the role
of socia policy as a determinant of health
and as a possible route of intervention for
the US foreclosure crisis.

1. What arethe direct and indirect, “hard” and “soft,” kinds of evidence linking

housing and health?

2. Why are people who public health studies show to be at greater risk for poor
health also more likely to experience mortgage delinquency and foreclosure?

3. How can the qualitative findings suggested by this chapter help to generate
further research on the relationship between housing and health? Propose an
approach for studying the possible rel ationships between housing and health,
suggested by the authors' findings, using more quantitative measures.

4. Select one example from the stories homeownerstold in the focus group that
showed the relationships between health and foreclosure and propose three
different types of interventions that could address it. In your example, consider
both interventions related to the particular homeowner’s immediate problems
and more “upstream” interventions that might prevent being “at risk for risk.”
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LEARNING OBJECTIVES

Describe and compare the three types of interdisciplinary collaboration within
action research teams: (@) scientific collaborations among research investigators,
(b) community problem-solving coalitions in which researchers work with
community members to translate scientific knowledge into community
problem-solving strategies, and (c) intersectoral partnershipsinvolving
representatives of organizations who work together to reduce health

problems.

Identify organizational and individual factors that facilitate or impede
interdisciplinary collaboration among different constituencies.
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Describe the value of interdisciplinary action research to reduce the health
problems associated with tobacco use.

Discuss the strategies the Tobacco Policy Consortium used to overcome the
organizational problems it encountered.

INTRODUCTION

This chapter presents a case study of transdisciplinary (TD) action research involving
a consortium of tobacco scientists at the University of California, Irvine, and commu-
nity decision makers based in Orange County, California. The participants in this
university-community partnership focused their efforts on the growing problem of
adolescent tobacco use in urban and suburban settings. The members of this Tobacco
Policy Consortium (TPC) collaborated closely over atwo-year period to produce and
disseminate an evidence-based Research and Policy Brief on Preventing Youth
Smoking.! In the ensuing sections of the chapter, we (a) discuss key principles of TD
action research and present a selective review of recent literature on TD collaboration
in scientific and community settings; (b) describe the goals, organization, and collab-
orative activities of the TPC; (c) summarize the observational, interview, and survey
research methods that were used to study processes of TD action research over the
course of the TPC project; (d) present empirical findings concerning important factors
that either facilitated or constrained effective collaboration among TPC members; (€)
summarize “lessons learned” from the TPC study; and (f) suggest potentially useful
research directions that could serve to strengthen the science and practice of transdis-
ciplinary action research in future years.

REVIEW OF TRANSDISCIPLINARY ACTION RESEARCH

Transdisciplinary (TD) action research comprises at least three kinds or phases of col-
laboration: (a) scientific collaborations among research investigators, (b) community
problem-solving coalitions in which researchers work with community members to
tranglate scientific knowledge into community problem-solving strategies, and (c)
intersectoral partnerships involving representatives of organizations situated at local,
state, national, and international levels, who work together to improve environmental,
social, and health problems.? The two-year TPC offered participant observers aunique
vantage point from which to investigate and evaluate the processes and outcomes of
TD action research.

In the 1940s, Lewin® called upon fellow psychologists to engage in “action
research,” or effortsto apply scientific research and knowledge to the resolution of soci-
etal problems. As Stokols? noted, Lewin believed that psychol ogists should apply their
scientific expertise to the analysis and amelioration of community problems such as
racial prejudice and public health problems. Lewin inspired many psychologists to
embrace the tenets of action research in their own work, although the vast magjority of



Transdisciplinary Action Research Cycle 187

behavioral scientists continued to pursue more experimental, laboratory-based studies
rather than undertake research for purposes of resolving socia problems.

During the 1960s and 1970s, psychologists were confronted by growing socie-
tal concerns about overcrowding, the depletion of natura resources, environmental
degradation, andracial violenceincitieslike Detroit, Newark, and LosAngel es. Problem-
focused research in fields such as environmental, ecological, and community psychol-
ogy expanded rapidly, and collaborations among behavioral scientists and community
members ensued in an effort to ameliorate socia and environmental problems.*® Yet,
participants in these university-community coalitions found the collaborative process to
be quite daunting.”® Among the challenges they faced were team members' divergent
and conflicting expectations and goals. Psychol ogists seemed to be prepared only to edu-
cate community members about their findings in short-term collaborations, character-
ized by Sommer® as the “hit and run” model of community partnering. Researchers
participating in these codlitions seemed to rely heavily on a model commonly used in
science and engineering—that is, take scientific findings and then unidirectionally apply
them to solve a problem (without much input from the community partners). This model
is contrary to the ideals of community-based participatory research in which university-
based scientists work closely and reciprocally with community members (with ongoing
discussion between researchers and community partners) to understand and discover the
best methods for solving a socia problem. X

Scholars soon realized that more effective strategies for facilitating action research
needed to be developed, especialy those that promote nonhierarchical and equitable
working relationships among community members and university-based scholars. -4
Stokols? built upon Lewin’soriginal conceptualization of action research, which focused
primarily on psychological science and did not give explicit attention to the logistical
and organizational challenges associated with interdisciplinary and/or interprofessiona
collaboration. Stokols' conceptualization of the science of TD action research has two
major themes. It encompasses scientists who are trained in and working in different
fields, community decision makers and practitioners, and representatives from multiple
sectors of society (e.g., education, public health, academia, local and state government).
It also gives explicit attention to the empirical study of factors that facilitate or impede
TD collaboration toward the goal of enhancing the effectiveness of ongoing and future
collaboration among scientists and nonacademicians.’®

TRANSDISCIPLINARY ACTION RESEARCH CYCLE

As noted earlier, transdisciplinary action research incorporates at least three kinds of
collaboration that occur sequentially over different phases—namely, those involving
purely scientific collaborations aimed at creating new intellectual products such as
novel conceptua frameworks and empirical knowledge; community problem-solving
coalitions in which researchers from different fields work closely with community
members to trand ate scientific evidence into interventional programs aimed at reduc-
ing societal problems; and intersectoral partnerships involving representatives of
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community organizations situated at local, state, national, and international levels, all
of whom work together to integrate their expertise drawn from multiple disciplines
and professions to design and implement broad-gauged policies for improving envi-
ronmental, social, and public health outcomes.?

Scientific collaborations emphasize the discovery of new knowledge, whereas com-
munity coalitions and intersectoral partnerships place greater emphasis on the tranda-
tion of scientific findings into new programs and policies for improving community
health. When considered together, these different forms of collaboration comprise inter-
related facets and sequentia phases of atransdisciplinary action research cycle.2 During
thiscycle, purely scientific collaboration occursat the outset, often followed by university-
community coalitions that trandate research findings into evidence-based practices and
policies; these, inturn, evolve into broader intersectoral partnerships aimed at designing,
implementing, and evaluating evidence-based health promotion policies spanning local,
regional, national, and international levels as well as multiple sectors of society. Partici-
pantsworking at each level of atransdisciplinary action research project must coordinate
their respective efforts to foster the devel opment of scientific innovations that are trans-
lated into social change and hedth-improvement policies. The different forms and
phases of TD action research have been investigated independently, but they have
not been conceptually well linked as part of an integrative cycle encompassing multiple
phases.

Studying and fostering the TD action research cycleis particularly timely. Socie-
tal interest and investment in conducting problem-focused TD research have grown
dramatically over the past decade.*° Public agencies and private foundations have
come to the realization that many of society’s most vexing environmental and social
problems require large-scale interdisciplinary teams of scientists to create innovative
strategies for ameliorating those problems. Large-scale research networks and centers
have been established to investigate topics such as tobacco use, obesity, and environ-
mental correlates and causes of disease. These pervasive health and socia problems
are seen as insoluble through unidisciplinary research. Instead, the development of
effective strategies for resolving societal problems will likely require large-scale col-
laboration among scientists trained in multiple fields working in concert with
community decision makers.

Examples of TD science and training centers established over the past ten years
include initiatives such as the Transdisciplinary Tobacco Use Research Centers
(TTURC) and Transdisciplinary Research on Energetics Center (TREC) as well as
the Centers for Excellence in Cancer Communications and Research (CECCR), the
Centers for Population Health and Health Disparities (CPHHD), and the Clinical
Trandational Science Centers (CTSC), which are funded by government agencies
such as the National Cancer Ingtitute, the National Institute on Drug Abuse, and the
National Center for Research Resources.?:-2® Similarly, nonprofit organi zations such as
the Robert Wood Johnson and Keck Foundations have launched large-scale initiatives
to promote TD collaboration in science, training, and the translation of knowledge into
evidence-based practices and policies. 2
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The substantial investments that have been made by public agencies and private
foundations to establish large-scale team science initiatives is based on the assump-
tion that TD collaboration is valuable at both scientific and societal levels. Among
the benefits often ascribed to TD research, training, and trandational initiatives are the
following:

1. Thehigher levels of explanatory power afforded by cross-disciplinary theories
relative to reductionist analyses rooted in singular disciplinary perspectives;® 2

2. Higher levels of convergent and discriminant validity that can be achieved
through atriangulation of methods and multiple methodol ogies;*

3. Greater opportunities for devel oping broad-gauged public policiesthat are less
likely to trigger unintended adverse conseguences due to the gaps in knowledge
that are inherent in monodisciplinary perspectives;®

4. The resolution or reduction of complex community health and socia problems
that require a generalist orientation characterized by the integration of multiple
scientific conceptual and methodological approaches.®

To date, the situational circumstances that facilitate or impede effective TD col-
laboration among researchers and community members have not been widely studied
or reported in a systematic fashion. However, some retrospective accounts, conceptual
analyses, and empirical case studies have been published.!? 1433 These studies have
identified several factors that influence the effectiveness of transdisciplinary collabo-
ration, including the breadth and diversity of collaborators fields, the cultivation of
social capital among team members, and the interdependence of team members' goals.
Empirical case studies, like the one described in this chapter, are especially needed to
identify antecedents and processes that facilitate or hinder positive outcomes of trans-
disciplinary scientists' efforts to collaborate not only across disciplinary boundaries
but also acrossthe diverse professional fields and perspectives represented among their
community-based partners and within multiple sectors of society.

TRANSLATING TRANSDISCIPLINARY RESEARCH INTO
COMMUNITY INTERVENTION AND POLICY

An opportunity to implement TD action research arose following the completion of
the UC Irvine TTURC, a five-year NIH-funded Transdisciplinary Tobacco Use
Research Center.! The Robert Wood Johnson Foundation funded an initiative to facili-
tate the trand ation of transdisciplinary tobacco research into tobacco control policy to
ensure that the TTURC research would ultimately impact public policy. Some of the
authors of this paper (who were TTURC researchers) decided to participate and lead
the creation and tracking of the UC Irvine (UCI) Tobacco Policy Consortium (TPC).
Established in 2003, the two-year TPC was a university-community collaborative
partnership comprised of UCI tobacco use researchers (al faculty members of the
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TTURC) and community decision makers, including schoolteachers, school adminis-
trators, representativesof government agencies, and directorsof nonprofit organizations
and private foundations.

Our approach to trandating tobacco research into public policy initiativesincluded
organizational strategies focusing on both intellectual and social integration. The find-
ings from earlier studies of scientific collaboration™ 283 highlight the substantial influ-
ence of interpersonal processes on the effectiveness of scientists' efforts to integrate
their diverse perspectives and research ideas. Stylistic, cognitive, and status-rel ated dif-
ferences between researchers and community members can derail a collaboration.
Altmant discusses a variety of circumstances that can strain relationships between
researchers and community members. In general, academics and community collabora-
tors may have different, or even clashing, worldviews, values, and time orientations.
Community decision makers tend to require much less data and information before
committing to action, and they prefer ashorter time framefor taking action. Community
decision makers want to work with information that they can use more immediately to
change policies and programs.

Furthermore, a magjor impediment during the early and later stages of university-
community collaborationsis perceived status differences between researchers and com-
munity members."! Toachievemoreeffective, sustained collaborations, statusdifferentials
and other potentia barriers to effective communication need to be confronted and
resolved. Without recognizing and removing these communication barriers, conflict can
escalate and impede the productivity of the collaboration.

Conflict appears to be an inherent feature of collaboration, and many scholars
have argued that it is a normal prerequisite for achieving collaborative success.
Tuckman's storming model® describes the role of conflict in small groups as they go
through the following developmenta stages: forming, storming, norming, and per-
forming. When group members join together (usually as strangers), the group begins
by “forming” and orienting to one another and getting to know more about other mem-
bers. The second stage is the “storming” stage when groups experience conflict and
polarization around interpersona issues (e.g., status resentment and power imbal-
ances), and group members may respond emotionally, rather than rationally, when
working on tasks. The “norming” stage occurs when cohesiveness develops, along
with an in-group feeling. In this stage, new status roles and performance standards are
set. “Performing” is the final stage when group members channel their energy into
completing tasks. The group’s main issues of structure, leadership, and norms are
resolved so that participants can work together more effectively. According to
Tuckman, groups may repeat these stages at any point.

Both Altman’s and Tuckman’s conceptual models, outlined above, informed the
programmatic strategies adopted by the Tobacco Policy Consortium. Also, empirical
findings from Fugqua® suggested that conflict impedes effective, smooth-running col-
laboration. In the study of two groups of tobacco researchers from the TTURCSs, the
group with minimal conflict was more effectivein achieving positive research outcomes
than the group with a great deal of conflict, as described elsewhere.®* 3¢ The conflicted
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group had a general social climate that was more formal and more negative than the
nonconflicted group. In genera, it is unclear whether a positive socia climate is an
essential condition for successful intellectual integration and intellectual products.
Nonetheless, it seemsthat positive socia integration following a*“ storming” phase can
help agroup move toward the “norming” stage and, eventually, a“performing” stage.®
Note that Tuckman’s*® model impliesthat smply having a positive socia climate with-
out some initid “storming” could be an indicator of a complacent, underperforming
group that never realizesits full potential.

Collaborations seem to vary along at least two dimensions: socia integration and
intellectual integration.® 3 As shown in Table 8.1, the low and high levels along these
dimensions suggest four types of collaboration: high socia integration and high intel-
lectua integration; low social integration and low intellectual integration; high social
integration and low intellectual integration; and low social integration and high intel-
lectua integration. The TPC was designed to support both social and intellectual
integration of ideas between university researchers and community members with the
goal of achieving high levels on both dimensions.

Specifically, the TPC conferences among university researchers and community
practitioners were structured to encourage several facets of social integration, includ-
ing informality, friendliness, building consensus, and mutual trust. Ample time was
allotted for introductions among people, unstructured (and structured) discussion, and
informa communication during meetings, breaks, and meals. In summary, both the
intellectual and social components of the TPC were designed to maximize the poten-
tial for intellectual integration of policy ideas and to minimize the potentia for any
damaging interpersonal conflict. Details of the study design follow.

The next sections provide a summary of the intellectual components of the TPC
and the methods with which collaborative processes and outcomes were empirically
assessed.

Types of Collaboration Reflecting Different Levels
of Social and Intellectual Integration among Participants

Intellectual integration

Low High
Low Social and intellectual Asocial intellectual
nonintegration integration
Social
integration High Social support without Socially supported

intellectual integration intellectual integration
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Applying Transdisciplinary Action Research Principles
to the Design of Collaborative Conferences

Seven half-day conferences were organized over two years at University of California,
Irvine (UCI) to identify ways of translating university-based research into innovative
tobacco control policies and programs. At the conferences, UCI TTURC scientists
presented their research to participating community members and led discussions
about how their research might be trandlated into effective strategies for preventing
teen smoking. For example, one group of researchers presented data about critical
periods during early adolescent rat brain devel opment indicating that animals are more
susceptible to developing nicotine addiction during adolescence than during early
childhood or later adulthood. Other research was presented that examined the physi-
cal, socia, affective, and dispositional contexts of adolescent smoking behaviors. As
part of that research, teens answered questions regarding where, when, and with whom
they smoke, as well as regarding their mood states before and after smoking. Anger
and depression were reported to be positively related to smoking urges among adoles-
cents. The researchers suggested that prophylactic pharmacotherapy for treating anger
and depression (e.g., administering medications to nicotine-susceptible youth) could
protect against future tobacco use, especially among adolescents with attention defi-
cit hyperactivity disorder (ADHD) who may be medicating themselves with tobacco
products.

During conferences 1, 2, and 3, participants introduced themselves, and overviews
of university tobacco research and U.S. tobacco control policieswere presented. A large
portion of conference time was reserved for discussing the significance of the research
aswell asfor brainstorming possible tobacco control strategies aimed at reducing ado-
lescent substance use. During conferences 4 and 5, four TPC subgroups, comprised of
diverse researcher and community member participants, were tasked with developing
new strategies for reducing adolescent tobacco use. Drawing on earlier research and
their professional expertise, members of each subgroup spent a majority of their time
talking about possible tobacco control strategies, refining their ideas, and later present-
ing their strategies to the consortium at large. Following conference 5, the consortium
staff compiled a Program Appraisal Survey designed to measure participants' reactions
to and relative preferences for the four tobacco policy proposals that emerged from the
subgroup discussions.

During conference 6, consortium participants eval uated the various proposal s. Cer-
tain disagreements about the proposed policy initiatives surfaced with some consortium
members opting out of further meetings. For example, the possibility of administering
prophylactic medications to reduce adolescents susceptibility to nicotine addiction
prompted vigorous debate. One group advocated giving adolescents various kinds
of psychotherapy and pharmacotherapy, whereas another group strongly disagreed
with ever providing adolescents with any type of tobacco control medications. Follow-
ing conference 6, some consortium members expressed their discouragement about
these disagreements. The consortium staff developed a proposal for a seventh confer-
ence with the goal of regaining the consortium’s collaborative momentum. Ultimately,



Translating Transdisciplinary Research into Community Intervention 193

conference 7 was held and two tobacco control initiatives were endorsed by consor-
tium members: (@) the creation of a Grants-in-Aid program, providing funds for local
tobacco policy efforts that reflected consortium members' ideas and (b) the devel op-
ment and refinement of a research and policy brief geared toward informing local,
state, and national policymakers about recent scientific findings related to teen tobacco
use and control.

Discussions at many of the conferences generated comments about the important
facilitators of and impediments to tobacco control. Participants conversations focused
on the relevance of the scientific research to the unique tobacco policy concerns of con-
sortium members. As described in greater detail later, consortium members included a
diverse array of community practitioners ranging from middle and high school princi-
pals and teachers to the leaders of nongovernmenta organizations and staff members
from the offices of local elected officials. Members' attitudes and thoughts about the
links between scientific research and public policy, and about their collaboration in gen-
eral, were captured using a variety of assessment methods, including participant obser-
vation, attitude questionnaires, and personal interviews.

Tracking the Intellectual and Social Developments:
Assessment of the Collaboration

Assessments were conducted regularly to record specific collaborative processes,
including the attitudinal shifts that occurred among TPC members over the course of
the project. There were two foci of assessment: (a) members' attitudes toward tobacco
control strategies (which were suggested and refined by members during the confer-
ences) and (b) members' shifting attitudes and reactions to the collaborations that
they engaged in over seven half-day conferences. Several new quantitative and qualita-
tive measures, described next, were devel oped and administered at repeated intervals to
evaluate collaborative processes and outcomes.

Collaborative Activities Index The Collaborative Activities Index includes seven
items to assess how often individual consortium members engage in cross-disciplinary
activities such as attending conferences outside their respective disciplines, obtaining
new insightsinto one'sown work through discussion with individual s from other fields,
and establishing new links with colleagues from different disciplinary orientations that
may lead to future collaborative work. The response options range on a 7-point scale
from “never” to “weekly.”

Perspectives on Transdisciplinary Collaboration The seven-item Perspectives on
Transdisciplinary Collaboration Scale includes 5-point Likert scales that assess indi-
viduals' values and attitudes toward transdisciplinary collaboration (e.g., “In my own
work, | typically incorporate perspectives from fields and disciplinary orientations that
are different from my own”). The scale also assesses attitudes toward the UCI TPC,
with items such as “I believe that UCI TPC members are open-minded considering
perspectives from fields other than their own” and “| believe that a high level of good-
will exists among the members of the UCI TPC.”
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Perspectives on Scientific Research and Professional Practice The Perspectives on
Scientific Research and Professional Practice Scaleincludes semantic differential scales
that ask one subgroup (community members) to indicate their impressions of the other
subgroup (research scientists), and vice versa. To gauge members of the two subgroups’
impressionsof each other, scal eitemsincludepairsof bipolar adjectivessuchasidealistic-
realistic, arrogant-humble, and patroni zing-respectful.

Perspectives on Tobacco Control Strategies The Perspectives on Tobacco Control
Strategies Scale assesses respondents’ reactions to alternative tobacco control strate-
gies, many of which were suggested by consortium members. The first section includes
twenty-one strategies such as “pay organizations to ban/limit tobacco use,” “provide
medication to youth to curb their smoking,” “aert parents to their child's tobacco and
other substance use,” and “ utilize teachers to administer an adol escent tobacco use pre-
vention intervention.” Participants are asked to rate their receptivity to each strategy on
a5-point scale ranging from 1 (“not at all receptive’) to 5 (“very receptive’).

The second section assesses consortium members' perceptions of the barriers to
and facilitators of various tobacco control strategies. Participants read descriptions of
several tobacco control strategies and are instructed to rate the extent to which each
strategy was feasible, effective, beneficial, favorable, and likely to have negative
effects on aset of 5-point Likert scales. Participants also are prompted to write in any
beneficial or detrimental consegquences they think might be associated with each of
the alternative tobacco control strategies.

Program Appraisal Survey The Program Appraisal Survey assesses consortium
members’ attitudes toward the four tobacco prevention initiatives that were proposed,
discussed, and refined by consortium members during previous conferences. The theo-
retical framework for the survey isderived from affective-cognitive consistency theory.*
The theory describes how the perceived benefits and costs associated with a particular
concept (e.g., atobacco control policy such asimposing a cigarette sales tax) combine
to determine an individual’s overall attitude toward the concept. By ng how neg-
atively or positively an individual feels about potential outcomes linked to a particular
concept aswell as how likely those outcomes are, anumerical index of the respondent’s
overall attitude toward a concept (e.g., cigarette tax) is derived. For example, apotentia
outcome of “increasing sales tax” might be “the emergence of a strong tobacco black
market.” An individual may feel that such an outcome is unlikely but so undesirable
that he or she develops a strongly negative attitude toward the concept of increasing
Cigarette taxes.

On the Program Appraisal Survey, individuals are instructed to read and evaluate
four 1-2 paragraph consortium-generated proposals and action plans. A sample pro-
posal is“to develop and implement an anger management/hostility reduction/bullying
reduction program based on an existing nationally recognized exemplar program and
determine its effectiveness for reducing alcohol, tobacco, and other substance use.”
After reviewing each proposal, respondents assess the likelihood and desirability of
potential short-term outcomes (e.g., easy for program administrators to implement),



Translating Transdisciplinary Research into Community Intervention 195

intermediate-term outcomes (e.g., increased program funding), and long-term out-
comes (e.g., reduction in risky behaviors). Respondents rate the likelihood of each
outcome on ascaleranging from 1 to 7 with 1 being “very unlikely” and 7 being “very
likely.” They also rate therelative desirability of each outcome on ascaleranging from
—7 being “very undesirable’ to +7 being “very desirable.”

Interim Interview Questions Individualized interviews were conducted with con-
sortium members by phone or in person at participants’ respective offices during the
interim periods separating the seven half-day conferences. The qualitative interview
guestions are designed to assess participants’ attitudes toward several topics, including
the quality of TPC members' collaboration, personal attributes of their fellow collabo-
rators, particular tobacco control strategies, and potential barriersto and facilitators of
tobacco control strategies. Some questions are highly open-ended, such as, “ Thinking
back on the first conference, what stands out in your memory?’ Other questions are
more specific to factors influencing tobacco control strategies, such as, “What are the
most important barriers to implementing tobacco prevention programs and policies at
your local schools/’community?” Other questions assess participants’ goals and moti-
vations, such as, “At this point in the project, what are you hoping to get out of your
involvement? What's going to keep you interested and involved?’ Questions about the
collaboration include “Has your attitude about this project changed since you first
heard about it (neutral, more negative, or more positive)?’ and “Has your comfort
level interacting with UCI researchers increased, decreased, or stayed the same?’ For
the latter question, community members are asked about “UCI researchers,” and UCI
researchers are asked about “community members.”

Data Collection Schedule Measures were administered at various times during the
seven conferences and in the interim periods between conferences (Table 8.2).

Data Collection Schedule

Measure Purpose Dates administered
Collaborative activities Investigation of individuals’ 3 time points:
index cross-disciplinary and Conference 1, 4, 6

collaborative activities

Perspectives on Assessment of thoughts 4 time points: Conference 1,
transdisciplinary about the consortium 6, and 2 interim time points
collaboration and about transdisciplinary

collaboration in general

(Continued)
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(Continued)

Measure Purpose Dates administered

Perspectives on scientific Rating of impressions of 5 time points:

research and professional  consortium members (i.e., Conference 2, 4, 6, and

practice “researchers” and “community Professional Practice
members”) using semantic and 1 interim time
differential scales point

Perspectives on tobacco Investigation of receptiveness to 4 time points:

control strategies 21 tobacco control strategies Conference 1, 6, and 2
to understand barriers and interim time points

facilitators of tobacco control

Program appraisal survey  Evaluation of attitudes toward Conference 5
four consortium-generated
tobacco prevention initiatives,
including assessment of the
desirability and likelihood of
potential outcomes of each

initiative
Open-ended interim Assessment of attitudes toward Between all
interviews the consortium, transdisciplinary conferences

collaboration, tobacco control
strategies, barriers, and facilitators

FACTORS FACILITATING OR IMPEDING COLLABORATION
AMONG TPC MEMBERS

An analysis of the antecedent factors that facilitated or constrained collaboration, as
well as the processes and tangible outcomes that occurred over the course of the col-
laboration, is presented next. This analysis, informed by our empirical case study of
the TPC, may help shed light on ways to enhance collaboration effectiveness in
future university-community partnerships. Our study of the TPC revealed a number
of antecedent factors (situational circumstances that were in place at the outset of
the collaboration) as well as ongoing collaborative processes (which occurred
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over the course of the two-year TPC project) that may have influenced the collabor-
ative outcomes or products of the consortium.

Antecedent Factors

Initial Outlook Overall, TPC members demonstrated arather friendly, optimistic, and
enthusiastic outlook toward the collaboration and fellow team members. Participants
were impressed with the expertise, energy, and wealth of knowledge possessed by the
members of the group. Survey dataindicated that members generally maintained a con-
sistently positive attitude (with some fluctuations over time in both upward and down-
ward directions) and a shared commitment to the TPC collaboration punctuated by
occasional expressions of conflict and tension. Perhaps the ways in which individuals
were selected for membership in the TPC contributed to the group’s generally positive
socia climate. The consortium coordinator handpicked several community members
who were invited to join the TPC based on her positive collaborative experiences with
them in prior years (e.g., as fellow employees of the Irvine Unified School District and
various nonprofit health promotion organizations in Orange County, California). This
selection and invitation process may have strengthened the group’ swillingnessto attend
and participate in the seven half-day conferences of the TPC and to accomplish what
was expected of them during those meetings.

At the same time, all members throughout the TPC project did not sustain a posi-
tiveinitial outlook. Infact, at the sixth conference, many community membersexpressed
amore negative and pessimistic view (particularly when they |eft the conferencefeeling
that they had not achieved implementabl e action plans or other major accomplishments
near the end of the project period). These negative feelings, expressed at the end of the
sixth conference, were corroborated in follow-up interviews conducted with commu-
nity members of the TPC between the sixth and seventh conferences. Interestingly,
community members negative appraisal of the TPC's accomplishments following
the sixth conference was replaced by amore optimistic evaluation of theteam’sachieve-
ments following the seventh and final conference. The more optimistic view may have
arisen because, during their final meeting, TPC members reviewed and approved a
Research and Policy Brief on Preventing Teen Smoking and agreed on plans to widely
circulate the brief to legidators and health promotion organizations at local, state, and
nationa levels. They also agreed to establish a TPC Grants-in-Aid Program with the
remaining project funds to help support local community efforts to implement smoking
prevention programs aimed at reducing tobacco use among adol escents.

Disciplinary and Professional Scope The TPC collaboration was established with a
membership composition representing a diversity of disciplines and professions. The
UCI TTURC center, which spawned the TPC, encompassed a broad array of scientific
disciplines ranging from neuroscience to health policy research. This breadth of disci-
plinary perspectives within the UCI TTURC created difficulties and challenges for
diverse researchers trying to work together across multiple disciplinary boundaries.® 3
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When the multidisciplinary members of the TTURC joined forces with even more
diverse professionals from the community to establish the TPC, collaborative chal-
lenges became even more pronounced. School principals, politicians' staff, funding
agents, police officers, medical doctors, and others found themselves trying to under-
stand each other’s jargon, values, working styles, and goals. TPC members did not
share the same language. For example, statistical methods for analyzing survey data
and terms such as psychopharmacogenetic approaches to studying nicotine addiction
were unfamiliar to many community-based members of the TPC. As another example,
when a UCI tobacco scientist presented his research on computer modeling of tobacco
use, some community membersfelt frustrated that they were left without understanding
any practical implications of the reported findings.

Researchers Versus Community Members Experiences of frustration arising from
TPC members' attempts to communicate across disciplinary and professional bound-
aries led some nonuniversity participants to conclude early on that the consortium dis-
cussions might be beneficial to researchers but not to community members. At times,
there was afeeling that researchers were part of one camp who shared a common per-
spective (e.g., the importance of basic and theoretical science) and that community
members were part of another camp who shared a dissimilar perspective (e.g., the
importance of bidirectional discussions leading directly to the application of scientific
knowledge to the development of programs aimed at preventing or reducing teen
tobacco use in the local community). These contrasting perspectives may have arisen
from preexisting attitudes in which community members and researchers did not view
each other as“equals’ (i.e., as having equivalent status) in the TPC partnership.
Often, members revealed during conference discussions (and in their interview and
survey comments) that they did not share agreement on what the TPC's priorities were
for tobacco prevention and control, and they also recognized that their views on the
group’s priorities were dauntingly diverse. Researchers believed that more basic and
theoretical research was an important goal and that the dissemination and trandation of
their findingsinto smoking prevention programs might take yearsto devel op. In contrast,
community members wanted to establish short-term, practically oriented programs
based on tobacco use research that would quickly benefit the constituents in their own
organizations and geographic region. As an example of these diverse perspectives,
aresearcher prioritized understanding brain sensitivity to nicotine in rats, whereas a
police officer emphasized the need to round up more truant teens and get them back in
school because truants are often seen smoking. Over the course of the TPC confer-
ences, researchers’ and community members' perspectives on tobacco control priorities
became more similar as aresult of repeated brainstorming sessions and collective dis-
cussions of the TPC's priorities. They began to share views on which directions were
the most promising for tobacco control in their local communities and organizations.

Professional Goals Group members diverse educational and occupational back-
grounds meant that their individual professional goalsand the criteriafor promotionin
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their own jobs were not interdependent, which made it difficult to develop a shared
conceptual and programmatic framework for achieving consortium goal s. For example,
a neuroscientist, a school principal, and a police officer are rewarded in their work-
placesfor very different reasons. A university-based scientist ispromoted for publishing
high-quality research in prestigious academic journals and not for making adifference
in the number of teens who smoke. A principal of an elementary or middle school is
rewarded for devel oping innovative educational programs that can be touted to school
board members and parents. A tobacco use prevention focus per se is less important
than demonstrating gains in students' achievement exam scores. School principals
priorities for tobacco control tended to have an educational slant whereby students
would learn about math and biology while working on homework or classroom assign-
ments pertaining to tobacco-related problems. Alternatively, police officers are pro-
moted by their departments for being able to demonstrate how they keep the peace and
ensure the safety of community members; for example, focusing on truants and getting
them back in school may be their highest priority.

Some consortium members professions do not require or foster collaborative
skills as a basis for achieving their professional goals. Community members may be
more accustomed to collaborative roles as part of their work, whereas academicians
are more accustomed to pursuing independence and leadership in their jobs as they
administer their own labs and write their own papers.

Lack of Shared Intermediate Goals A barrier that prevented the TPC from achieving
an implied god of self-sustained collaboration and demonstrable reduction in tobacco
use was the lack of shared “ intermediate goals’ (or short-term goals) in the structure of
the consortium. Members knew that their participation required that they come to con-
ferences (for which they received a small stipend), listen attentively at the conferences
(or give atalk if they were researchers), and participate in activities (e.g., brainstorming
sessions and discussions of tobacco control strategies). The structure of the collaboration
did not require that certain milestones or goals had to be met along the way. There was
no accountability for a product, except among the TPC organizers and researchers, who
developed activities to ensure achievement of most of the consortium’s stated goals.
Community-based members of the TPC were not required by their organizationsto dem-
onstrate products or report on successes. Although members were expected to work
toward the goa of trandlating tobacco research into evidence-based smoking prevention
programs and policies during each of the seven conferences, they were not directly
accountableindividually for doing so. Only the university-based organizers were respon-
sible and accountable to the funding organization, the Robert Wood Johnson Foundation,
for demonstrating positive outcomes (which they did in their yearly reports).

Collaborative Processes

Some members felt that a disconnect existed between the university researchers and
the community members, noting disparitiesin their communication styles, life experi-
ences, and “worldviews.” The process by which researchers presented themselves at
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the TPC conferences may have exacerbated community members’ preexisting attitudes
about the shortcomings of university-based researchers. Community members com-
mented after the first and sixth conferences that some researchers’ style of lecturing
and “pontificating” without listening during information sharing was not helpful to the
group dynamics. Community members had dightly more negative views of university
researchers than the researchers had of community members. Many community mem-
bers did not feel the collaboration was equitable or bidirectional. Over time, however,
they cameto view the researchers as more receptive and more progressive, as reflected
in the gradual shiftstoward more positive attitudes that were observed in the repeated-
measures analyses of survey and interview data.

To facilitate the development of strategies for tranglating tobacco research into
policy innovations, a series of structured activities were included in the agenda and
format of each half-day conference. As noted previously, there were structured times
scheduled for members to listen to reports of UCI studies on nicotine addiction and
tobacco use and to engage in extended discussions of the research findings and their
possible implications for developing improved tobacco control strategies. Structured
time was allocated for members to participate in guided, interactive discussions and
activities that fostered a synthesis of the university research findings and the devel op-
ment of tobacco control strategies. Specifically, members were organized into small
groups that regularly met in conferences to share their ideas about trandating tobacco
research into improved smoking prevention policies. Furthermore, unstructured time
was provided for informal conversations among team members and the development
of social capital. Usually, a meal was provided, and people had time to socialize and
get to know one another informally.

Theseactivitiesand the structure of the consortiuminvolved relatively little conflict
compared to some other collaborations involving primarily university scientists.®3
The substantive focus and organizational structure of TPC meetings may have fostered
the generally positive socia climate observed at most of the TPC conferences and as
evidenced in participants’ survey and interview data. Thefact that the discussions never
required members to determine how to share resources or give up some of their own
resources may have been afacilitator of the cooperative atmosphere of TPC meetings
aswell.

Yet, as noted earlier, there were times when frustrations and misunderstandings
occurred. Most noticeably, after the sixth TPC conference, members felt frustrated,
and atone of pessimism was evident in survey responses and interview comments. At
this conference, community memberswere surprised to be asked who would volunteer
to continue the collaboration beyond the formal funding period of the TPC project and
about who would write grants or otherwise commit to working toward the continua-
tion of TPC activities. They did not expect to commit to additional responsibilities by
the end of the sixth conference. Furthermore, members assumed that this conference
would be the last one, and they were hoping to feel a collective sense of achievement.
Instead, community members seemed to feel confirmation of their original concerns
about the“hit and run” style of university researchers—that, after two years, the TPC had
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not provided them with any “take-home” products and information that they could
immediately use in their professional roles and that their time and energy were only
benefiting the university scientists.

Several months passed before a seventh TPC conference was convened. Thetone
at that final meeting, in contrast to the sixth conference, was once again decidedly
positive and optimistic as members were invited to work together toward refining a
draft of the TPC Research and Policy Brief, which had been drafted by a subgroup of
TPC members between the sixth and seventh conferences.t Also, anew TPC Grants-
in-Aid Program was announced at the seventh conference, and community members
of the TPC were invited to apply for consulting funds to be used toward the devel op-
ment and implementation of tobacco control programs initiated by their respective
organizations. Thus, by the end of the seventh TPC conference, members began to
envision a tangible pathway: the widespread distribution of the Research and Policy
Brief to legislators and health policy organizations, through which their collaborative
efforts over the two-year project period would be translated into a specific tobacco
control strategy.

Collaborative Outcomes

Accomplishment of Stated Goals Overdl, the UCI TTURC Tobacco Policy Con-
sortium (TPC) was successful in accomplishing the major goals of the consortium as
outlined in the proposal to the Robert Wood Johnson Foundation. First, the TPC was
established and sustained over the two-year project period. Approximately twenty-five
community decision makers and five TTURC scientists participated in each of the
seven TPC conferences. The consortium was unique in its interdisciplinary, interpro-
fessional, and multisectoral composition with various sectors of the community includ-
ing educational and public health organizations represented. Second, new research
findings emerging from the UCI TTURC were collectively synthesized through TPC
discussions and activities designed to facilitate university-community dialogue and
collaboration. Novel ideas—some readier for implementation than others—were gen-
erated to guide the trandation of UCI TTURC research findings into community pro-
grams that would benefit adolescents residing in the Orange County region. These
collaborative ideas were formulated into specific “targets of trandation,” which was
the fourth goal of the consortium.

In addition, the consortium identified institutional/cultural facilitators and barriers
to implementing innovative TD approaches aimed at tobacco use prevention and
reduction among adol escents. Specifically, participants were asked the following ques-
tions. (@) “What are the most important barriers and facilitators to implementing
tobacco prevention programs and policiesin your local schoolsand communities?” (b)
“In what ways do you think parents, teachers, students, and others can facilitate or hin-
der collaborative anti-tobacco efforts?’ Despite awide range of responses, participants
overwhelmingly agreed that the most important barriers to implementation were (a)
competing educational priorities for schools; (b) limited resources, including money,
time, and staff; and (c) limited program evaluation research demonstrating the most
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effective community strategies for preventing and reducing smoking. Key facilitators
of effective collaboration and implementation of innovative policies and programs
included (a) highly committed volunteers and leaders; (b) scientific research providing
clear and empirically validated insights into the sources of teen smoking; (c) creative
partnerships among schools, public agencies, and community organizationsfor stream-
lining collaborative efforts; (d) peer-to-peer education about and involvement in
tobacco control strategies; and (€) the development of evidence-based and demonstra-
bly effective policies for preventing or reducing teen smoking.

Participants also pointed out several ways in which parents and schools can influ-
ence the development and implementation of innovative tobacco control strategies.
For instance, parents may hinder implementation because of their beliefs that tobacco
isno longer apressing issue due to the gains made in California statewide tobacco con-
trol and that, therefore, their children are not at risk for tobacco use. School districts
may hinder implementation of tobacco control programs in the classroom due to the
“No Child Left Behind” law, which has raised standards for each child to test well on
educational achievement tests and, thereby, has relegated health-related curriculato a
much lower priority than instruction in areas such as math, science, and English.
Health education is often superficial and inadequate in K—12 schools. At the same
time, parents may foster implementation of smoking prevention programs owing to
their desire to raise healthy children and their support of schools' efforts to achieve
broader educational goals beyond the required standards for enhancing children’s aca-
demic development. Schools, too, may foster implementation if they support the idea
of teaching children to be healthy and if administrators and school districts believein
tobacco control.

Over the course of their collaboration, TPC members identified potential targets
of trandation for community-based tobacco control strategies, especialy those build-
ing on and incorporating the scientific findings from UCI TTURC studies of nicotine
addiction and tobacco use. The four major targets of trandation identified by TPC
members for possible implementation in the community are outlined here.

1. ViaDVD or Web site, provide diagnostic assessment of vulnerabilities to
nicotine addiction and tobacco use based on an individual’s assets and
resources. Based on a decisional algorithm, assign appropriate treatment
modules that match individual students’ and their family’s needs. Create
versions for both parents and children.

2. Develop a consensus statement such as a research and policy brief to inform
various groups (ad/marketing campaigns, schools, legislative bodies) about
evidence-based tobacco control strategies. Provide an avenue for youth involve-
ment. Publish the consensus statement in multiple print and el ectronic venues.

3. Develop an anger management, hostility, and bullying reduction program based
on an existing exemplary program and evaluate its effectiveness for reducing
tobacco use. Offer schools monetary incentives for participation.
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4. Develop a three-pronged approach to (a) teach children the best practices of
emotion regulation, impulse control, and decision making; (b) monitor high-risk
children and adolescents; and (c) collaborate with community centers that offer
health, cooking, life skills, and physical activity programs to develop integrative
and effective school health programs.

As an elaboration of the second target of trandation just noted, TPC members
chose to develop and disseminate a Research and Policy Brief on Preventing Teen
Smoking. UCI TTURC research was presented and synthesized, and specific directions
for tobacco control policy innovations were presented in the brief.! Three thousand
briefs were distributed to local, state, and national policy and decision makers. The
impact on future smoking prevention policies and programs has not yet been assessed.

Finally, the consortium allocated grants-in-aid funding to support local profes-
sionals and decision makersin their efforts to launch and sustain evidence-based pro-
grams for preventing and reducing teen smoking. Community decision makers and
organizational |eaders proposed and implemented a variety of programs supported by
the TPC Grants-in-Aid program that they felt would be most useful and effective for
their constituents. One program was an education and discussion session series in
which counselors and at-risk adolescents discussed positive emotional outlets and
alternatives to risk-taking behaviors such as smoking. Another initiative, the “Dude,
Where Are My Lungs?’ program, devised a plan for high school students to mentor
younger students and work together to create an educational play incorporating the
findings from UCI TTURC research. Audience members, who would be the tobacco
control message recipients, included not only adolescents but also younger students
and family members. In addition, a new adolescent smoking prevention research pilot
study and related affect management training program based on earlier UCI TTURC
research were funded and implemented.

Falling Short of Achieving Full Potential Still, the consortium fell short of achiev-
ing itsfull potential. Specificaly, it did not become a self-sustained collaboration that
demonstrated reduced tobacco use among teens. To date, consortium members have
not met yet again asagroup. The consortium did not demonstrate or achieveitsimplicit
longer term goal: to reduce tobacco use among adolescents in a sustained manner.
Why did this not occur? The original goals of the consortium did not explicitly include
the long-term goal of sustaining the collaboration, and there were negligible funds,
time, and support to do so once the foundation-funded project period ended.
Moreover, the multidisciplinary and professiona diversity of team members meant
that their individualized and dissimilar professional goals were not conducive to sus-
taining collaboration once the TPC project formally ended. Community members,
understandably, did not commit to doing more to sustain the collaboration beyond
the two-year funding period. Without alonger timeframe, therewaslittle opportunity to
translateresearchideasintolocal community interventions. Perhapsinitial expectations
should have been set so that members would sustain the collaboration on their own,
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and more time and funding should have been granted to allow members to continue
their multisectoral collaboration.

To promote sustained collaboration, institutional incentives could have been sought
for the consortium members. Researchers could have sought administrative buy-in
through course releases and greater institutional recognition of the value of interdisci-
plinary collaboration in faculty promotion processes. For community members, mone-
tary incentives for attending, the potential to be associated with other well-respected
people at amajor university, and the possibility of gaining firsthand knowledge about
the latest research that might help them in their jobs may have prompted community
members to attend TPC conferences, but additional incentives were needed to sustain
longer term collaboration. Community agencies could have found waysto release their
representatives to spend more time on the collaboration. If these had been part of the
godls of the consortium, then perhaps it would have been more likely to survive after
the Robert Wood Johnson Foundation funding was expended.

Finally, the relatively short time frame of the collaboration (two years) made
it difficult for members to make a demonstrable impact on public health. Years, not
months, may be required to realize the public health benefits of scientific research that
has been effectively disseminated and translated into improved community interven-
tions and outcomes, such as reductions in population levels of adolescent smoking.
Perhaps ten, twenty, or more years are needed to recognize the long-term impact on
public health.**42 The consortium enabled members to begin the process of generating
novel ideas that could lead to long-term public health benefits over time, but tracking
such ideas and outcomes would require a significantly longer period than two years.

In some ways, the TPC project might be better characterized as a “precollabora-
tion” rather than afully functioning collaboration. That is, it might be more accurate to
characterize the consortium as a group just getting started during the initial phase of
collaboration when planning begins but difficult decisions and conflict have not arisen.
The TPC was, after al, an informa group whose members did not have to sacrifice
much time, funds, or other resources to participate. Members did not spend much time
making difficult decisions about whom the leaderswould be, how fundswould be spent,
and whose ideas were worthy of being implemented in the future. TPC participants did
not face major concerns about whether individual members were being treated respect-
fully and fairly, whether individuals were meeting the expectations and norms of the
group, or whether they would be willing to devote more of their resources toward con-
tinuing the collaboration. Their regular work outside the collaboration was not affected
particularly negatively or positively by their participation in the consortium. Members
were not required to be accountable, by their employers or the consortium organizers,
to achieve positive outcomes. Some time was spent at meetings focusing on creating
tobacco control ideas collaboratively in subgroups, but most of the collaborative ideas
were not trandated into new policies and programs by the end of the collaboration.
Therewas no requirement to actually implement the TPC members' ideas. In fact, when
given an incentive and a quick deadline to submit a grant proposal for funds, members
chose to drop the more ambitious ideas they had originally generated in consortium
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subgroups. Instead, they opted to propose programmatic ideas that would more quickly
and directly benefit their unique constituents. For example, instead of pursuing the
idea of spending weeks reviewing best practices for tobacco control in school settings,
a school principal in the TPC proposed a tobacco control plan that tied in with hig/
her curriculum goals and that could be implemented immediately during the next
semester.

IMPLICATIONS AND ADDITIONAL LESSONS
LEARNED FROM THE TPC STUDY

This case study of the UC Irvine Tobacco Policy Consortium (TPC) identifies factors
that facilitated or hindered the collaborative efforts of university and community part-
ners working to reduce teen smoking. Presented here are severd “lessons learned” that
focus on improving future university-community collaborations and enhancing the “ sci-
ence of team science” field in general. Suggestions for further study also are presented.

Cycles of Emotional Storm and Calm Influence

Group Motivation and Performance

One lesson learned relates to identifying cyclical affective processes during collabora
tion. For example, the initial observations of the TPC collaboration were positive,
meaning that members rated their attitudes toward the TPC favorably, and informal
observations corroborated their positivity. Some later observations, however, were
more negative, followed by attitudinal improvements later on, suggesting a cyclical
nature to the collaborative process. Times of moving forward or backward for the TPC
included initia reports of optimism and enthusiasm at the beginning of the collabora:
tion, followed by frustration and skepticism at the conclusion of the sixth conference,
and finally, cycling back to a positive socia climate and sense of achievement at the
end of the seventh conference emanating from certain tangible collaborative achieve-
ments—especially, the completion of the TPC's Tobacco Policy Brief and distribution
of the TPC grants-in-aid for selected tobacco control projects. As is evident from our
observationsof the TPC, thereare affective upsand downsthat shapeor color collabora
tive processes. Understanding personal aswell as group motivations and acknowledg-
ing the importance of personal as well as group feelings about specific shared goals
are essential for improving team collaborations during the transdisciplinary action
research cycle.

Understanding Professional or Academic Jargon Requires Time

A second lesson pertains to the difficulties of learning the lingua franca (professional
terminology) of co-collaborators who represent diverse disciplines and professi-
onal fields. The wide scope of the academic and professional backgrounds covering a
broad range of experience levels represented in the consortium made for arich mix of
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diverse knowledge and perspectives. With such diversity, it was sometimes difficult to
find a common language for understanding tobacco control research. For example,
during a nicotine pharmacology research presentation, one TPC community member
observed that big “agglutinated” terms like psychopharmacogenetic were intimidat-
ing and off-putting from a layperson’s perspective. Over time, professional terminol-
ogy and academic disciplinary jargon may be gradually demystified and defined. The
extratimeit takes to explain new terms may be warranted, however, to reduce the risk
of alienating fellow collaborators who fedl lost in a sea of jargon. Whereas the TPC
members each had time to inquire about terms they did not understand, team collabo-
rations must also consider the type and prevalence of jargon that is used throughout
collaborative discussions.

Developing Realistic Expectations Helps
Achieve Intended Group Processes and Outcomes

A third lesson learned relates to choosing carefully the goals as well as the admini-
strative tasks requested of the collaborators. Individuals entered the consortium with
certain assumptions about key collaborative goals and administrative tasks. For com-
munity members, the assumed goals included developing new tobacco control strate-
gies, and the assumed tasks included meeting over a two-year period to contribute
their views about research priorities. For the university members, the assumed goals
included developing an understanding of community partners' research priorities, and
the tasksincluded assessing community members’ views about those priorities. On the
surface, the consortium goals and administrative tasks were obvious and useful. Upon
deeper analysis, some community members complained about feeling like anumber in
alarge research study when they were interviewed about their views or asked to com-
plete a variety of surveys during or after each conference. Even though the surveys
were framed as being necessary for understanding collaboration between community
representatives and university researchers, completing surveys was considered an
activity that had less benefit when compared to spending time on generating new
tobacco control programs or policies.

Thus, it isimportant to establish realistic expectations early on about time com-
mitment and how long various components of the collaboration will take to complete
inlight of members' shared goals. Addressing member expectations about thetimeline
needed for achieving project outcomesisvital for successin any team science collab-
oration. TPC members could have been warned, for instance, that part of their time
would be spent compl eting surveysand doing small group brainstorming. Furthermore,
they could have been told that it might be difficult to create simple, low-cost tobacco
control programs, given the limited duration of the conference. Such forewarning
may haveresulted in fewer complaints about how much time was devoted to adminis-
trative activities and less disillusionment about reaching consensus on tobacco control
programs or policies.
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Small-Group Activities Foster Shared Views and
Build Essential Social Capital

Another lesson learned relates to establishing a structured set of group activities desi-
gned for sharing viewpoints, both personal and professional, regarding the value of var-
ious tobacco control programs, policy, and research. For example, timewas allocated in
the TPC for interactive, small group discussions when members talked about ideas for
tobacco control strategies. The discussions, coupled with the unstructured time during
meals, provided opportunities for sharing and explaining perspectives. Uniformly, the
most valued activities were the ones that allowed for developing socia capital and
establishing a common ground for discourse.®® Time to foster shared views was neces-
sary due to the differences between the professional goals of the community members
and the researchers. During small group sessions, community members focused on
practical questions such as, “How do we enroll more students in after school smoking
cessation programs?’ In contrast, university members often focused on research ques-
tions such as, “How do we recruit more students to participate in our research study?’
Furthermore, community members did not aways appreciate the style of university
researchers fegling that they tended to “pontificate” while neglecting practical commu-
nity needs. Despite their differences, all TPC members reported highly valuing and
appreciating the time and activities devoted to getting to know the viewpoints of fellow
consortium members. One strong recommendation for fostering collaboration emerg-
ing from this case study is to emphasize small group interactions that encourage dia-
logue and allow ample time for all participants to expresstheir views.

In conclusion, the lessons learned from this case study of the TPC speak to identi-
fying program structures for motivating collaboration when team members have very
diverse backgrounds and experience levels. The science of team science should ook
toward deepening the understanding of transdisciplinary scientific collaboration at all
phases of the transdisciplinary research cycle. 4

FUTURE DIRECTIONS

Antecedent Conditions That Warrant Further Study

Understanding antecedent conditions that exist before a transdisciplinary scientific col-
laboration begins must include not only identifying the disciplinary backgrounds of
team members but also acknowledging their beliefs and feelings about the project at the
outset. For example, if team members participate by virtue of their technical skill, yet
they are otherwise uninterested in the project as a whole (e.g., they would rather be
working on their own project and resent the extrawork posed by team activities), ack-
nowledging their feelings about the project becomes an important antecedent condition.
This case study did not examine affective attitudes about the project before it began but
rather examined feelings about the project after it commenced. Future studies should
explore the degree of motivational buy-in before large, expensive projects begin. One
suggestion is to survey members of large teams after they drop out to determine the
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reasons for their departure. Whereas cyclical processes in team member motivation
(e.g., affective ups and downs) are expected in any transdisciplinary scientific collabo-
ration, identifying antecedent motivational factorsis worthy of future study.

Collaborative Processes That Should Be Further Investigated

In addition to antecedent conditions, several processes should be studied to enhance
the success of future TD scientific collaborations. One process that should be studied
focuses on the transfer of knowledge from one discipline or professional background
to another. For example, how does the basic vocabulary and theoretical perspectives
from the discipline of psychopharmacology get transferred to a youth guidance coun-
selor, and vice versa? What activities are most effective in promoting effective exchan-
ges of disciplinary information? Would completing a series of “basic primers’ or
seminars serve as a test for prospective members' motivation to participate in alarge
TD collaboration? And after completing some kind of “continuing professional educa-
tion” seminar or training module on TD collaboration, would prospective team mem-
bers still want to participate? Any type of collaboration readiness “audit” should assess
factors that facilitate or impede collaboration across disciplinary and professional
lines. Such an audit should ensure that the collaboration has (a) clearly defined goals,
(b) goalsthat are perceived to be attainable, and (c) participantswho are relatively united
across various community interests and agendas.*>*" Incentives for collaboration also
should be assessed because groups with individuals who have clear incentives to collab-
orate (e.g., grants funding, administrative support) may be more likely to do so.®

Another collaborative process worth exploring is the amount of time members
perceive as hecessary for completing the team project compared to the actual time nec-
essary. For example, Buehler, Griffin, and Ross® describe the “planning falacy” in
which people routinely underestimate the time required for task completion. Future
studies should explore the degree of underestimation in task completion that occurs
during transdisciplinary scientific collaborations.

Collaborative Outcomes That Warrant Further Study

Of equivalent importance to the study of collaborative antecedents and processesisthe
study of how transdisciplinary scientific outcomes are translated into health-promotive
community intervention and widely disseminated.>® For example, how were the scien-
tific outcomes of a large team project made available to lay audiences that included
community practitioners and local decision makers? What are the most effective for-
mats of translational presentations (e.g. book chapter, journal article, lecture, executive
policy brief)? What isthe longer term impact of the information after it has been trans-
lated and distributed widely to community groups? Which group (e.g., lay public to
expert) reports benefiting most from the information?

Clearly, future studies of team science and transdisciplinary scientific collaboration
must consider a wider range of collaborative antecedents, processes, and outcomes
than have been studied in earlier investigations. Evaluation of the long-term impact of
collaboration on science, public health, and society also should be eval uated.* Two years
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(the duration of the UCI TPC) is not sufficient time for planning, implementing, and
tracking public health outcomes, such as a reduction in adolescent tobacco use in the
community. Most collaborative teams funded by government agencies and private foun-
dationstend to last five years or fewer, which typicaly is not enough time to see science
trandated into positive outcomes in the community. Through these future, longer term
research efforts, we will be better able to strengthen the science and practice of transdis-
ciplinary action research.

Expanding the Field of Transdisciplinary Action Research

In general, transdisciplinary action research isunderexplored and should be studied inits
own right? so that innovative scientific research is trandated into policies and programs
that benefit society. To promote transdisciplinary scientific collaboration, university-
community collaboration, and intersectoral partnerships, a number of broadly concep-
tualized future directions would be helpful.

Continue Initiatives to Support Transdisciplinary Collaboration Greater attention
and funding will enable future research teams to conduct and study transdisciplinary
action research. Already, an increasing number of researchers and agencies are recog-
nizing the need for more information in this rapidly expanding field. Although many
funding agents and university administrators acknowledge and verbally support trans-
disciplinary collaboration, some have taken concrete steps to establish initiatives that
financially support transdisciplinary endeavors. For example, at a nationa level, NIH
representatives should continue to support transdisciplinary scientificinitiativesthrough
intra-agency collaboration, and efforts to trandate research should be strengthened by
organizations such as Robert Wood Johnson and Keck Foundations, which have
launched large-scale initiatives to promote TD collaboration in science, training, and
the trandation of knowledge into evidence-based practices and policies.?

As transdisciplinary action research (or the science of team science) grows, addi-
tional efforts to evaluate the transdisciplinary collaborations are even more essential.
Determining how to evaluate transdisciplinary scientific collaboration is difficult.
Reliable and valid evaluative metrics need to be devel oped. A greater understanding of
how to best track and evaluate ongoing collaboration is needed. Only minimal empirical
work has tracked collaborative processes, generated hypotheses, and tested hypotheses,
which would then contribute knowledge that can be used to refine future collaborations
and health-promotive public policies.

Increase the Knowledge Base The current knowledge base of information on trans-
disciplinary scientific collaborations, university-community collaborations, and inter-
sectoral partnerships needs to be augmented in severa respects. The relevant literature
can be described, for the most part, as nonexperimental and diffuse (i.e., scattered across
different fields and disciplines). Scholars working in multiple fields have published
papers on one aspect of the problem. For example, librarians have discussed definitions
of disciplines, and physicists have provided retrospective memoirs of their experiences
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in acollaboration using terms from their discipline, such as centripetal forces. Although
fields such as organizational psychology and public health have discussed teamwork
and community-based participatory research, they haven't been used widely to improve
TD science, training, and trandlation.*®

Provide Effective Incentives to Increase Scientists’ and Community Partners’
Participation Greater incentivesfor researchers, community policymakers, and other
policymakersto participate in TD collaboration are needed. Grant funding is helpful to
attract more peopleinterested in TD collaboration, but additional incentives are needed
for community members and researchers. Community members might need moretime
off from their usual job responsibilities. They need to problem solve how to achieve
mutually beneficial goals of their organization while meeting the goals of the collabo-
ration. For example, a principal figured out how to merge tobacco science research
results into her new program on physical health by creating a program in which the
heart is studied, and the tobacco research is discussed aong with the heart. University
researchers can determine how to share resources to help community members achieve
their goals—for example, arranging university student assistantsto help them with their
needs or enabling them to speak in classes to bolster their résumés and ties with the
university.

Researchers could provide incentives such as course rel ease time, reduced admin-
istrative committee responsibilities, and perhaps a sabbatical from departmental res-
ponsibilities while they participate in labor-intensive collaborative projects. They
might al so be encouraged to joi n university-sponsored organized research units (ORUS)
rather than remaining spread across different departments. Also, because researchers
must publish to be promoted, greater support for collaborative cross-disciplinary pub-
licationsis needed. Too often, journal editors are the “ gatekeepers’ who determine the
boundaries of their fields, and they are not sufficiently receptive to cross-disciplinary
work. In addition, collaborative, multiauthored publications are sometimes viewed by
university promotion committees as less important than single-authored publications.
To foster transdisciplinarity, public funding agencies and private foundations should
follow the lead of the National Institutes of Health in recognizing multiple principal
investigators on the same collaborative project as a basis for distributing research cre-
dit more equitably among team members.

Provide Educational Training Graduate students and staff should be trained in
principles of conducting TD action research. They need to be exposed to multiple
disciplinary mentors and sensitized to the barriers and facilitators associated with
interdisciplinary collaboration. Additional funding sources and institutional mecha-
nisms are needed to support such training. Conferences and networks can also be
beneficial for fostering knowledge about TD collaboration. National conferences
such as those organized by funding agencies are also valuable in this regard. For
example, in 2006, the National Cancer Institute organized a Science of Team Science
conference focused on transdisciplinarity.>
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Discussion Questions

Allow a Longer Time Frame for Collaboration Assessment Two years are not a
large amount of time for a collaboration. More time is needed for members to under-
stand the research, contemplate how it could be implemented, implement a program,
and demonstrate an impact on public health. Collaboration members and funding
agencies may need to realize that ahead of time. Although traditional science may
normally take years to be translated into policy, transdisciplinary scientific collabora-
tion may take even longer because of the additional time needed to conduct the work.
Thus, it may take ten, fifteen, or even twenty years to see effective translation occur.
This case study highlights some of the facets of transdisciplinary action research
that occurred among team membersin atobacco policy consortium. It islikely that the
lessons learned from this case study will inform future funding of research into the sci-
ence of team science. Guiding future scientists and professionals through the multiple
phases of team collaborations will improve as we understand more about the workings

of TD science, training, and tranglational initiatives.

SUMMARY

In this chapter, we analyzed the Tobacco
Policy Consortium (TPC), a grant-funded
transdisciplinary action research consor-
tium of tobacco researchers and commu-
nity decisionmakers. TheTPC collaborated
from 2003 through 2005, with the goal s of
creating a grant program to support loca
adolescent smoking prevention effortsand
developing and disseminating a research
and policy brief for local, state, and nati-
ona policymakers. Our assessments show
that despite initial differences in back-
grounds, work styles, and perspectives,
TPC researchers and community members

DISCUSSION QUESTIONS

gradually came to share views on tobacco
control priorities as a result of repeated
brainstorming sessions and collective dis-
cussions. Although the TPC was success-
ful in accomplishing its major goals, it
fell short of achieving its full potentia—
namely, to become self-sustaining and
reduceadol escent tobacco use. Lessons|ear-
ned include improving future university-
community collaborations, enhancing the
“science of team science,” and incorporat-
ing measures for sustaining grant-funded
community-research partnerships from the
outset.

1. Why did the UC Irvine Tobacco Policy Consortium choose to use an interdisci-
plinary approach to understand youth tobacco use?

2. What obstacles did the consortium encounter and how did they address them?

3. What steps could the consortium have taken to engage young people themselves
in their work? What might have been the advantages and disadvantages of

youth engagement?
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4. Based on their experiences, what suggestions do the authors make for improv-

ing the process and effectiveness of interdisciplinary action research? Do you
agree with their recommendations?
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HOW VULNERABILITIES
AND CAPACITIES SHAPE
POPULATION HEALTH
AFTER DISASTERS

CRAIG HADLEY, SASHA RUDENSTINE, SANDRO GALEA

LEARNING OBJECTIVES
Describe some of the ways that natural and human disasters affect the health
of urban populations.

I dentify antecedent social, political, and environmental factors that can influence
how a population responds to a disaster.

Discuss the value and limits of epidemiological and anthropological insights into
the consequences of disasters.

Compare and contrast the health and socia impact of Hurricane Katrina and
the September 11 attack on the World Trade Center.
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Several recent high-profile natural disasters (e.g., the southeast Asian tsunami of
2004 and the Gulf Coast hurricanes in the United States of 2005) and terrorist events
(e.g., the September 11, 2001, terrorist attacks and the March 11, 2004, Madrid train
bombings) have heightened awareness of disasters asimportant determinants of popu-
lation health and have resulted in aconcomitant increased interest in the consequences
of disasters. Although the sporadic nature of lay and scientific reporting about high-
profile disasters may suggest that these events are episodic and rare, general surveys of
the U.S. population suggest that individual exposure to disastersis quite high and that
approximately 10 percent of the U.S. population will experience adisaster during their
lifetime.t:2 Comparable international data suggest that since the mid-1980s, hundreds
of millions of individuals worldwide have been affected by disasters, be it in the
form of terrorism, famine, forced relocation, or political violence.® These figures sug-
gest that although definitions of disasters and the approaches used to study them may
be quite disparate,* ® disasters have been and remain arelatively common piece of the
human experience.® Despite the mental and physical health burden that disasters exact,’
academic and public health interest in disasters remains episodic at best and in many
cases falls along disciplinary lines. Public health perspectives on disasters have typi-
cally centered on a medical model of disaster preparedness and generally less on the
broader issues of why some populations appear to suffer greater health consequences
of disasters than others,

Our objectives for this chapter are largely theoretical and conceptual. We suggest
that greater attention to the social-ecological determinants of the postdisaster context
may prove useful in understanding why some populations suffer more than others and
that such an approach reveals unique insights for prevention and intervention. We also
suggest that data collection and analysis methods that combine qualitative and quanti-
tative methods and are informed by different disciplinary perspectives are critical in
identifying factors that promote or undermine health in the postdisaster setting. We
then outline a conceptual model that is useful for understanding the underlying deter-
minants of population health in the postdisaster setting. The model calls attention to
the underlying vulnerabilities and capacities that influence health and well-being,
which we illustrate by drawing examples from the disaster literature and through three
case studies. We conclude by examining the unique impact of disasters on the world’s
growing urban population.

SOCIAL AND ECONOMIC DETERMINANTS
OF HEALTH AFTER DISASTERS

Socioecological perspectives on the determinants of population health suggest that
factors at multiple levels of influence contribute to individual and population health.®
These may include macrolevel historical and political factors, mesolevel factors such
as socia networks, and microlevel factors such as race/ethnicity.®1° Within this para
digm, it has been suggested that the determinants of population health may usefully be
conceptualized as either vulnerabilities (e.g., poor aggregate socioeconomic status) or
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capacities (e.g., natural resources) and that population health reflects the interplay
between underlying vulnerabilities and capacities and intermittent stressors (e.g.,
disasters) and protective factors (e.g., delivery of aid or other material resources).™

We suggest that social determinantsat multiple levelsof influencearealsolikely to
influence health and well-being in the postdisaster context. This is a position close
to that taken by geographers and anthropologists to explain why disasters occur;
indeed, Hoffman and Oliver-Smith* explicitly define adisaster as“ aprocess|eading to
an event that involves a combination of apotentially destructive agent from the natural
or technological sphere and a population in a socially produced condition of vulner-
ability.” Consistent with this approach and seemingly developed in parallel, public
health practitioners have also identified arange of social-ecological factorsthat predict
the severity of impact on health and well-being across disaster settings. This consili-
ence of approachesis exemplified by the work of Blaikie et al.*> whose comprehensive
model of the factorsleading to disaster builds off the work of Hewitt.™® Briefly, Blaikie
et a.’s model calls attention to multiple layers of influence, including history, class,
resources, power, as well as aspects of the built environment and the interaction of
these factors with a hazard. Hazards, or the physical agent of the disaster (e.g., flood,
fire, etc.), are but one part of the equation producing disasters. Disasters are produced
when a hazard intersects with existing vulnerabilities, which as stated earlier, are gen-
erated through a range of factors. This model can be usefully extended to include the
health and well-being of populations in the postdisaster setting.

The social-ecological model can aso be usefully extended to include not just vulnera-
bilities but also capacities, which are protective social and ecological features. Such a
framework may be useful in the postdisaster context. This view encourages the researcher
to identify underlying population-level factors that act as constants in promoting or erod-
ing health and well-being in the pre- and postdisaster setting. A wide range of factors may
be considered as underlying vulnerabilities, such asthe paucity of material resources (e.g.,
low income) available to a given human population or the presence of a natural tectonic
fault line that predisposes a population to earthquakes. Conversely, examples of underly-
ing capacities may include social capital, abundant availability of natura resources, high
levels of contributions to public goods, or a dispersed and effective informal safety net.
However, theintermittent stressorsthat interact with existing vulnerabilities and capacities
include the closure of a large employer or a hazard; these are inevitable events whose
occurrence is neither frequent nor predictable. Protective events, such asthe opening of a
new school or an increase in group cohesiveness due to the success of alocal sportsteam,
also occur intermittently. Importantly, these intermittent influences, which interact with
the underlying conditions, shape health at any particular moment in waysthat are not nec-
essarily amenable to standard epidemiologica analyses.

Although this perspectiveisrelatively new in our thinking about the consequences
of disasters, the suggestion that we can understand popul ation health as the outcome of
trade-offs between popul ation vul nerabilitiesand capacitiesisnot novel. Nor is the idea
that understanding the social and ecological conditions of the affected imperative to
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understanding how and why populations vary in their capacities and vulnerahilities.
Diverse academic disciplines have long considered the factorsthat determine or covary
with vulnerability.’* 1 Still others have postul ated that vulnerability caninclude genetic
and biological vulnerability at the individual level'® and social vulnerability at the
group level .Y In the study of disaster preparedness, it has long been recognized that
certain populations are also more vulnerable to the effects of disasters than others,®
and detailed case studies, often carried out by anthropologists,* have shown that multi-
ple layers of history, ecology, and culture overlap to produce and augment existing
group-level vulnerability.

Virchow, aphysician-anthropol ogist, reportsin hismid-nineteenth century writings
an ethnomedical description of several Bavarian villages in which he makes precisely
the same distinction between population-level vulnerabilities and capacities. He uses
extensive ethnographic observation to understand population-level variability in these
two factors. For instance, after a lengthy ethnographic account of the settlement and
living conditionsin several villages, he notes“the untoward conditions of socid lifein
[these villages] are offset to a great extent by the beneficial influence of the elevation
of the land and the formation of the soil, and that [as aresult] this poverty-stricken . . .
population, which faces death by starvation every single year of crop failure, shows a
mortality rate almost as low asthat prevailing in the best countries of the old world.”?°
A high level of poverty, which acts as a population-level vulnerability, is countered by
the ecological positioning of the area, a capacity that accounts for the low levels of
mortality. Clearly, in many cases, vulnerabilities and capacities do not necessarily rep-
resent separate dimensions but rather ends of a spectrum, and in most cases, the lack of
a specific capacity may represent a specific population-level vulnerability.

Although the full range of vulnerabilities and capacities that may influence popula-
tion hedlth after disasters is broad and locally specific, we have elsewhere made an
attempt to delineate some of the general elementsthat might influence postdisaster con-
sequences.? These elements include geography and history, demographic and political
structures, community wealth and asset holdings, and aspects of the built environment
and formal and informal social environments.

As underlying factors, geography and history contribute to outcomes of disastersin
severa ways. First and most obviously, some areas are naturally more at risk than are
others. In these aress, the risk of recurrent disastersisvirtually unavoidable, and the exi-
gencies of geography then highlight the fact that there is likely no solution for the total
elimination of these disasters. Geography also plays an important role in structuring the
postdisaster response. News of a disaster event in isolated communities may take far
longer to reach aid agencies or the media (as in the case of the Darfur famine of 2004—
2005) than it might after disasters in more readily accessible locations. Similarly, the
ability of agenciesto provide aid may well be limited in geographically distant or diffi-
cult locales. For example, it took more than a week for domestic and international aid
efforts to reach some victims of the devastating 2005 earthquakes in the Kashmir region
that killed an estimated 80,000 people.®
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Historical processes also influence the postdisaster outcome, particularly asrelated
to historical-palitical relationships. As Olsen and colleagues? point out, many of the
most disaster prone countries worldwide are in areas that are of little security interest
to the United States or other devel oped countries and therefore receive minimal emer-
gency funding. Colonia historical relations also influence responses and therefore
postdisaster consequences. In an interesting recent example, the 7.5 magnitude earth-
quake that hit Mozambique in February 2006 was notably benign in part due to
building codes imposed on the country by Portugal during the colonia period.?®
Political structures and systems of governance establish the parameters (e.g., taxation,
federal-state relations) that shape many of the other contextual factors influencing
health after disasters. For example, analyses of state failures such as those that have
occurred in Liberia and Somalia and which often precede or predispose to disasters
show that these events are far more likely to occur in partial as compared to fully dem-
ocratic regimes.?* Similarly, postdisaster response may be influenced by political
structures and governance, as we describe in more detail |ater.

Even within areas that share geographic, historical, and politica structures, the level
of community wealth actsasalocal vulnerability or a capacity. Thereis an abundance of
research in public health demonstrating that aggregate community socioeconomic status
isassociated with health, independent of individual socioeconomic position. Community
socioeconomic status encompasses multiple domains, including high rates of poverty
and unemployment and lower education and income levels» Empiricaly, low commu-
nity socioecological status (frequently also referred to as community deprivation) is a
determinant of health outcomes, including health-related behaviors, mental health, infant
mortality rate, adult physical health, coronary heart disease, and mortality even after
accounting for individua-level factors.?® Low community socioeconomic status may
affect residents’ health through two primary mechanisms: (a) by limiting the availability
of salutary resourcesthat may be beneficial to residents well-being and (b) through psy-
chosocial stress accompanying a chronic shortage of essential resources.?” These socid
mechanisms also explain how community socioeconomic status may influence health in
the disaster context. After disasters, when both formal and informal resources are lim-
ited, societies with a priori fewer resources are less likely to have access to salutary
resources such as health and social services or food reserves. Consistent with thisline of
reasoning, Norris et a.? showed that individuas who lived in developing countries and
presumably had fewer protective resources were at far greater risk of experiencing poor
health outcomes in the postdisaster setting than those living in the United States. They
report in their meta-anaysis that 78 percent of the samples from developing countries
showed signs of postdisaster impairment compared with 25 percent of the samplesfrom
the United States.

The physical environment is perhaps one of the most obviously central features of
context to postdisaster recovery. Structureslike buildings, bridges, and other infrastruc-
ture may be vulnerable to natural or human-made disasters and may directly influence
the postdisaster context and the severity of the disaster consequences. For example,
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features of the physical environment can be immediately linked to fatality rate after
disasters as seen in the recent earthquakes of comparable magnitude in Kobe, Japan, in
1995 and Bam, Iran, in 2003 that were associated with 5,200 and 26,000 deaths,
respectively.? 2 Much of thisdifference was attributed to the different quality of build-
ings; Japanese buildings had been reinforced to cope with earthquake tremors, but
much of the Iranian city of Bam collapsed with the earthquake, killing thousands of
residents.*® Clearly, given that more than half of the global population is or very soon
will be living in urban settings, this has important consequences for health and well-
being in postdisaster settings.? This rapid urbanization creates tremendous challenges
in part because many urban dwellers will be living in slums, which are likely loci of
multiple physical vulnerabilities.

Culture, which coexists with these elements, is likely to be an important element
structuring postdisaster outcomes. Culture, defined as beliefs or rules of behavior that
are passed on from one individual to ancther by some form of social learning,* may
influenceindividual and community responses to disasters aswell as the health conse-
guences thereafter, such as health-seeking behavior, mental health experiences, and
the provision of resources by dominant groups. Because members of groups often, by
definition, share norms and beliefs, groups of people will likely experience, react, and
respond in very different ways to the same disaster event. Among this set of beliefs,
some researchers have suggested that differing and culturally specific normsrelated to
fatalism may alter both pre- and postdisaster responses.® Some evidence to support
this claim has been shown through interviews with survivors of Hurricane Andrew.
Thereisalso the possibility that expressions of posttraumatic stress disorder and other
mental health morbidity may vary by ethnic or cultural group.** Despite culture's
seemingly important role, few studies analyze the role of culture in the postdisaster
milieu. These limitations reflect, in part, alack of ethnography used in the immediate
postdisaster context® and difficulties in measuring shared norms and beliefs.
Additionally, cooperation and the capacity to mobilize or create informal political or
social groups may be a critical resource in the postdisaster situation. For instance, in
rural Tanzania, alocal vigilante group was instrumental in enforcing a ban on intervil-
lage trading to reduce the spread of cholera, and in another situation, they successfully
cooperated to defend a large amount of rice left roadside after a rice-bearing truck
crashed (B. Paciotti, personal communication, April 14, 2006). Such widespread coop-
eration, which varies quite dramatically between cultures and groups,® ¥ could have a
substantial impact in the postdisaster setting where many other salutary resources are
limited.

The complexity of the determinants of population health after disasters suggestsit is
unlikely that any single disciplinary perspective or framework will afford us the toolsto
fully understand how the determinants of population health interrelate to shape the health
of populations. An interdisciplinary approach that simultaneoudly capitalizes on epide-
miological rigor and anthropology’s*“ radically contextualizing” roots hasthe potential to
draw on quantitative and qualitative methods that can be complementary and help us
to understand the etiology of the health consequences of these events. For example, the
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social autopsy approach, which integrates multiple levels of causation, was used to
explore the underlying causes of differential health outcomes following the Chicago heat
wave. This approach could begin to assess whether vulnerabilities and capacities act in
isolation or interact at theindividua and community level swith cultural, socioeconomic,
and global political and historical forces to produce specific health outcomes after a
disaster. Thus, the epidemiol ogic focus on categorical health outcomes can be augmented
by historical and ethnographic data that can link the consequences of disastersto declin-
ing tax revenues, poor and myopic government planning, racial discrimination, and high
rates of individual- and community-level poverty.

We use here three relatively recent disasters as case studies to illustrate the roles
of vulnerabilities and capacities acting and interacting across multiple levelsaswell as
the value of adopting a historical, cross-cultural, social science perspective. First, we
examine the social determinants in influencing health and well-being in two similar
crises resulting from political rather than environmental events. Next, we explore the
socia determinants of outcomes following Hurricane Katrina and the events of
September 11, 2001. In each case, we draw on various data sources to highlight under-
lying vulnerabilities and capacities and attempt to show how these influences produce
and reproduce differential outcomes within and between populations.

HUMANITARIAN CRISES IN ANGOLA AND THE BALKANS

Inthe postconflict periodsfollowing thepolitical crisesin Angola® and the Balkans,® 4
health outcomes varied markedly between these two countries. In both cases, political
instability led to large-scale popul ation displacement and socia unrest, and the displaced
peoples were amost entirely reliant on food assistance. Despite these similarities, the
prevalence of undernutrition in the Kosovar population (one of the many ethnic groups
within the Balkans) remained at approximately 2 percent throughout the crisis, whereas
the prevalence of undernutrition in Angola increased throughout the crisis from 2.3
percent to 15 to 21 percent. Why did the prevalence of undernutrition increase by nearly
tenfold in the Angola case, whereas there was no detectable increase in the levels of
undernutrition in the Balkans? In both cases, large numbers of people were affected by
violent political instability that brought about disastrous consequences for the provision
of government and social services, and both resulted in substantial opportunity costs.
To the wage earner in the Balkans, the disaster brought with it lost wages. To the farmer
in Angola, the disaster brought unplanted crops or harvests consumed by rebel forces or
internally displaced people.®

At least three key differences in population vulnerabilities and capacities emerge,
which likely account for the vastly different health consequences observed in these
humanitarian disasters. In the case of Angola, humanitarian aid was in short supply.
The UN’s 2002 calls for humanitarian assistance repeatedly fell short of their mark,
with only 30 percent of the appeal being funded during critical periods of the crisis. 4t 4
One report expressed surprise and dismay, noting that “it isalarming . . . that the UN
Consolidated Inter-Agency Appeal (CAP) has so far met with a very poor response
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from the international donor community, despite the emergency having been branded
asthe worst crisisin the world at present.”* Emergency aid that did appear often was
unable to be efficiently transferred to those most in need, in large part because of the
large number of land mines placed by the opposition UNITA forces. In the Balkans,
international aid agencies were able to take preemptive action and to reach locations,
and thus continue to deliver vital aid in the postcrisis period. The UN assessment was
that “overall, the international community has been successful in preventing acute
[nutritional] wasting, among the K osovan refugees.”#

At the community and individual level, these two populations differed consider-
ably in overall wealth. In the Balkans, which lacked the extreme poverty found in
Angola, this enabled wealth redistribution and therefore acted as a population-level
capacity, whereas in Angola low levels of wealth disallowed redistribution, and socia
networks were powerless to assist those in need. Further, household food insecurity
assessments identified critical shortfalsin food in Angola, but this was not necessarily
the casein the Balkans. Subsequent assessment showed that alarge number of Albanian
households (another ethnic group within the Balkans) had family membersliving either
abroad or outside the conflict area who were sending remittances that were critical for
protecting households from food insecurity.®® Yet, in the Angola case, because few
households had family living outside the conflict area, few people received remittances,
and lacking such safety nets, shocks to the households were not successfully buffered.
These patterns suggest that variation in health outcomes in the postdisaster period are
linked to global variation in international aid and perhaps to globa migration patterns,
which enableindividualsto rel ocate and send remittances, thereby diminishing the neg-
ative impact of declinein social services during a conflict period.

To put this in the context of our conceptual model, privileged political positions
and global migration patterns are likely underlying capacities to the extent that they
facilitate emergency aid donations and the ability of individualsto redistribute resources
through remittances. This later point may be particularly salient in light of the rapidly
urbanizing global community and the hypothesized reduction in informal safety nets
that are expected to accompany this shift. Some have hypothesized that formal safety
networks will emerge to take over the functions of informal safety nets, but the avail-
able evidence from sub-Saharan Africa does not support any clear urban bias in the
availability of formal safety nets.* Asin theAngolaexample, urbanization may be asso-
ciated with limited formal and informal safety nets, which in the post-postdisaster
setting erodes health and well-being. Preexisting health conditions, in this case under-
nutrition, also contribute to a reduced capacity to effectively respond in the context of
markedly increased stress. Thus, these cases illustrate how during and after a disaster,
individual, community, and global forces interact to position populations along distinct
tracks that lead some to stable or improved health and others to poor health outcomes.

HURRICANE KATRINA

Hurricane Katrinawas a category 3 hurricane when it hit the Gulf Coast of the United
States on August 29, 2005. Despite sufficient warning and officials at all levels being
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“acutely aware of Katrina and the risk it posed,” the storm contributed to more than
1,800 deaths, billions of dollars of damage, and the displacement of between 700,000
and 1.2 million people.®® Austin* provides an excellent overview that mixes historical
reports with current ethnography to illustrate how power, resources, and geography
created vulnerabilities in the region even before Hurricane Katrina hit. In addition to
the preexisting geographic and power vulnerabilities, socioeconomic vulnerabilities
already existed at both the state and individual level; the three states (Louisiana,
Alabama, and Mississippi) that bore the burden of the storm were among the poorest
in the United States,®® a fact that has implications for the citizenry and the level of
support available in crisis situations. Groups with preexisting vulnerabilities were
predicted to bedifferentially affected by the storm, and mediacoverage and preliminary
reports suggested poverty and race were key predictors of risk of damage to material
and physical resources.

Two separate reports confirm this general assessment but offer a more nuanced
perspective.*s 4 An examination of censustract datarevealsthat the overall population
living in areas considered damaged by Federa Emergency Management Agency
(FEMA) criteria were disproportionably black (45.7 percent vs. 26 percent black in
nondamaged areas). Damaged areas also had a higher proportion of individuals living
in rental homes (45.7 percent vs. 30 percent in nondamaged areas) and greater per-
centages of people living below the poverty line (20.9 percent vs. 15.3 percent in
nondamaged areas) and who were unemployed (7.6 percent vs. 6.0 percent in nondam-
aged areas). Death reports also show that elderly white individuals were at the highest
risk of death. To be sure, there were also areas with considerable damage that dispro-
portionally comprised individuals who were white and wealthy, yet the statistical
patterns reveal deep social divides. These patterns of differential impact have signifi-
cant implications for current and future health consequences.®® More than 500,000
people are estimated to have an unmet need for mental health services when the num-
ber of medical professionas is near its nadir. In addition to the health impact of
depression and other common mental disorders, depression is associated with hyper-
tension, heart disease, and diabetes. Mental health outcomes are also expected to give
rise to increased rates of substance use and abuse. Further, consistent with our model,
the impact of these health outcomes is unlikely to fall equally on all. Some evidence,
for instance, suggests that African Americans are less likely than other racial/ethnic
groupsto seek care for mental health morbidities such as posttraumatic stress disorder
following disasters.® Higher rates of poverty and lower rates of health insurance,
which will be amplified by the reduced availahility of social services, may aso under-
cut attempts to rebuild physical and mental health and economic well-being.5

Hurricane Katrina therefore exacerbated preexisting vulnerabilities. Although in
many cases effective governance or formal safety networks can act as population-level
capacities and serve to attenuate, protect, or eliminate negative health effects experi-
enced as aresult of population-level vulnerabilities, this was largely not the case with
Hurricane Katrina. In the case of Katrina, the governmental response was described as
“uncoordinated” and “hampered by ineptitude, lack of leadership and bureaucratic turf
wars across all levels of government.”5® Consequently, despite being warned that the
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storm would be disastrous, the governmental response lagged, and the primary res-
ponse did not occur until two days after Katrinalandfall > Part of this delay wasdueto
confusion at multiple levels within the government. Local governments believed that
the federal government would take primary responsibility and the lead, but the federal
government believed that in disaster situations, “the role of the federal government is
not and should not ever be that of afirst responder.”* Rather, FEMA believed “ states
have the primary responsibility for emergency preparedness and response in their
jurisdictions,”®* although planning exercises simulating a disaster of this magnitude
led to the conclusion that an event of the magnitude of Katrinawould requirefirst-line
federal response.

Others noted that FEM A was unable to actualy carry out itsjob because of changes
in the department’s structure, and increasing amounts of energy focused on being prepa:
red to deal with terrorist strikes. Part of the poor response also appears to have stemmed
from alimited appraisal of how other similar humanitarian crises have unfolded in the
other parts of the world, representing a Western-centric public health model. Thus,
despite an awarenessthat large numbers of individual swould be evacuated (this assump-
tion was built into simulation exercises), governmental responses seemed to contain
little information on how to handle mass displacement of the population. There is a
voluminous literature from foreign refugee crises that would have been helpful in plan-
ning such aresponse.®® Nieburg et al. point out that one of the primary lessons from such
foreign refugee crises is to have sufficient water and appropriate food on hand to feed
large numbers of displaced individuas; thisis alesson that was apparently not learned
on severa prior occasions in which the Superdome was used as a shelter.®

Although in this case the formal response was delayed, informal safety nets
quickly emerged. The notion that postdisaster behavior is marked by widespread devi-
ance, including looting, panic, and extreme psychological dysfunction, is referred to
as the disaster myth.%” In contrast to the disaster myth, empirical research on popula-
tion behavior in the postdisaster setting rarely conformsto that predicted by the disaster
myth model. Rather, behavior is often highly prosocial, calm, and rational. In his
ethnographic account of helping behavior during Katrina, Ethridge® describes the
emergence of “leaderless’ prosocial behavior in a group of individuals temporarily
occupying a high school. Group consensus emerged over a range of behaviors and
tasks, and many norms temporarily fell by the wayside. For instance, age hierarchies
broke down, and youth played a critical role in fetching supplies, in part because older
individuals were incapacitated by infections on their extremities (due to limited facili-
ties for bathing). Again, this case study documents how multiple lines of evidence
reveal multiplelayers of vulnerabilities and capacities that interact to amplify the dele-
terious impact of disasters on vulnerable populations.

SEPTEMBER 11, 2001, TERRORIST ATTACKS ON NEW YORK CITY

The New York City (NYC) metropolitan area is the largest and most densely popu-
lated metropolitan area in the United States.”® Although estimates of population size
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vary depending on the areas selected as boundaries of the metropolitan area, approxi-
mately 15 million people live in the vicinity of NY C in the tristate area of New York
State, New Jersey, and Connecticut. Perhaps as a result of the preeminent role played
by NY C in national discourse, the attacks on the World Trade Center (WTC) were per-
ceived as an attack on the United States. The attacks themselves started on 8:46 A.m.
on the morning of September 11, 2001, and consisted of two hijacked airplanes hitting
the WTC towers, which eventually collapsed. Two other airplanes were also hijacked
that day with one crashing into the Pentagon and the other into afield in Pennsylvania.
During the day of September 11, “fog of war” rumors had many inthe NY C metropoli-
tan area afraid for their lives. Early rumors of more planes being hijacked and aimed
for other NY C and national targets were rife. As round-the-clock, real-time television
coverage of the attacks saturated the airwaves, millionsin the area saw images first of
people waving for help from the towers of the WTC and then of the towers falling.
Meanwhile, countless residents of the tristate area knew someone or were related to
someone who was working in the WTC. Disrupted communications systems meant
that many were uncertain about the fate of family or friends for most of the day of
September 11 and, in many cases, for days after the attacks.

In many respects, the aftermath of the terrorist attacks on New York City repre-
sented amodel of community mobilization in response to a mass trauma. There was a
highly visible and mostly effective mobilization of municipal and national resourcesto
aid those affected by the attacks and a rapid engagement of resources to assist the pop-
ulation of the area both in the short term and in the relative long term. Approximately
$20 hillion in federal aid was routed to New York City in the aftermath of the attacks.®
For example, Project Liberty was afree service established to provide counseling after
the attacks.® It was established soon after the September 11 attacks and was fully func-
tional until 2004, at which point several of the services it provided were reduced. All
services were terminated in 2005. During its existence, Project Liberty provided ser-
vices to approximately 750,000 persons in the NY C metropolitan area.®! It made as a
core part of its mission specific outreach efforts aimed at ensuring that all residents of
New York City would avail themselves of servicesif needed. However, despite the out-
pouring of national attention after the attacks and the relatively effective functioning of
official governmental resourcesin the aftermath of the attacks (particularly when com-
pared with the response after Hurricane Katrina, as discussed earlier), the heath
consequences of the September 11, 2001, terrorist attacks clearly reflected underlying
vulnerabilities that were largely predicated on socioeconomic circumstance.

Several studies have amply documented that the psychological and behavioral
consequences of the September 11, 2001, terrorist attacks extended well beyond those
who are typically considered victims of such disasters and into the general popula-
tion.%552-65 Persons who were more exposed to the disaster (e.g., persons who lived
closer to the WTC complex, persons who had a friend or relative killed in the attacks)
were more likely to have psychological symptomsand adverse health behavior than were
those who were not directly exposed to the disaster. Overall, it has been estimated that
personsdirectly affected by the attackswere 3.5 timesmorelikely to have adverse mental
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health symptomsafter the attacksthan personswho were not directly affected.® However,
once direct and immediate exposure to the attacks is taken into consideration, the exten-
sion of the consequences of these attacks to the genera population provides several
examples of the role of social vulnerabilities and capacities in shaping health after this
disaster.

One of the more consistent observations that emerged from research carried out
after the September 11, 2001 terrorist attack was the differential risk of psychopathol-
ogy among different ethnic groups. Severa studies showed that Hispanics had a
higher prevalence of psychopathology than did other racial/ethnic groups® ¢ and
specific analyses showed that Hispanics of Dominican or Puerto Rican origin were
more likely than other Hispanics and non-Hispanics to report symptoms consistent
with posttraumatic stress disorder (PTSD) after the September 11 terrorist attacks.®
In one study that attempted to understand the reason behind these differences, it was
shown that Dominicans and Puerto Ricans were more likely than persons of other
raceg/ethnicities to have lower incomes, to be younger, to have lower social support,
to have had greater exposure to the September 11 attacks, and to have experienced an
emotional reaction upon hearing of the September 11 attacks. These variables accoun-
ted for 60 to 74 percent of the observed higher prevalence of probable PTSD in these
groups.®

Therole of pre- and postdisaster income as determinants of postdisaster function-
ing and well-being was reinforced in other analyses after this event. For example, one
analysis that focused on the longitudinal risk of PTSD after the September 11, 2001,
attacks found that unemployment at any time after the attacks predicted PTSD persis-
tence even when accounting for arange of other potentially confounding covariates. In
addition, high levels of perceived work stress predicted PTSD persistence among per-
sons employed after September 11, 2001, and this was associated with poor mental
health.®® Therefore, in the aftermath of the September 11 attacks, individual socioeco-
nomic position and job status both contributed to differences in postdisaster mental
health and may explain many of the other differences observed between racial/ethnic
groups after this event.

A further illustration of this point has been recent work that showed empirically
that properties of urban neighborhoods of residence were associated with the individ-
ual risk of psychopathology after the September 11, 2001 attack, even after accounting
for individual vulnerabilities. Specifically, in this postdisaster context, neighborhood-
level income inequality has been shown to be associated with depression among
persons with lower income.®® It has been hypothesized that persons with individual
socioeconomic disadvantage may be more socially or economically marginalized and
dependent on local resources and hence more vulnerable to the consequences of this
particular disaster. Other work has shown that neighborhood poverty was associated
with therisk of incident depression in the years after the attacks even when accounting
for individual socioeconomic status.”® Taken together, data pulled from studies on
mental health outcomes following the September 11 attacks amply demonstrate the
role of vulnerabilities and capacities and how these play out acrossindividuals, groups,
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and communities. In addition, the events of September 11, 2001 illustrate how the
uniquely urban characteristics of population density and diversity, complexity, and
income inequality, described in Chapter One of this volume, influenced how this disas-
ter affected health.

IMPLICATIONS FOR PREVENTION AND INTERVENTION

Underlying socioeconomic vulnerabilities—both individua and ecologica—
contributed to shaping health after the September 11, 2001 attack, much as they did
after Hurricane Katrina and after the humanitarian crises in Angola and the Balkans.
These events are clearly substantially different, and the mobilization of external
resources in response to these events is dramatically different both in scope and effec-
tiveness. However, social and ecological factors consistently influence health and well-
being after al these events, further reinforcing the premise guiding this chapter that
underlying conditions represent a spectrum of vulnerabilities and capacities that shape
postdisaster health and functioning. In addition, postdisaster interventions, while poten-
tially helpful as protective factors, cannot obviate the role played by baseline factorsin
shaping the outcomes of disasters.

Therefore, the conceptual model presented here suggests and the case studies
illustrate how the production of population health in the aftermath of disasters reflects
acombination of underlying vulnerabilities and capacitiesinteracting with the disaster
stressor itself and potentially mitigated by postdisaster protective factors. These case
studies also call attention to the interrelations of global-, community-, and individual-
level factors in shaping health after disasters. Our understanding of these processesis
enhanced by the use of a combination of approaches from anthropology and epidemi-
ology that consider how vulnerabilities and capacities operate in tandem and interact
across levels of units of analysis. Thus, athough we can understand the causes of
morbidity and mortality outcomes in New Orleans from a biomedical or proximate
perspective, clearly the ultimate or upstream causes lie in preexisting health and eco-
nomic inequalitiesin the United States, in the interactions between the oil industry and
the wetlands, and in the mismanaged governmental attempts to protect citizens of the
affected areas. Similarly, we can see that appealing to family members living outside
the affected area is a critical source of support in some situations, but this capacity
is not universally shared and likely varies widely both within and between communi-
ties. The discussions of Hurricane Katrina and Angola show that, in some cases,
regardless of the existence of individual-level capacities, governmental forces can act
as barriers to action and, at worst, contribute to poor outcomes. The studies about the
September 11, 2001 attack similarly highlight the interplay among individuals, groups,
and communities. These case studies draw attention to the important role of context in
shaping postdisaster outcomes.

We suggest that there are several implications of the observations drawn here
for those concerned with public health promotion. The model of vulnerabilities and
capacities presented here strongly suggests that traditional understandings of “disaster
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preparedness’ might be substantially broadened to include elements that may have
been seen as outside the purview of disaster preparedness and even public health. The
model we propose seeks to include social inequalities, aspects of the built environ-
ment, and informal social support, for example, as key components that will influence
or mitigate the postdisaster environment. It might reasonably be argued that affecting
features of the social environment, such as those just mentioned, that influence postdi-
saster health is a challenge beyond the scope of most public health practitionersand is
certainly outside the scope of disaster preparedness. However, we believe that the
approach taken in this chapter strengthens arguments that propose structural changes
because they will pay off in general public health and in the postdisaster setting.
Further proof of this concept comes from Norris et al. In their analyses, they report a
consistent finding across studies that individuals who were more distressed before
adisaster are likely to experience more distress after a disaster. In this chapter and
more so elsewhere,?® we have pointed out that disaster outcomes reflect and amplify
preexisting vulnerabilities, which strengthens the case that these determinants should
not be overlooked in the effort to mitigate disaster consequences.

There are multiple examples throughout history when public health has indeed
acted on contextual factors that expand considerably beyond the realm of individual
exposure or behavior. For example, it was public health efforts to improve sanitary
conditionsin citiesthat led to sentinel improvementsin European cities' infrastructure
and attendant reductionsin morbidity and mortality throughout the nineteenth century.™
Effecting structural changes requires sentinel shifts in policies that may influence
underlying determinants. The current increased awareness of disasters and their poten-
tial conseguences creates an opportunity for advocacy and action toimprove underlying
features of context that may influence the health of populations after disasters. Such
advocacy and action congtitute a valid task for public health professionals.

If aspects of the social environment indeed influence postdisaster outcomes and
are amenabl e to intervention, then a second implication of thiswork is that capacities
and vulnerabilities are locally and culturally specific and that the relevant tools are
needed to identify these. Once identified, these local assets can be leveraged to reduce
the impact of disasters through early warning systems, protect vulnerable members
of the community, and improve responses in the postdisaster period. Furthermore,
uncovering and leveraging loca capacities are particularly relevant in resource-poor
settings where higher level public health services may be absent or ineffective.
Nevertheless, our understanding of these capacities and vulnerahilities is currently
biased toward already known capacities and largely based on those spelled out in the
nondisaster socia epidemiologica literature. We suspect that research methods such
as ethnographic and community-based participatory research designs may provide
vital insights about how individuals and communities function in the face of a disaster
and that knowledge of these local resources may be particularly fruitful in mitigating
the postdisaster response and explaining popul ation health variation.

A final implication of our ideas here is that the world’s population is now domi-
nated by urban dwellers. Projections estimate that by 2030, 5 billion people will be
living in urban areas throughout the world. Although urban living is associated with a
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range of beneficia features, there are also large numbers of poor individuals in these
settings.”? This is increasingly true in those areas that are witnessing the most rapid
urban growth; Asia and Africa.”? The perspective that we have put forward here (and
others have advanced el sewhere'?) suggeststhat poorer individuals moving to or grow-
ing up in these settings will not only have reduced access to material resources, but
their political voices will be silenced, and their living conditions will likely expose
them to pollutants and increase vulnerability to hazards. Dense housing and narrow
roads coupled with a range of heating and cooking materials and a lack of publicly
funded firefighters put urban dwellers at increased risk of hazards and disasters. The
peripheral positioning of many slums also makes them likely to experience floods.
These same conditions, along with material deprivation and food insecurity, also erode
health and well-being in the predisaster setting. Unfortunately, cities do not appear to
be proactively preparing for a disaster: Of 109 cities in Africa and Asia, 34 percent
lacked building codes, 46 percent lacked hazard mapping, and 54 percent did not have
hazard insurance available for public or private buildings.” We suggest that these pre-
existing vulnerabilities set the stage for a tremendous burden in the event of disasters
in urban areas worldwide.

SUMMARY

In this chapter, we have sought to extend
public health perspectives on disasters
from the typical approach—which uses a
medical model of disaster preparedness—
to the broader issue of why some popu-
lations appear to suffer grester health
consequences of disasters than others.
Our objectives were largely theoretical
and conceptual. We suggested that greater
attention to the socioecological determin-
ants of the postdisaster context may help
toreved insightsfor prevention and inter-
vention to reduce the disparate impact of
disasters. We also suggested that data

DISCUSSION QUESTIONS

collection and analysis methods that com-
bine qualitative and quantitative methods
and areinformed by different disciplinary
perspectivesarecritical inidentifying fac-
tors that promote or undermine health in
the postdisaster setting. We presented a
conceptual model that called attention to
the underlying vulnerabilities and capaci-
ties that influence health and well-being,
whichweillustrated by drawing examples
from the disaster literature and through
three case studies. We concluded by exam-
ining the unique impact of disasters on
the world's growing urban population.

1. How did the social conditionsin New Orleans prior to Hurricane Katrina affect

how the storm influenced health?

2. Theauthors of this chapter argue that structural changes that reduce inequality
and increase socia support prior to disasters can help to mitigate the adverse
impacts. What do they mean and do you agree or disagree?
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3.

4.

The authors present several case histories of political and natural disasters to
illustrate their points. How do these case studiesillustrate—or contradict—the
framework the authors present in this chapter? What are the strengths and
weaknesses of a case study methodology?

What are the pathways by which urban disasters can affect mental health?
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LEARNING OBJECTIVES

Describe mgjor trends in aging and immigration and discuss how these trends
will affect the composition of urban populations.

I dentify common assumptions about aging and immigration and analyze the
factual basis of these assumptions.

Discuss the influence of municipal policiesin transportation, housing, food, and
other areas on the health of older immigrants.

Describe policies that will support healthy aging among immigrants living
in cities.
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THE NEW URBAN DEMOGRAPHY: BABY
BOOMERS AND IMMIGRANTS

Thefirst “baby boomer” turns sixty-fivein 2011, followed by 76 million others, repre-
senting an increase of 117 percent in the population of persons aged sixty-five years
and older by 2030. Figure 10.1 presents the U.S. Census estimates of the average
annual rates of growth for the population of older adults over time. Cities, where older
people increasingly tend to concentrate, face enormous challenges. The implications
for public health policy in U.S. cities, as well as cities across the globe, are complex,
as the aging population is not only growing but also living longer. Indeed, this new
demographic wave of baby boomers is predicted to have such a major impact on our
urban economic and political landscape that some have coined the term “ demographic
tsunami.” There is no doubt that the ramifications of this phenomenon for cities are
unparalleled in history. The implications for public health in the United States, as well
as globally, are enormous and complex.

Policymakers concerned with healthy urban aging will face not only adoubling in
cities' older demographic but also an unprecedented increase in the percentage of
elderly who are nonwhite. As shown in Figure 10.2, nonwhite elderly will increase
from 16 percent of the total elderly population in 2000 to 36 percent by 2050.* This
increase follows the most recent wave of immigration, which occurred after the 1965
Immigration Act, the largest wave ever experienced in U.S. history.? Thus, many of
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these more diverse older people will be immigrants aging in a foreign land. Older
immigrantsin the United Stateswill not only become more numerous but also increas-
ingly diverse in terms of gender, income, ethnicity, and language.

How cities respond to the public health challenges of healthy urban aging will
make acritical contribution to the resolution of the current policy debate on aging. The
debate centers on the controversy over the extent to which this new wave of older
adults will pose an unsustainable economic “burden,” requiring new cutsin Medicare
or Social Security, as advocated by some policy analyses and leaders, or instead will
bring new economic growth and prosperity, as many economists and others suggest is
possible® A reasoned analysis of the factors affecting healthy urban aging can help
guide decision makers to make more informed choices.

This chapter examines key social, economic, and policy issues at the intersection
of these demographic trends in our cities. Our intent is to contribute to new ways of
thinking to help support the development of anew urban landscape promoting healthy

Projected Distribution of the Population Age 65
and Older, by Race and Hispanic Origin: 2000 and 2050
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aging for all. Recently, researchers have begun investigating multiple determinants of
healthy aging, including neighborhood and environmental determinants. Yet there are
no theoretical models to define and predict which factors are associated with success-
ful aging in an urban environment.* The intent of this chapter is to develop a policy
framework to contribute toward the identification of prominent features of urban pol-
icy and urban neighborhoods likely to have differential impacts on healthy urban aging
among immigrants. Because many of these features are modifiable, identifying those
aspects of neighborhood environments and policy having significant influence on
healthy aging can provide insight to policymakers interested in addressing disparities
in successful aging and improving healthy aging overall.

In this chapter, wefirst provide a brief overview and critique of the economic and
social debate influencing our current policies on health and aging. We then review sev-
eral mgjor studies that address the effects of the built and socia environment on health
and health trajectories of urban older adults, with a particular focus on immigrants and
immigrant health. Finally, we present a multilevel conceptual framework for healthy
urban aging, adapted from the fields of gerontology and urban public health, and dis-
cuss the need to extend and modify this model to focus on healthy aging among immi-
grants. Based on this framework, we suggest incremental steps toward a public health
policy agendafor healthy urban aging.

ECONOMIC AND SOCIAL INFLUENCES ON
AGING AND HEALTH POLICY

Policy and economics are closely linked. If the ultimate goal of a new conceptual
framework for healthy urban aging among immigrants is to help inform and guide
effective policy, it is first important to understand what economic undercurrents are
shaping contemporary policy. Furthermore, it is critical for policy analysts to under-
stand what evidence supports these underlying economic assumptions.

Economists generally agree that population aging, contrary to popular belief, is
not a causal factor necessarily leading to an increased economic burden—for example,
therising cost of health care.® 7 In their recent book, Aging Nation: The Economics and
Palitics of Growing Older in America, Schulz and Binstock take issue with the dire
forecasts of those predicting economic demise associated with population aging, call-
ing them the “Merchants of Doom.”® These doomsayers stoke the widely held belief
that continued government financing of pensions and health care costs will lead to eco-
nomic and political “crises’ associated with an aging population.? Schulz and Binstock,
however, point out that the future well-being of the whole population (of al ages) has
“very little to do with ‘population aging’ and much to do with technological change,
investmentsin peopl e (education) and businesses.. . . and many other non-aging factors
that in large part determine the rate of economic growth. Simply equating population
aging with economic demiseis ‘ voodoo demographics.’ "3



Economic and Social Influences on Aging and Health Policy 243

To build our framework for evidence-based urban aging policy, we begin by
briefly reviewing the prevailing assumptions that influence the contemporary policy
arena on aging and immigrants and the evidence behind these assumptions, which
relies heavily on economic indicators. To better understand the contextual environ-
ment that shapes public health policies for older urban immigrants, we discuss five
prevailing economic assumptions about aging and immigration.

Assumption 1: Older Adults Are a Drain on the Economy

The redity: The older (50+) population currently represents $2 trillion in consumer
spending, an amount sure to increase as the population grows older.® This rising con-
sumer demand will stimulate many industries. These industries include the high-tech
industry, where breakthroughs in products using technology useful to older adults,
such as robotics, will occur, as well as the more traditional “silver industries’ associ-
ated with older adult consumers such as assisted living housing, pharmaceuticals, the
banking system, the travel industry, and long-term care insurance.

Assumption 2: Older Adults Are a Drain on the Health Care System
Thereality: The health care industry, one of the fastest growing employment sectorsin
the country and fueled by increasing demand among older adults, will be a powerful
economic stimulus, particularly in large urban centers.’ In the health care market, as
in all others, expenses to consumers provide income to producers.” Thus, increased
expenses associated with health care for a growing population of older adults lead to
job growth and income for health care workers. A recent study by the Urban Institute
finds health care to be the leading employer in twenty major U.S. cities, and the
Department of Labor predicts tremendous job growth in health care over the next sev-
eral decades.'t 12

But how high can health care expenditures grow before we start depriving other sec-
torsof the economy, such as education or housing? Theissueis not one of absolute growth
but of relative growth compared to the economy asawhole. In fact, according to arecent
study, health care costs can increase 1 percent faster than real per capita economic growth
with no adverse consequences for the next seven decades; that is, we would not have to
decrease spending in any other economic sector through 2075. A 2 percent differentia
still takes us through the next three decades with no other spending decreases.’®

Assumption 3: Immigrants Are a Drain on the Economy
and the Health Care System

The reality: Similar to older adults, prevailing assumptions concerning immigrants
focus on the burden that immigrants represent to the U.S. economy and the health care
system.** Yet consistent data show immigrants contribute substantially to tax revenues
through productive labor.** Moreover, health expenditures appear to be substantially
lower for immigrants than for U.S.-born groups.* 6
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Assumption 4: Preventive Medicine Is Not Cost
Effective After Age Sixty-Five

Thereality: Health economists have shown strikingly cost-effective results ever since
preventive medicine for older people first began to be systematically examined twenty
yearsago.'” 8 Actual cost savings have been documented in the literature for programs
focusing on immigrant elderly.’® In a recent study of the value of disease prevention
among the elderly, Goldman and colleagues demonstrated prevention among the
elderly could be very cost effective.’ For instance, hypertension control could reduce
health spending by $890 billion over the next twenty-five years, while adding 75 mil-
lion disability-adjusted life years. Reducing obesity back to 1980s levels would save
more than $1 trillion.?

Assumption 5: Increased Longevity Will Cause Large

Health and Social Costs from Degenerative Disease,

Disability, and Economic Decline

The redlity: As stated at the beginning of this section, economic theory does not pre-
dict a causal association between longevity and economic decline. Instead, the avail-
able economic data show a positive association between increasing longevity and
economic growth. A recent study of developing countries calculated aten-year gainin
life expectancy trandlated into nearly one additional percentage point of annual income
growth.t This favorable economic finding could apply to urban neighborhoods as
well. In New York City, for instance, as in other world economic capitals, people are
now living longer than the national average.? It is possible to speculate further that
decreasing disparities in longevity across neighborhoods would similarly lead to
increased urban prosperity.

Economic wealth is defined by more than market value; it includes social value as
well. A recent study estimated that increased longevity between 1970 and 2000 added
more than $3 trillion per year to national wealth.2 Thisisan enormous hidden increase
in social value that is not considered by standard market analyses.

Moreover, older people are staying healthy longer. New data show old-age dis-
ability rates declined for all socioeconomic groups over the past two decades.? These
findings provide new evidence in support of the “compression of morbidity” hypothe-
sis.?® This hypothesis suggests, as people live longer, age-related morbidity begins
later in life; that is, morbidity is*compressed” into the later stages of life.

Finaly, male and female immigrants have 3.4 and 2.5 years, respectively, longer
life expectancy than those born in the United States.® In contrast to some studies that
link the length of immigrants’ stay in the United States with increasing unhealthy prac-
tices, other studies suggest that immigrants’ healthy habits may provide asort of “health
insurance policy” against disease, particularly among impoverished elderly newcom-
ers.?728 |n an ethnographic study of forty- to seventy-year-old Indian immigrants in
Canada, Choudhry reported older women's strategies to continue a hedlthy lifestyle
were based on maintaining agood diet, participating in physical activity, and practicing
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weight control, as well as having regular spiritua prayers and good relationships with
others.® In astudy of older women who had come to the United States from the former
Soviet Union, researchers found that participants tended to decrease their risk for coro-
nary heart disease as they followed a more “ Americanized” way of life.*

This brief review of the conventional wisdom that informs current policy debates
on aging, immigration, and health shows that many of these assumptions are patently
false or subject to empirical challenge.

Alternative Conceptual Models

An understanding of the complex interactions of urban neighborhoods with the eco-
nomic, social, environmental, and behavioral factors associated with healthy aging
among older immigrants suggests that good public health policy can also be good eco-
nomic policy. Contrary to prevailing assumptions on aging, the available economic
data show a positive association among aging, longevity, and economic growth. Thus,
public health policy can play a substantia role in promoting healthy aging among
immigrants while simultaneously promoting urban economic vitality. Thereis apress-
ing need for more research to better understand how and where urban neighborhood
environments and policy influence health and health trajectories among older immi-
grants and to identify modifiable neighborhood features that can improve the health
and socia well-being of older adult immigrants.

In the gerontology literature, models of productive and successful aging dispute
deterministic age-related frailty as a biological inevitability; rather, they focus on
understanding determinants of healthy aging—that is, the biological and social mech-
anisms causally linked to cognitive and functional performance. There are many terms
for “healthy aging,” including “successful aging” and “productive aging,” two of the
best known. According to Rowe and Kahn, successful aging is the combination of low
probability of disease, high physical and mental functioning, and active engagement
with life.3* Their emphasis is on the interaction between biological and functional
capacities. Butler introduced the concept of productive aging to emphasize the eco-
nomic value associated with healthy aging.*? Both of these concepts are useful to
incorporate in a conceptual framework for healthy urban aging. Although a growing
literature documentsthe effectiveness of individual-level evidence-based interventions
for the promotion of physical activity, improved nutrition, chronic disease management,
and prevention of cognitive decline and depression for older adults, the fundamental
reality isthat thefactorsthat influencehealtharebehavioral, social, and environmental .3
To date, few interventions for older people or older immigrants adequately address
these socia and environmental determinants.

To develop a policy model for healthy aging in the context of urban environments, a
conceptua framework for healthy urban aging must move beyond individual predictors of
hedlth and economic outcomes and incorporate the broader social, biological, and physi-
ca determinants of health for older adults. These include transportation, physical activity,
socia networks, access to health and social services, economic and socia security, com-
munity involvement, and housing. In the next section, we explore these influences.
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SOCIAL AND ENVIRONMENTAL CONSIDERATIONS

What Is a Neighborhood?

A rapidly growing body of literature explores the effects of social, institutional, and
physical characteristics of neighborhoods on health behaviors®** and health out-
comes.*® Gerontologists have suggested that neighborhood environments might be
particularly significant for the functional health and well-being of older adults. Yet no
consensus has been reached on the most appropriate way to characterize the physical
and social environments of neighborhoods or even how to define them. There does
seem to be a growing agreement that “neighborhood” refers to a geographic unit,
with relative homogeneity in housing type and population, as well as some level of
socia interaction and symbolic significance to residents.®”: % However, the subjecti-
vity of neighborhood boundaries® is also widely accepted,® particularly in cities,
where local travel is easy and frequent and neighborhood boundaries are likely to be
malleable. Social connections, common use of public facilities (e.g., schools, post
office, shopping areas), and physical barriers (e.g., railroad tracks) may lead to an
overlap in residents’ neighborhood definitions, but their perceptions are also affected
by individual characteristics, such as gender, age, educational attainment, mobility,
and daily activities.® 4

We define neighborhood characteristics to include safety, density, socioeconomic
status (SES), wealth disparity, access to public transport, access to retail and recre-
ational facilities, and general aesthetic qualities. In addition to these general neighbor-
hood features, housing factors such as size, home ownership, and condition and social
factorssuch asmeasuresof social cohesion, social capital, participationinsocial groups,
and cultural norms are important components of a conceptual framework for success-
ful urban aging.

Physical Environment and Health Status

Extensive evidence suggeststhat local physical environmentsaffect amyriad of health-
related outcomes, including self-rated health, mortality, depression, chronic condi-
tions, and health behaviors.®-%.4-4 Some recent work on the influence of the social
environment suggests a positive association between the social resources of acommu-
nity and health.*-5° Although studies show that neighborhood characteristics signifi-
cantly affect health among different subgroups of the adult population, researchers
till know very little about how the local environment influences the health of older
adults.®> 553 Even less is known about the specific influence of neighborhoods on the
well-being of older immigrants.

It is likely that neighborhood context plays a salient role in the quality of life of
older adults, particularly among immigrants. Older residents rely on the proximate
resources of the neighborhood, spend a majority of their timein alocalized area, and
have a strong commitment and emotional attachment to their community.>* Several
studies demonstrate that the health of older adults varies based on characteristics of
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the area, including neighborhood socioeconomic status (SES). Krause found that
compared with those who lived in better off residential areas, older adultswho livedin
deteriorated neighborhoods were significantly more likely to report poorer health sta-
tus.* Robert and colleagues used datafrom anationally representative sample to show
that neighborhood SES was associated with health status and comorbidity of older
adultsindependent of individual-level SES.%3 %% |n a 2002 study, Balfour and Kaplan
used longitudinal data and found that older adults who reported living in neighbor-
hoodswith excessive noise, inadequate lighting, and heavy traffic experienced agreater
risk of functional decline one year later compared with those residing in communities
with fewer environmental problems.>

Of particular interest is a recent study that examined neighborhood effects and
health status among older Mexican Americans. As expected, older adults who lived in
adverse neighborhood environments, compared with those who resided in better envi-
ronments, were more likely to report poorer health status. In addition to the associa
tion between neighborhood economic disadvantage and poor health status, Patel and
colleagues found that older adults who lived in a neighborhood near the Mexico-U.S.
border compared with those who did not were more likely to report poorer health
status.>” Furthermore, relative to older Mexican Americans who did not live in neigh-
borhoods with other Latinos, those who did were more likely to report better health,
demonstrating the importance of multiple contextual domains when assessing the
association between neighborhood effects and health, in particular among immigrant
groups.

Physical Activity

One hedlth-related behavior that has been increasingly linked to the neighborhood
environment is physical activity.® % % Certainly, the social and physical environment,
including transportation policies and decisions, create opportunities that either facili-
tate or hinder the promotion of physical activity. Although thereis strong evidence that
aphysically active lifestyle is important in the prevention of chronic disease and pro-
motion of health and well-being, physical activity levelstend to progressively decline
with increasing age.® Limited cross-sectional research in older adults suggests that
lower levels of physical activity are associated with higher levels of psychological
distress and with a lower heath-related quality of life.s! There is aso evidence that
physical activity is protective against incident depression and falls in older adults.
However, predictors of exercise adherence that have been developed in younger adults
are unreliable in this group.®?

Notably, among older adults, regular physical activity improves mobility, coordi-
nation, and balance, as well as other health benefits that improve overall health and
well-being.®*% As with most data on health behaviors, there is limited research on
physical activity patterns that compare U.S.- and foreign-born residents. Few studies
have suggested that immigrants compared with their U.S.-born counterparts are less
likely to engage in physical activity.” Yet among older immigrants, with increased
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time in the United States and greater acculturation, participation in leisure-time physi-
cal activity increased after controlling for other demographic factors.8 %

Recent evidence suggests that community characteristics, including street design,
proximity of facilities, lighting, aesthetics (e.q., trees and greenery), and safety are the
most important determinants of physical activity.” ™ A study in Houston, Texas, found
that nearly 60 percent of disabled and elderly residentslacked sidewalksin their neigh-
borhoods.” Clearly, fear of crime and alack of accessible areas for walking create bar-
riers to physical activity among older adults. Furthermore, a recent investigation
examining the multilevel effects of the built environment on walking patterns of older
adults revealed significant interneighborhood variability in walking activities among
older residents. These differences were explained by such environmenta characteris-
tics as high employment density, high household density, greater areas of open and
green spaces, and more street intersections.”™

On the one hand, dispersed communities, problematic community design, and the
lack of safe environments may make it difficult for many individuals, especially older
adults, to walk in their own neighborhoods.” ™ Living in neighborhoods with high
levels of noise, litter, crime, vandalism, graffiti, and abandoned buildings may result in
persons being less likely to engage in physical activity out of fear of exercising in the
neighborhood.™

On the other hand, several factors in the physical and social environment have
been found to promote physical activity among older adults. Using data from the
Behavioral Risk Factor Surveillance System (BRFSS), researchers found that other
likely influences on physical activity included physician advice, proximity to facili-
ties, social support, health literacy, and childhood practices.52 " 7® Personal attributes
of older people that have been associated with higher levels of activity include being
male, younger age, ability to travel independently, better physical functioning, ade-
quate fruit and vegetable intake, and perceptions of high self-efficacys® 7-° Although
individual behaviorsand attitudes, including safety issuesfor older adults, areimportant
factorsin health-related outcomes, structural barriers, including social, economic, and
political processes, have contributed to the creation and development of the physical
and social environment and to the growing disparitiesin health by social class, race and
ethnicity, age, and gender.®!

These studies suggest that the characteristics and amenities of a neighborhood are
important for the physical and mental health of older adults, including immigrant elders.
As many older adults reside in their communities for decades, a phenomenon com-
monly referred to as“aging in place,” it will become increasingly important to develop
policies that can create and sustain supportive environments for older residents.

Isolation and Neighborhood Conditions: Effects on
Immigrants’ Mental Health

Depression is a major public health problem, particularly later in life. Among older
adults, depression has been found to lead to declined role functioning, increased risk
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of physical disability, and other medical illnesses.®% Prevalence of depression among
community dwelling older adultsis limited by small sample size, but reported rates of
depression range from 1 to as high as 27 percent.® % % QOlder immigrants appear to be
more vulnerable to and more affected by mental illness than other groups, particularly
with regard to depression, memory loss, and mood alterations.®” 8 Overall, older immi-
grants present more mental health problems than their younger counterparts, particu-
larly among women from different ethnic groups.*

It has long been thought that certain characteristics of the urban environment, in
particular, community disorganization, may influence population mental health. Yet,
empirical evidencelinking neighborhood characteristicsand healthis primarily focused
on physical health. Recent studies examining the relationship between neighborhood
context and mental health have found that neighborhood deprivation and disorgani za-
tion are associated with depression, even after accounting for individual income and
education status.?>** The implication of this research is that there are characteristics of
economically deprived neighborhoods that influence mental health beyond the effect
of economic deprivation itself. The ongoing identification of these characteristics
would provide the opportunity to model structural interventions that might influence
anindividual’srisk of developing amental illness regardless of socioeconomic status.
Although there is no research focused specifically on older adultsin this regard, such
a hypothesisis supported by arecent randomized controlled trial that moved families
from high-poverty neighborhoods to nonpoor neighborhoods. The results showed that
both parents and children who moved reported fewer psychological distress symptoms
than did control families who did not move, despite no other changes in their eco-
nomic situation.®

Robert and colleagues examined data from the Alameda County Study to assess
the theoretical proposition that neighborhood conditions, either stressful or supportive,
would increase or decrease the risk of poor mental health. Study results revealed
neighborhood characteristics to be associated with depression.® In another recent
study with older Mexican Americans, results showed that low neighborhood SES was
associated with higher levels of depressive symptomatology, and higher levels of con-
centration of older Latinos in a neighborhood was associated with lower levels of
mental health problems.®” Similar resultswerefound in astudy conducted by Kubzansky
and colleagues assessing neighborhood context and depression. Findings suggest that
individuals who lived in economically disadvantaged neighborhoods compared with
those who resided in better off communities were morelikely to report higher levels of
depression.®?

Social Capital

Recent studies on the effect of social capita report differential access to socia resour-
ces (e.g., belonging to community organizations and community services), differences
mediated in part by immigrant household composition (i.e., single-mother families vs.
elderly units) and migratory age(i.e., young-at-arrival elderly vs. old-at-arrival elderly).%
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Even though there s no definitive consensus on the rel ationship between the built environ-
ment and social capital, severd studies have demonstrated that walkable neighborhoods
and mixed land use in communities are associated with an improved sense of community
among residents.®® The built environment can also have negative consequences. For
example, geographic isolation; little socia contact with neighbors, friends, or community
members; and increased use of computers and television can encourage isolation, 10t 102

The creation of supportive neighborhood or community networks could lead to
higher levels of socia capital, which in turn have been shown to be associated with
lower levels of morbidity and mortality and self-rated health.* 1 Moreover, establish-
ing and maintaining supportive social networks and having accessible transportation
options are particularly important for older adults as they protect from social isolation
and create healthy and productive communities. Whether the dense socia networks
associated with ethnic enclaves promote socia integration of older immigrants war-
rants further study.

Transportation: Mobilizing Social Networks

Recent research has focused on the connection between transportation and health.
Transportation decisions have the potential to either promote or obstruct the devel op-
ment and maintenance of healthy communities and neighborhoods. Specifically, trans-
portation is closely associated with social isolation.® Travel for great distances or
lack of transport options prevents individuals from developing meaningful social net-
worksthat provide valuable support and assistance on aregular basis and contribute to
individuals' quality of life and well-being. For older adults, the connection between
transportation policy and health is critical. Without adequate, affordable, and readily
accessible transportation options, older adults are limited in participating in physica
activities, getting to health and other socia service organizations, and establishing
supportive networks.* 1% Furthermore, as the distance traveled for social and health
services, work, or leisure activities increases, and mass transit is not available, thereis
an elevated risk of vehicular accidents aswell as pedestrian injuries and fatalities. 1% 107
Of note, pedestrian injuries and deaths are highest among children and older adults. 2%
As moreimmigrants move from inner citiesto suburbs, their accessto public transpor-
tation may decline.

Living Alone: The Pervasive Impact of Loneliness and Isolation

Living arrangements and frail or absent social networks appear to be omnipresent risk
factors for mental hedlth illnesses among elderly immigrants in the United States.’®
Living aone and having fewer financial resources are indeed among the most common
predictors of depression among aging immigrants.®'® Isolated individuals are more
numerous at the top of the age pyramid, particularly among those who have experienced
the loss of significant others (e.g., in the case of widowers), have undergone emotional
loneliness (lack of intimate attachment), or are removed from supportive kin.* Loneli-
nessisconsidered apublic health problem among immigrants, both initself and asit relates
to other mental health ailments.™2 Although, as noted by Klinenberg, there are differences
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between the objective and subjective indicators of isolation and loneliness—isolation
being an obj ective marker and loneliness amore subjective feeling—both have an impact
on elderly physical and emotional health.** This concurs with current strong evidence
that links socid interactions with positive health outcomes 14116

Studies of Koreans in the United States have led to a better understanding of the
relationship between social integration and mental health outcomes aswell as of immi-
grants' coping strategies against chronic disease. Kim's research on predictors of lone-
liness among elderly Korean immigrants found that women reported higher levels of
feeling lonely than previously found in the literature. Of note, women’s dissatisfaction
with their perceived social support was the greatest predictor of loneliness, despite
their marital status.™ In astudy aimed at determining the relationship of Korean immi-
grants' alienation to place of residence, Moon concluded that foreign-born residents
may minimize their adjustment problems either by living in ethnic enclaves or by
socializing with members of their own ethnic group.™’ Studies of postmigration effects
on mental health outcomes show that mental health issues did not appear until after
migration to the United States.® In a study of immigrants’ living arrangements and
depression, Wilmoth and Chen found that depressive symptoms were more prevalent
among those living alone, a finding that calls attention to the relationship between
social integration (measured on the basis of counting on social networks and percep-
tion of social support) and mental health outcomes.*°

A study of social integration and health status among Asian Indian immigrants (fifty
years and older) found an association between poor health status and older age, being
female, and longer residence in the United States.® Diwan and colleagues also found that
satisfaction with friendships was a predictor of positive affect, suggesting the need for
interventions leading to immigrants socia integration.'® Miller et al. reported that
Russian female immigrants who were older, had lived fewer years in the United States,
and took antidepressants reported more symptoms of depressive mood.* These find-
ings support the results of a study on gender differences in distress among immigrants
from the former Soviet Union.*?° The authors found that older age and less time in the
United States predicted higher levels of stress among both male and female immigrants.
Women reported more distress than men, afinding that correl ates with having lower edu-
cationa attainment and lacking sponsoring agents (i.e., friends and family) and support-
ive organizations (e.g., religious groups) in the United States.

Wilmoth and Chen also found that immigrant status and living arrangementsinter-
act in predicting depressive symptoms.® Studies examining the prevalence of mental
disorders among Mexican immigrants and U.S.-born Mexican Americans show that
Mexican immigrants present healthier mental health profiles than their U.S.-born eth-
nic kin in spite of their lower socioeconomic status. The authors partially attribute
these resultsto the protective effect of traditional family networksthat are more preval-
ent among first-generation migrants compared with successive generations.*? In the
next section, we further explore the impact of the social and physical environment on
immigrants’ health status with afocus on the effect of social isolation on elderly men-
tal health conditions. The need to promote socia integration at different levels (e.g.,
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family, neighborhood, community) and the importance of ecological approaches that
address the obstacles to immigrant social incorporation are pivotal in promoting
healthy aging indicators among the foreign-born population in the United States.

Dynamic Social Networks and Changing Filial Expectations

Immigrants' health status assessment must take into account the impact of family tran-
sitions and household mobility.'?2 Generally, different immigrant groupsin the United
States have different intergenerational family living arrangements. Significantly, indi-
viduals who migrated to the United States after the age of fifty appear to be more
dependent on their families than those who emigrated earlier,'? particularly when they
become ill.2* Parents who had immigrated recently, especially Asians and those from
Central and South America, were more likely to live with their children, who typically
provided most of the household income, a trend that decreases over time.*”® Long-
term incorporation, which isusually correlated with membership in groups and English
proficiency, appears to be related to higher degrees of healthy independence and
autonomy at older age. For example, lifetime migration patterns and ethnic involve-
ment were significant predictors of nursing home placement among asample of elderly
European Americans who migrated to Florida after retirement.!? Immigrant grandpar-
ents' participation in raising their children’s offspring in the United States has become
one of the most widespread family strategies to deal with stressors and crises and to
address national shortages in affordable child care.!? This suggests the emergence of
new risks for aging immigrants in the United States as they become caregivers for
troubled families and children with behavioral disorders.

Asimmigrants grow older, their children also face emerging difficultiesin devel-
oping coping strategies that seek to balance cultural traditions, filial values and obliga-
tions, along with changing persona expectations. According to Jones et al., Asian
American immigrant women involved infilial caregiving are at special risk of encoun-
tering health problems due to the conflicting demands they face while mobilizing
family and personal resources.?® Lan studied the transformation of caring modalities
for elderly, middle-class Taiwanese and Hong Kong immigrant families in California
and found arisein thecommoditization of care(e.g., viathird partiesininstitutional and
ambulatory settings), with the family as the main agency arranging for older adults
caring networks.*?® By recruiting home care practitioners, immigrant families help
re-create “fictive kin” through which elderly parents and their adult children try to
adjust to (and negotiate with) cultural norms of filial care. Similar results were found
in astudy on the impact of children's emigration on nonimmigrant Asian Indian
elderly parents.

Miltiades reports that parents substitute for their children’s help by relying on
hired assistants, a solution that provides both groups with higher independence but
may not counteract the feelings of depression and loneliness experienced by older
adults left behind.**® In addition, Lee and Farran found depressive symptoms among
Koreans and Korean Americans, mostly females, who were caregivers of older rela-
tives suffering from dementia.*®! In a study on mother-daughter conflictsin caregiving
practices, Usita and Du Bois revea the clashes emerging from contrasting needs
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between elderly immigrants' claims for care and attention vis-a-vis their daughters
complaints of their mothers’ control and endless demands.**

In astudy of elderly Koreans in the United States, Sung and Kim noted that con-
trary to the belief that Asian elders and their children keep the traditional custom of
coresidence, elderly Koreans tended to live independently from their children as they
grew older inthe United States, primarily dueto the availability of welfare programs.t*
In the same vein, Kim and Lauderdale, who studied the living arrangements of elderly
Koreans in the United States, found that the likelihood of independent arrangements
correlated with the availability of subsidized housing near Korean ethnic communi-
ties.®* Similar results were reported by Burr and Mutchler in astudy on older Mexican
immigrants’ living conditions, which revealed that moving to areas with higher con-
centration of Latinosincreased the likelihood of living alone, particularly among older
Mexican immigrants.® A study of elderly Chinese Americans found a switch from
traditional expectations of family obligations and filial liaisons to more dependence on
friends and neighbors as acentral support system.* Furthermore, when examining the
patterns of morbidity and mortality of elderly Mexican Americans living in high- and
low-density Mexican American neighborhoods, Eschbach et a. found that the socio-
cultural advantages of living in el barrio (high-density Mexican area) outweighed the
neighborhood's poverty.2%

The foregoing studies suggest that ethnic vicinity provides additional incentives
and support for independent living arrangements. Conceptualizations of older immi-
grant support networks should distinguish between older adultsliving aonein ethnically
homogeneous communities and those in heterogeneous communities. To counteract the
increasing constraintsin physical and mental health that aging immigrantsface in terms
of physical and mental well-being, many seek diverse support networksasthey approach
retirement age.’*®

Roles for Public Health Researchers and Practitioners

In advancing a public health policy agenda for an aging immigrant population in the
United States, health professionals and public health advocates have an important role to
play in advancing accurate information on the contributions and needs of aging immi-
grants, while countering fal se assumptions concerning economic productivity and socia
service utilization.™ Life-course perspectives can be pivotal in providing a better under-
standing, particularly taking into account that healthy aging must be understood within
the context of an immigrant’slife cycle.* For example, preretirement years are particu-
larly crucial to immigrant patterns of physical and emactional health later in life.®

We have highlighted the need for multilevel and interdisciplinary approaches to
yield abetter understanding of the determinants of healthy aging among immigrantsin
the United States. A growing literature, summarized earlier, documents a complex
multilevel interaction in older adults among functional and mental health, social con-
nections, the physical environment, and physical activity. Healthy aging is both a
predictor and an outcome of higher levels of physical activity and better mental health.
All of these relationships take place in and interact with the physical and socia
environment. Only within this complex context can we begin to define the specific
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characteristics and circumstances of older immigrants. Acknowledgment of immigrant
differences is vital but should not keep us from recognizing central common influ-
ences on health such as gender, socioeconomic status, municipa policies, and neigh-
borhood environments. At the same time, researchers need to respect the unique role of
religion, national traditions, and cultural values among different immigrant groups.4% 142

TOWARD A CONCEPTUAL FRAMEWORK

The body of literature reviewed in the previous section initiates atheoretical and empir-
ical foundation for an integrated conceptual framework for healthy urban aging among
immigrants. Clearly, the determinants of healthy aging among immigrants are multi-
level. Yet despite a new and growing body of research demonstrating that characteris-
tics of urban neighborhoods affect healthy aging, much of this phenomenon remains
unexplored and unspecified, particularly among vulnerable older immigrants.

To investigate central scientific questions about the interaction of urban environ-
ment factors and health behavior interventions and to assist urban neighborhoods to
better use social, economic, and built environmental factors to support efforts to pro-
mote healthy aging among older immigrants, it is useful to conceptualize the complex
phenomena as multilayered. Figure 10.3 presents a multilevel characterization of the
determinants of healthy urban aging. Public policies and socioeconomic conditions
form the structure for healthy aging and include national and local public policies, par-
ticularly those affectingimmigrants, such asimmigration policy, Medicareand Medicaid
eligibility, welfare policies, housing conditions, options for long-term care, availability,
quality, and affordability of education/training, and access to transportation.

Conditions for Healthy Urban Aging
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Conceptual Framework of Urban Aging
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These characteristics interact with the socia and physical characteristics of neigh-
borhoods, such asfood availability, living conditions, and public parks, aswell aswith
the availability of quality and accessible health care programs and services, to influ-
ence persona health behaviors, such as diet, activity, smoking, alcohol consumption,
and drug use. These are likewise influenced at the individual level by socia, psycho-
logical, and biological characteristics.

The conceptual framework of urban aging shown in Figure 10.4 presents possible
pathways to study how the effects of public policies interact with specific physical and
socia neighborhood characteristics to influence health outcomes. As we have seen,
research to date has addressed only selected determinants. If we are to create an evi-
dence base for the effectiveness of specific policies and programs to improve healthy
aging among immigrants, future research must address the multilayered complexity
found in the interaction between policy and urban neighborhood characteristics asthese
interactions influence the familiar pathways to health found at the individual level.

A PUBLIC HEALTH RESEARCH AND POLICY AGENDA

Palicies to improve health and economic outcomes for older immigrants must address
societa and community characteristics, including public safety, affordable housing,
accessi bletransportation, and opportunitiesfor involvement in the community. Resources
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are required to develop “age-friendly” or “active living” communities.St 143144 |n 2005,
the World Health Organization (WHO) launched the Global Age-Friendly Cities Project
to engage cities to become age friendlier—that is, to encourage active aging by “opti-
mizing opportunities for health, participation and security in order to enhance quality of
life as people age” and “to tap the potential that older people represent for humanity.” 14
With focus groups from thirty-three cities around the world, the WHO project defined
eight areas of urban living of particular concern to older people: outdoor spaces and
buildings, transportation; housing; socia participation; respect and socia inclusion;
civic participation and employment; communication and information; and community
support and health services. The project provides a useful checklist of core age-friendly
city featuresfor each of the eight areas and thus can serve asa guide for the devel opment
of specific urban public health policy goals.

Unfortunately, the WHO guide is somewhat limited in its applicability to the
United States with Portland, Oregon, being the sole U.S. city represented in the devel-
opment of the guide. Specific challenges in terms of health insurance availability and
health care accessfor older immigrantsin the United Statesare not addressed. However,
as the WHO guide emphasizes, interventions solely geared to expanding health ser-
vice access are not fully suitable to the needs of vulnerable older adults. For example,
Freidenberg reports in her study of elder Puerto Ricans living in El Barrio (East
Harlem, NY C) that despite the increasing allocation of resources to health care facili-
ties, a serious unmet need experienced by older Puerto Ricansis difficulty in remain-
ing independent at home.#°

Many aspects concerning the supply, organization, and financing of health and
social services are decided by the state or national government rather than the city, of
course. To adequately respond to older adults' needs, it will be necessary to prompt
policymakers with local research focused on specific aspects of the environmental
context that influence healthy aging among some of the most vulnerable older mem-
bers of society. However, an urban public health agendafor healthy aging can advance
policy through the development of an evidence base for effective demonstrations and
interventions at the local level. Popul ation-specific plans must be able to capture local
risk factors across and within immigrant groups.’* By acknowledging older immi-
grants subdifferences within ecological-defined areas, it will be possible to better
allocate scarce resources. The policy relevance of such research often can be enhanced
by including economic outcomes and by using techniques such as cost-effectiveness
analysis, cost-benefit analysis, and impact analysis.**®% Thus, an important area for
further research is to better understand, describe, and quantify the economic benefits
to urban neighborhoods and society that are associated with improvements in health
outcomes for older adults.

Policy Recommendations

1. Reducing disparities in income and education. Policies to improve income and
educational opportunities will improve health and increase longevity.**®An interesting
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model developed and implemented in Baltimore called the Experience Corpsinvolved
disadvantaged older adults in the support of early childhood reading. It demonstrated
successful health outcomes as well as cost effectiveness.*® Similar models, targeted to
immigrant communities, should be devel oped and rigorously assessed to inform policy
and program devel opment within urban immigrant neighborhoods.

2. Investing in the built environment. Optimal physica infrastructure is condu-
cive to improved health indicators at both the community and the individual levels.
Given the large amount of time that older adults spend in localized areas,> policies tar-
geting neighborhoods' physical and social capital are crucial, including those based on
improving service infrastructure, transportation, and community resources, such as rec-
reational facilities and active senior citizen centers.*>* The consideration of spatia
and socia change (e.g., improvement or deterioration of infrastructure) is also import-
ant, particularly in the case of neighborhoods experiencing rapid gentrification. The
built environment is a proximate determinant of physical activity and thus contributes
to overdl health status particularly related to older adults' quality of life.”® ™7 Palicies
focused on improving the physical environment include investing in well-kept side-
walks, green areas, street design and intersections, access to public transportation, light-
ing, and aesthetics.

3. Increasing neighborhoods' safety indicators. Fear of crimeaffectsolder adults
ability to cope with simple and essential tasks, including shopping for basic food,
cashing checks, and even sociaizing with neighbors.’® As Freidenberg observesin the
case of older adultsin aPuerto Rican population, in spite of the fact that crime reported
by older adults is low, fear of crime is high.}* Hence, policy solutions to promote
neighborhood safety programs should aim to provide companionship and support to
vulnerable elders, including chaperone services and transportation to places of enter-
tainment and social integration (e.g., senior citizens centers, cultural programs outside
the neighborhood, and churches).

4. Overcoming social isolation and improving mental health indicators. The
strengthening of community networks can lead to higher levels of socia capital, which
in turn is related to lower levels of mortality and better self-rated health.*: 1% Policy
recommendations include providing access to formal and informal supportive net-
works and webs through outreach efforts aimed at connecting older immigrants with
voluntary organizations, ethnic-related groups, peer-support programs, and supportive
housing. In addition, support for community programs not only would help improve
health outcomes but would also prevent socia reclusion and depression among iso-
lated immigrant elders. As previously reported in this chapter, policy programs aimed
at improving mental health indicators should address formal services (e.g., community
health clinics) as well as informal counseling services, such as the ones provided by
faith organizations,'* which together may contribute to counter the stigma related to
mental health conditions.

5. Considering household composition (stable and transient). Improving income
variables based on personal indicators may ignore the ways by which scarce resources
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are distributed through informal webs to satisfy population-based needs. For example,
elderly minorities often spend large amounts of their income on feeding network
members who may not formally live in the same household; consequently, reducing
out-of -pocket expenses via food cooperatives could be a viable solution.** Housing
assetsdiffer between thoseliving with othersand those living al one with limited access
to socia webs. Policy solutions aimed at providing affordable housing should priori-
tize services for those reclusive and without relatives. '

In conclusion, healthy aging will result in longer, more productive lives, with the
potential of increased economic capacity at the neighborhood level.*? Policymakers
who move precipitously to correct invented dual economic threats of a growing aging
and immigrant population may instead exacerbate unintended negative economic and
health consequences. A better approach is to support the development of new knowl-
edge and evidenceto better understand how to catalyze and support the social and eco-
nomic advances possible with successful and productive aging. The existence of a
prosperous, well-educated, and healthy older immigrant population can be an import-
ant asset to society through both its market and its participation in voluntary programs,
such as after-school programs for children.™>® As a result, policies stressing “elder
power”—that is, older adults' active engagement in productive activities—will lead
not only to a greater sense of fulfillment, social recognition, and self-efficacy in late
life but may also enhance older adults’ and their families social and economic contri-
butions to society. The challenges are great, but the opportunities are exciting for well-
designed multilevel urban research to contribute to improved policies that will support
both healthy aging among immigrants and improved economic productivity in our
urban neighborhoods.

SUMMARY

In this chapter, we examined key socidl,
economic, and policy issues at the inter-
section of two demographic trends that are
shaping citiesin the United Statesand el se-
where: the aging of the population and
growing rates of immigration. We pro-
vided a brief overview and critique of the
economic and socia debate influencing
our current policies on health and aging.
The chapter encouraged new ways of
thinking to help support the devel opment
of an urban social and physical environ-
ment that promotes healthy aging for al.

We examined the differential impact of
these environments on older immigrant
and nonimmigrant urban populations. We
then proposed a policy framework that can
contribute to the identification of promi-
nent and modifiable features of urban pol-
icy and urban neighborhoods that define
and predict which factors are associated
with successful aging in urban settings.
Our findings can provideinsight to policy-
makers interested in addressing disparities
in successful aging and improving healthy
aging overall.
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DISCUSSION QUESTIONS

1

What are different levels of influence on the health of older immigrants? Which
levels do you think are the most important influences on the mental health of
older immigrants?

Some people believe that older people and immigrants are drains on the
economy, whereas others argue that these groups make important contributions
to our society and economy. What is the evidence for these contradictory posi-
tions? What is your opinion on this question?

What policy changes might make cities friendlier and healthier places for older
immigrants?

What are some ways that municipal policies interact with the culture of differ-
ent immigrant groups to influence their health?

ACKNOWLEDGEMENT

An earlier version of this chapter was presented as a working paper in the Franklin &
Eleanor Roosevelt Faculty Seminar on Urban Public Policy, Hunter College, 2006.

NOTES

1

Bullato, R. A., and Anderson, N. B. Understanding Racial and Ethnic Differences
in Health in Late Life. A Research Agenda. National Research Council.
Washington, D.C.: National Academies Press, 2004.

Kandula, N. R., Kersey, M., and Lurie, N. Assuring the health of immigrants:
What the leading health indicators tell us. Annual Review of Public Health, 25
(2004): 357-376.

Schulz, J. H., and Binstock, R. H. Aging Nation: The Economics and Palitics of
Growing Older in America. Westport, Conn.: Praeger, 2006.

Longino, C. F, Jr. Exploring the connections: Theory and research. Journal of
Gerontology B: Psychological Sciences and Social Sciences, 60B (2005): S172.

Lynch, J., and Smith, G. D. A life course approach to chronic disease epidemiology.
Annual Review of Public Health, 26 (2005): 1-35.

Cutler, D. M. The potential for cost savings in Medicare’s future. Health Affairs,
24 (2005): R77-R80.

Reinhardt, U. E. Does the aging of the population really drive the demand for
health care? Health Affairs, 22 (2003): 27-39.



260 Immigrants and Urban Aging

10.

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Bipartisan Commission on Entitlement and Tax Reform. Commission Findings.
Washington, D.C.: U.S. Government Printing Office, 1994.

Moody, H. R. Silver industries and the new aging enterprise. Generations, 28
(2004): 75-78.

Lowenstein, R. The health sector’srolein New York’s regional economy. Current
Issuesin Economics and Finance, 1 (1995): 1-6.

Rogers, D., Toder, E., and Jones, L. Economic Consequences of an Aging
Population (Occasional paper no. 6. The Retirement Project). Washington, D.C.:
The Urban Institute, 2000.

U.S. Department of Labor, Bureau of Labor Statistics (BLS). Tomorrow's jobs.
Available at www.bls.gov/oco/oco2003.htm. Published 2007. Accessed June 23,
2008.

Chernew, M. E., Hirth, R. A., and Cutler, D. M. Increased spending on health
care: How much can the United States afford? Health Affairs, 22 (2003): 15-25.

Berk, M. L., Schur, C. L., Chavez, L. R., and Frankel, M. Health care use among
undocumented L atino immigrants: Isfree health care the main reason why L atinos
come to the United States? A unique look at the facts. Health Affairs, 19 (2000):
51-64.

Mohanty, S. A., Woolhandler, S., Himmelstein, D. U., Pati, S., Carrasquillo, O.,
and Bor, D. H. Health care expenditures of immigrants in the United States:
A nationally representative anaysis. American Journal of Public Health, 95
(2005): 1431-1438.

Muennig, P, and Fahs, M. C. Health status and hospital utilization of recent immi-
grantsto New York City. Preventative Medicine, 35 (2002): 225-231.

Fahs, M. C., Mandelblatt, J., Schechter, C., and Muller, C. The cost-effectiveness
of cervical cancer screening for the elderly. Annals of Internal Medicine, 177
(1992): 520-527.

Mandelblatt, J., and Fahs, M. C. The cost-effectiveness of screening for cervica
cancer among elderly low-income women. JAMA, 259 (1988): 2409-2413.

Cantor, S. B., Fahs, M. C., Mandelblatt, J. S., Myers, E. R., and Sanders, G. D.
Decision science and cervical cancer. Cancer, S98 (2003): 2003—2008.

Goldman, D. P, Cutler, D. M., Shang, B., and Joyce, G. F. Thevalue of elderly dis-
ease prevention. Forum for Health Economics & Policy, 9 (Biomedical Research
and the Economy), Article 1. Available at www.bepress.com/fhep/biomedical_
research/1. Published 2006. Accessed June 23, 2008.

Bloom, D. E., and Canning, D. The health and wealth of nations. Science, 287
(2000): 1207-1209.



22.

23.

24,

25.

26.

27.

28.

29.

30.

31.
32.

33.

35.

36.

Notes 261

NYC Department of Heath and Mental Hygiene (NYCDOHMH). Summary
of New York City vital statistics, 2001. Available at www.nyc.gov/html/doh/
downloads/pdf/vs/2001sum.pdf. Accessed June 23, 2008.

Murphy, K. M, and Topel, R. H. The value of health and longevity. Journal of
Palitical Economy, 114 (2006): 871-904.

Schoni, R. F,, Freedman, V. A., and Martin, L. G. Why islate-life disability declin-
ing? Milbank Quarterly, 86 (2008): 47-89.

Manton, K. G., Stallard, E., and Corder, L. Changes in morbidity and chronic dis-
ability in the U.S. elderly population: Evidence from the 1982, 1984, and 1989
National Long Term Care Surveys. Journal of Gerontology B: Psychological
Sciences and Social Sciences, 50 (1995): S194-204.

Singh, G. K., and Miller, B. A. Hedlth, life expectancy, and mortality patterns
among immigrant populations in the United States. Canadian Journal of Public
Health, 95 (2004): 114-21.

Viladrich, A. Tango immigrants in New York City: The value of social reciproci-
ties. Journal of Contemporary Ethnography, 34 (2005): 533-559.

Viladrich, A. Social careers, social capital and access barriers to health care:
The case of the Argentine minority in New York City. Doctoral dissertation.
Graduate School of Arts and Sciences, Columbia University, 2003.

Choudhry, U. K. Health promotion among immigrant women from Indialiving in
Canada. Image- the Journal of Nursing Scholarship, 30 (1998): 269-274.

Miller, A. M., Sorokin, O., Wilbur, J., and Chandler, P. J. Demographic character-
istics, menopausal status, and depression in midlife immigrant women. Women'’s
Health Issues, 14 (2004): 227-234.

Rowe, J. W., and Kahn, R. L. Successful aging. Gerontologist, 37 (1997): 433-440.

Butler, R. N. Thestudy of productive aging. Jour nal of Gerontology B: Psychological
Sciences and Social Sciences, 57 (2002): S323.

McGinnis, J. M., and Foege, W. H. Actual causes of death in the United States.
JAMA, 270 (1993): 2207-2212.

Duncan, C., Jones, K., and Moon, G. Smoking and deprivation: Are there neigh-
borhood effects? Social Science & Medicine, 48 (1999): 497-505.

Yen, I. H., and Kaplan, G. A. Poverty area residence and changes in physical
activity level: Evidence from the Alameda County Study. American Journal of
Public Health, 88 (1998): 1709-1712.

Kawachi, 1., and Berkman, L. F. Neighborhoods and Health. New York: Oxford
University Press, 2003.



262 Immigrants and Urban Aging

37.

38.

39.
40.

41.

42.

45.

46.

47.

49,

Chaskin, R. Perspectives on neighborhood and community: A review of the litera-
ture. Social Service Review, 7 (1997): 521-547.

Gephart, M. A. Neighborhoods and communities as contexts for development.
J. Brooks-Gunn, G. J. Duncan, and L. J. Aber, eds., Neighborhood Poverty: Context
and Consequences for Children, Vol. 1, pp. 1-43. New York: Russell Sage
Foundation, 1997.

Gould, P, and White, R. Mental Maps. London: Routledge, 2002.

Furstenberg, F., and Hughes, M. The influence of neighborhoods on children’'s
development: A theoretical perspective and aresearch agenda. In J. Brooks-Gunn,
G. J. Duncan, and L. J. Aber, eds., Neighborhood Poverty: Policy Implications
in Studying Neighborhoods, VVol. 2, pp. 23-47. New York: Russell Sage Foundation,
1997.

Burton, L., Price-Spratlen, T., and Spencer, M. B. On ways of thinking about
measuring neighborhoods. Implications for studying context and developmental
outcomes for children. In J. Brooks-Gunn, G. J. Duncan, and L. J. Aber, eds,,
Neighborhood Poverty: Policy Implications in Sudying Neighborhoods, Vol. 2,
pp. 132-144. New York: Russell Sage Foundation, 1997.

Anderson, R. T., Sorlie, P, Backlund, E., Johnson, N., and Kaplan, G. A. Mortality
effects of community socioeconomic status. Epidemiology, 8 (1997): 42—47.

. Cagney, K. A., Browning, C. R., and Wen, M. Racia disparitiesin self-rated health

at older ages: What difference doesthe neighborhood make? Jour nal of Gerontol ogy
B: Psychological Sciences and Social Sciences, 60B (2005): S181-S190.

. Diez-Roux, A. V., Nieto, F. J.,, Muntaner, C., et al. Neighborhood environments and

coronary heart disease: A multilevel analysis. American Journal of Epidemiology,
146 (1997): 48-63.

Krause, N. Neighborhood deterioration and self-rated health in later life.
Psychology and Aging, 11 (1996): 342-352.

LeClere, F. B., Rogers, R. G., and Peters, K. D. Ethnicity and mortality in the
United States: Individual and community correlates. Social Forces, 76 (1997):
169-198.

Yen, |. H., and Kaplan, G. A. Poverty arearesidence and changesin depression and
perceived health status: Evidence from the Alameda County Study. International
Journal of Epidemiology, 28 (1999): 90-94.

. Kawachi, |., Kennedy, B. P, and Glass, R. Socia capitd and self-rated hedlth:

A contextual analysis. American Journal of Public Health, 89 (1999): 1189-1193.

Veenstra, G. Social capital and health (pluswealth, incomeinequality and regional
health governance). Social Science & Medicine, 54 (2002): 849-868.



50.

51.

52.

53.

55.

56.

57.

58.

59.

60.

61.

62.

63.

Notes 263

Wen, M., Browning, C. R., and Cagney, K. A. Poverty affluence and income
inequality: Neighborhood economic structure and its implication for self-rated
health. Social Science & Medicine, 57 (2003): 843-860.

Balfour, J. L., and Kaplan, G. A. Neighborhood environment and loss of physical
function in older adults. Evidence from the Alameda County Study. American
Journal of Epidemiology, 155 (2002): 507-515.

Diez-Roux, A. V. Invited commentary: Places, people and health. American
Journal of Epidemiology, 155 (2002): 516-519.

Raobert, S. A., and Li, L. Age variation in the relationship between neighborhood
socioeconomic context and adult health. Research on Aging, 23 (2001): 233-258.

. Wen, M., Cagney, K. A., and Christakis, N. A. Effect of specific aspects of com-

munity social environment on the mortality of individuals diagnosed with serious
illness. Social Science & Medicine, 61 (2005): 1119-1134.

Raobert, S. A. Community-level socioeconomic status effects on health. Journal of
Health and Social Behavior, 39 (1998): 18-37.

Raobert, S., and House, J. S. SES differentialsin health by age and alternative indi-
cators of SES. Journal of Aging and Health, 8 (1996): 359-388.

Patel, K. V., Eschbach, K., Rudkin, L. L., Peek, M. K., and Markides, K. S.
Neighborhood context and self-rated health in older Mexican Americans. Annals
of Epidemiology, 13 (2003): 620-628.

Booth, K. M., Pinkston, M. M., and Poston, W. S. Obesity and the built environ-
ment. Journal of American Diet Association, 105 (2005): S110-117.

Frank, L. D., Schmid, T. L., Sdllis, J. F,, et a. Linking objectively measured phys-
ical activity with objectively measured urban form: Findings from SMARTRAQ.
American Journal of Preventative Medicine, 28 (2005): 117-125.

U.S. Department of Health and Human Services. Physical Activity and Health: A
Report of the Surgeon General. Atlanta, Ga.: Centers for Disease Control and
Prevention, National Center for Chronic Disease Prevention and Health Promotion,
1996.

Lim, K., and Taylor, L. Factors associated with physicd activity among older people:
A population-based study. Preventative Medicine, 40 (2005): 33-40.

Schutzer, K. A., and Graves, B. S. Barriers and motivations to exercise in older
adults[Review]. Preventative Medicine, 39 (2004): 1056-1061.

Aranceta, J., Perez-Rodrigo, C., Gondra, J., and Orduna, J. Community-based
program to promote physical activity among elderly people: The Gerobilbo study.
Journal of Nutrition, Health and Aging, 5 (2001): 238-242.



264 Immigrants and Urban Aging

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

Dannenberg, A. L., Jackson, R. J.,, Frumkin, H., Schieber, R. A., Pratt, M.,
Kochtitzky, C., and Tilson, H. H. The impact of community design and land-use
choices on public health: A scientific research agenda. American Journal of Public
Health, 93 (2003): 1500-1508.

Fillit, H. M., Butler, R. N., O'Connell, A. W., et a. Achieving and maintaining
cognitive vitality with aging. Mayo Clinic Proceedings, 77 (2002): 681—696.

Houde, S. C., and Mdlillo, K. D. Cardiovascular health and physical activity in
older adults: An integrative review of research methodology and results. Journal
of Advanced Nursing, 8 (2002): 219-234.

Jacobs, D. H., Tovar, J. M., Hung, O. L., Kim, M., Ye, P, Chiang, W. K., and
Goldfrank, L. R. Behavioral risk factor and preventive health care practice survey
of immigrants in the emergency department. Academic Emergency Medicine, 9
(2005): 599-608.

Crespo, C., Smit, E., Carter-Pokras, O., and Anderson, R. Acculturation and leisure-
time physical inactivity in Mexican American adults. Results from the NHANES
11, 1988-1994. Americal Journal Public Health, 91 (2001): 1254-1257.

Jonnalagadda, S. S., and Diwan, S. Health behaviors, chronic disease prevalence
and self-rated health of older Asian Indian immigrants in the U.S. Journal of
Immigrant Health, 7 (2005): 75-83.

Giles-Corti, B., and Donovan, R. The reative influence of individual, social, and
physical environment determinants of physical activity. Social Science & Medicine,
54 (2002): 1793-1812.

King, A. C., Castro, C., Wilcox, S,, et al. Personal and environmental factors asso-
ciated with physical inactivity among different racial-ethnic groups of U.S. middle-
aged and ol der-aged women. Journal of Health Psychology, 19 (2000): 354—364.

Markham, J. P, and Gilderbloom, J. I. Housing quality among the elderly: A decade
of changes. International Journal of Aging and Human Development, 46 (1998):
71-90.

Li, F., Fisher, J., Brownson, R. C., and Bosworth, M. Multilevel modeling of built
environment characteristics related to neighborhood walking activity in older
adults. Journal of Epidemiology Community Health, 59 (2005): 558-564.

Pate, R. R., Pratt, M., Blair, S. N., Haskell, W. L., Macera, C. A., Bouchard, D., et
al. Physical activity and public health: A recommendation from the Centers for
Disease Control and Prevention and the American College of Sports Medicine.
JAMA, 273 (1995): 402-407.

Pollard, T. Policy prescriptions for healthier communities. American Journal of
Health Promotion, 18 (2003): 109-113.



76.

7.

78.

79.

80.

81.

82.

83.

85.

86.

87.

Notes 265

Ferraro, K. F, and LeGrange, R. L. Are older people most afraid of crime?
Reconsidering age differencesin fear of victimization. Journal of Gerontology B:
Psychological Sciences and Social Sciences, 47 (1992): S233-S244.

Booth, M. L., Owen, N., Bauman, A., et al. Social-cognitive and perceived envir-
onment influences associated with physical activity in older Australians. Preventative
Medicine, 31 (2000): 15-22.

Wilcox, S., Bopp, M., Oberrecht, L., et a. Psychosocial and perceived environ-
mental correlates of physical activity in rura and older African American and
white women. Journal of Gerontology B: Psychological Sciences and Social
Sciences, 58 (2003): 329-337.

King, W. C,, Belle, S. H., Brach, J. S,, et a. Objective measures of neighborhood
environment and physical activity inolder women. American Journal of Preventative
Medicine, 28 (2005): 461-469.

Woo, J., Goggins, W., Sham, A., et a. Socia determinants of frailty. Gerontology,
5 (2005): 402-408.

Northridge, M. E., and Sclar, E. A joint urban planning and public health frame-
work: Contributions to health impact assessment. American Journal of Public
Health, 93 (2003): 118-121.

Abrams, R. C., Lachs, M., McAvay, G., Keohane, D. J., and Bruce, M. L. Predictors
of self-neglect in community-dwelling elders. American Journal of Psychiatry,
159 (2002): 1724-1730.

Lebowitz, B. D., Pearson, J. J., Schneider, L. S., et al. Diagnosis and treatment of
depression in late life: Consensus statement update. JAMA, 278 (1997):
1186-1190.

. Penninx, B. W., Leveille, S., Ferrucci, L., van Eijk, J. T., and Guranik, J. M.

Exploring the effect of depression on physical disability: Longitudinal evidence
from the established popul ationsfor epidemiol ogic studies of theelderly. American
Journal of Public Health, 89 (1999): 1346-1352.

Robins, L. N., and Regier, D. A. Psychiatric disorders in America: The
Epidemiological Catchment Area Study. New York: Free Press, 1991.

Steffens, D. C., Skoog, I., Norton, M. C., Hart, A. D., Tschanz, J. T., Plassman,
B. L., Wyse, B. W., Welsh-Bohmer, K. A., and Breitner, J. C. Prevalence of depres-
sion and itstreatment in an elderly population: The Cache County Study. Archives
of General Psychiatry, 57 (2000): 601-607.

Marwaha, S., and Livingston, G. Stigma, racism or choice: Why do depressed
ethnic elders avoid psychiatrists? Journal of Affective Disorders, 72 (2002):
257-265.



266

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

Immigrants and Urban Aging

Suen, L.JW. U.S. predictive model of memory for the elderly Taiwanese immi-
grants. Dissertation Abstracts International. Section B: The Sciences and
Engineering, 62, no. 2-B (2001): 787.

Silver, E., Mulvey, E. P, and Swanson, J. W. Neighborhood structural character-
istics and mental disorder: Faris and Dunham revisited. Social Science &
Medicine, 55 (2002): 1457-1470.

Latkin, C. A., and Curry, A. D. Stressful neighborhoods and depression: A pro-
spective study of the impact of neighborhood disorder. Journal of Health and
Social Behavior, 44 (2003): 34-44.

Gadea, S., and Vlahov, D. Urban health: Evidence, challenges, and directions.
Annual Review of Public Health, 26 (2005): 341-365.

Kubzansky, L. D., Subramanian, S. V., Kawachi. |., et a. Neighborhood contex-
tual influences on depressive symptoms in the elderly. American Journal of
Epidemiology, 162 (2005): 253-260.

Ross, C. E., and Mirowsky, J. Neighborhood disadvantage, disorder, and health.
Journal of Health and Social Behavior, 42 (2001): 258-276.

Ross, C. E., and Jang, S. J. Neighborhood disorder, fear, and mistrust: The buff-
ering role of socia ties with neighbors. American Journal of Community
Psychology, 28 (2000): 401-420.

Leventhal, T., and Brooks-Gunn. J. Moving to opportunity: An experimental
study of neighborhood effects on mental health. American Journal of Public
Health, 93 (2003): 1576-1582.

Robert, R. E., Kaplan, G. A., Shema, S. J., and Strawbridge, W. J. Prevalence
and correlates of depression in an aging cohort: The Alameda County Cohort
Study. Journal of Gerontology B: Psychological Sciences and Social Sciences,
52B (1997): S252—-S258.

Odtir, G. V., Eschbach, K., Markides, K. S,, et a. Neighborhood composition and
depressive symptoms among older Mexican Americans. Journal of Epidemiology
and 57 (2003): 987-992.

Hao, L., and Kawano, Y. Immigrants’ welfare use and opportunity for contact
with co-ethnics. Demography, 38 (2001): 375-3809.

Glynn, T. Psychological sense of community: Measurement and application.
Human Relation, 34 (1981): 789-818.

Nasar, J., and Julian, D. The psychological sense of community in the neighbor-
hood. Journal of American Planning Association, 61 (1995): 178-184.

Goran, M. 1., and Treuth, M. S. Energy expenditure, physical activity, and obe-
sity in children. Pediatric Clinics of North America, 48 (2001): 931-953.



102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

Notes 267

Bashir, S. A. Home is where the harm is: Inadequate housing as a public health
crisis. American Journal of Public Health, 92 (2002): 733-738.

Kawachi, |., Kennedy, B. P, Lochner, K., and Prothrow-Stith, D. Social capital,
income inequality, and mortality. American Journal of Public Health, 87 (1997):
1491-1498.

Gorman, D., Douglas, M. J., Conway, L., Nable, P, and Hanlon, P. Transport
policy and health inequalities: A health impact assessment of Edinburgh’s trans-
port policy. Public Health, 117 (2003): 15-24.

Jackson, R. J., and Kochtitzky, C. Creating a Healthy Environment: The Impact
of the Built Environment on Public Health. Sprawl Watch Clearinghouse
Monograph Series. Atlanta, Ga.: Centers for Disease Control and Prevention,
U.S. Department of Health and Human Services, 2005.

Ewing, R., Pendall, R., and Chen, D. Measuring sprawl and its impact. Smart
Growth America. Available a www.smartgrowthamerica.org/sprawlindex/
sprawlindex.html. Published 2002. Accessed October 20, 2005.

Frumkin, H. Urban spraw! and public health. Public Health Reports, 117 (2002):
201-217.

McCarthy, M. Transport and health. InM. M. Wilkinson, ed., Social Determinants
of Health, pp. 132—154. Oxford: Oxford University Press, 1999.

Plawecki, H. M. The elderly immigrant: An isolated experience. Journal of
Gerontology and Nursing, 26 (2000): 6—7.

Wilmoth, J. M., and Chen, P. C. Immigrant status, living arrangements, and
depressive symptomsamong middle-aged and ol der adults. Journal of Gerontology
B: Psychological Sciences and Social Sciences, 58 (2003): S305-313.

Kim, O. Predictors of lonelinessin elderly Korean immigrant women living in the
United States of America. Journal of Advanced Nursing, 29 (1999): 1082-1088.

Ponizovsky, A. M., and Ritsner, M. S. Patterns of loneliness in an immigrant
population. Comprehensive Psychiatry, 45 (2004): 408-414.

Klinenberg, E. Heat Wave: A Social Autopsy of Disaster in Chicago. Chicago:
University of Chicago Press, 2002.

Berkman, L. F. Assessing the physical health effects of social networks and
social support. Annual Review of Public Health, 5 (1984): 413-432.

Berkman, L. F, Glass, T., Brissette, I., and Seeman, T. E. From social integration
to health: Durkheim in the new millennium. Social Science & Medicine, 51
(2000): 843-857.

House, J. S, Landis, K. R., and Umberson, D. Socia relationships and health.
Science, 241 (1988): 540-544.



268 Immigrants and Urban Aging

117.

118.

110.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

Moon, J. Alienation of elderly Korean American immigrants as related to place
of residence, gender, age, years of education, time in the U.S,, living with or
without children, and living with or without a spouse. International Journal of
Aging and Human Development, 32 (1991): 115-124.

Ahmad, F, Shik, A., Vanza, R., Cheung, A. M., George, U., and Stewart, D. E.
Voices of South Asian women: Immigration and mental health. Women's Health,
40 (2004): 113-130.

Diwan, S., Jonnalagadda, S. S., and Balaswamy, S. Resources predicting posi-
tive and negative affect during the experience of stress: A study of older Asian
Indian immigrants in the United States. Gerontologist, 44 (2004): 605-614.

Aroian, K. J., and Norris, A. Assessing risk for depression among immigrants at
two-year follow-up. Archives of Psychiatric Nursing, 16 (2002): 245-253.

Escobar, J. I., Hoyos, N. C., and Gara, M. A. Immigration and mental health:
Mexican Americansin the United States. Harvard Review of Psychiatry, 8 (2000):
64—72.

Lin, G. Elderly migration: Household versus individual approaches. Papersin
Regional Science, 76 (1997): 285-300.

Angel, R. J,,Angdl, J. L., Lee, G. Y., and Markides, K. S. Age at migration and
family dependency among older Mexican immigrants: Recent evidence from the
Mexican American EPESE. Gerontologist, 39 (1999): 59-65.

Angel, J. L.,Angel, R. J., and Markides, K. S. Late-life immigration: Changesin
living arrangements and headship status among older Mexican-origin individu-
als. Social Science Quarterly, 81 (2001): 389-403.

Glick, J. E., and Van Hook, J. Parents co-residence with adult children: Can
immigration explain racial and ethnic variation. Journal of Marriage & Family,
64 (2002): 240-253.

Stoller, E. P, and Pezynski, A. T. Theimpact of ethnic involvement and migration
patterns on long-term care plans among retired sunbelt migrants. Plans for nurs-
ing home placement. Journal of Gerontology B: Psychological Sciences and
Social Sciences, 58 (2003): S369-376.

Goodman, C. C., and Silverstein, M. Latinagrandmothers raising grandchildren:
Acculturation and psychological well-being. International Journal of Aging and
Human Devel opment, 60 (2005): 305-316.

Jones, P. S., Zhang, X. E., and Méeleis, A. |. Transforming vulnerability. Western
Journal of Nursing Research, 25 (2003): 835-853.

Lan, P. Subcontracting filial piety: Elder care in ethnic Chinese immigrant fami-
liesin California. Journal of Family Issues, 23 (2002): 812-835.



130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

Notes 269

Miltiades, H. B. The social and psychological effect of an adult child’s emigra-
tion on non-immigrant Asian Indian elderly parents. Journal of Cross-Cultural
Gerontology, 17 (2002): 33-55.

Lee, E. E., and Farran, C. J. Depression among Korean, Korean American, and
Caucasian American family caregivers. Journal of Transcultural Nursing, 15
(2004): 18-25.

Usita, P. M., and Du Bois, B. C. Conflict sources and responses in mother—
daughter relationships. Perspectivesof adult daughters of aging immigrant women.
Journal of Women & Aging, 17 (2005): 151-165.

Sung, K. T., and Kim, M. H. The effects of the U.S. public welfare system upon
elderly Korean immigrants independent living arrangements. Journal of
Poverty, 6 (2002): 83-94.

Kim, J., and Lauderdale, D. S. The role of community context in immigrant
elderly living arrangements. Korean American elderly. Research on Aging, 24
(2002): 630-653.

Burr, J. A., and Mutchler, J. E. English language skills, ethnic concentration, and
household composition: Older Mexican immigrants. Journal of Gerontology B:
Psychological Sciences and Social Sciences, 58 (2003): S83-92.

Pang, E. C., Jordan-Marsh, M., Silverstein, M., and Cody, M. Health-seeking
behaviors of elderly Chinese Americans. Shifts in expectations. Gerontologist,
43 (2003): 864-874.

Eschbach, K., Ostir, G. V., Patel, K. V., Markides, K. S., and Goodwin, J. S.
Neighborhood context and mortality among older Mexican Americans: Istherea
barrio advantage? American Journal of Public Health, 94 (2004): 1807-1812.

Buckley, C., Angdl, J. L., and Donahue, D. Nativity and older women’s health:
Constructed reliance in the health and retirement study. Journal of Women &
Aging, 12 (2000): 21-37.

Yoo, G. Shaping public perceptions of elderly immigrants on welfare: The role
of editorial pages of mgjor U.S. newspapers. International Journal of Sociology
and Social, 21 (2001): 47—-62.

Freidenberg, J. N. Growing Old in El Barrio. New York: New York University
Press, 2000.

Gomberg, E. S. Treatment for acohol-related problems. Special populations:
Research opportunities. Recent Developments in Alcoholism, 16 (2003):
313-333.

Stanford, E. P, and Torres-Gil, F. M. Diversity and beyond: A commentary.
Generations, 4 (1991): 5-6.



270 Immigrants and Urban Aging

143.

144.

145.

146.

147.

148.

149.

150.

Ory, M., Hoffman, M. K., Hawkins, M., Sanner, B., and Mockenhaupt, R.
Challenging aging stereotypes. Strategies for creating a more active society.
American Journal of Preventive Medicine, 25, Suppl 2 (2003): 164-171.

Richie, B., Freudenberg, N., and Page, J. Reintegrating women leaving jail into
urban communities: A description of amodel program. Journal of Urban Health,
78 (2001): 290-303.

WHO. Global Age Friendly Cities: A Guide. Paris: World Health Organization,
2007.

Gold, M. R., Siegdl, J. E., Russdl, L. B., and Weinstein, M. C., eds. Cost-
Effectiveness in Health and Medicine. New York: Oxford University Press, 1996.

Mauskopf, J. A., Sullivan, S. D., Annemans, L., Caro, J., Mullins, C. D., Nuijten,
M., Orlewska, E., Watkins, J., and Trueman, P. Principles of good practice for
budget impact analysis. Report of the ISPOR Task Force on good research
practices—budget impact analysis. Value Health, 10 (2007): 324-325.

Meara, E. H., Richards, S., and Cutler, D. M. The gap gets bigger: Changesin
mortality and life expectancy, by education, 1981-2000. Health Affairs, 27
(2008): 350-360.

Frick, K. D., Carlson, M. C., Glass, T. A., McGill, S., Rebok, G. W., Simpson, C.,
and Fried, L. P. Modeled cost-effectiveness of the Experience Corps Batimore
based on a pilot randomized trial. Journal of Urban Health, 81 (2004): 106-117.

Martinez, 1. L., Frick, K. D., Glass, T. A., Carlson, M. C., Tanner, E., Ricks, M.,
and Fried, L. P. Engaging older adults in high impact volunteering that enhances
health: Recruitment and retention in the Experience Corps Baltimore. Journal of
Urban Health, 83 (2006): 941-953.



REVERSING THE TIDE
OF TYPE 2 DIABETES

AMONG AF
AMERICANS T
INTERDISCIP

R
_|

RESEARC

CAN
ROUGH
NARY

_|

HOLLIE JONES, LEANDRIS C. LIBURD

LEARNING OBJECTIVES

Describe the disproportionate burden of diabetes on African Americans and the

pathways by which these disparities are produced.

Compare the specific contributions that social psychology and critical medical
anthropology can make to the study of type 2 diabetes among African

Americans.
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Analyze the pathways by which racia discrimination can influence health.

Discuss the value and limits of interdisciplinary approaches to the study of
diabetes.

According to the Centers for Disease Control and Prevention, two of five African
Americans born in 2000 have a lifetime risk of developing diabetes. Currently,
3.2 million, or 13.3 percent of African Americans aged twenty years or older have
diabetes, making them 1.8 times more likely to have the disease than their white
counterparts.! In the United States, an estimated 20.8 million people have diabetes,
and of this number, 6.2 million—almost 30 percent—do not know it.! The risk for
stroke is two to four times higher for people with diabetes, and adults with diabetes
have heart disease death rates two to four times higher than adults without diabetes.
Additionally, diabetes is the leading cause of kidney failure and, among adults aged
twenty to seventy-four years, the leading cause of new cases of blindness.

Although the literature examining the complex pathophysiology of diabetes is
expanding, we know that diabetes mellitusisagroup of diseases characterized by high
levels of blood glucose resulting from defects in insulin production, insulin action, or
both. Type 2 diabetes, which accounts for 90 percent to 95 percent of all diagnosed
cases of diabetes, usually begins as insulin resistance, a disorder in which cells do not
useinsulin properly. Asthe need for insulin increases, the pancreas gradually loses the
ability to produceinsulin.

In the epidemiological context, type 2 diabetes is associated with older age, obe-
sity, family history of diabetes, history of gestational diabetes, impaired glucose
metabolism, physical inactivity, and race and ethnicity. African Americans, Hispanic/
L atino Americans, American Indians, and someAsian Americansand Native Hawaiians
or Other Pacific ISandersare at particularly highrisk for type 2 diabetes. Type 2 diabe-
tes is also increasingly being diagnosed in children and adolescents.! Although the
burden of diabetes in the United States is well documented, how the social-ecological
context acts on population groups and on the body to increase risk for type 2 diabetes
is not well understood.?

Epidemiology, clinical medicine, and biomedical research that locate risk within
the physical sphere of the body portray risk asindividual and not socially or historically
determined. This thinking is problematic because the risk for developing diabetes is
intimately intertwined with social, political, economic, and cultural environments. Incre-
asingly, researchers are addressing the environmental factors that influence the higher
prevalence of diabetes in communities of color, but much work remains to be done.®”
The need for interdisciplinary psychosocial and cultural research among African
Americans with type 2 diabetes creates an ideal space to bring together psychology and
medical anthropology. Together, these disciplines can expand our understanding of how
best to reduce racial/ethnic disparities in diabetes beyond the traditional recommenda-
tions based on biomedical and epidemiological research.

In this chapter, we focus on critical socia psychology and critical medical anthro-
pology as tools for an interdisciplinary research agenda to reduce diabetes among
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African Americans. Critical social psychology and critical medical anthropology
research forefront race and ethnicity, ethnic identity, inequality and discrimination,
and structural hindrances in the health care system as factors in the development of
diabetes and in diabetes management. We discuss how ethnic identity and health care
disparities undermine diabetes management. We review psychological and medical
anthropological research methods and argue for a mixed-method approach. Finally,
we propose research questions that integrate critical social psychology and critical
medical anthropology perspectives, increase understanding of the experience of type 2
diabetes among urban African Africans, and inform the development of strategies to
reduce the prevalence of diabetes in this community.

A DIALOGUE BETWEEN TWO DISCIPLINES: PSYCHOLOGY
AND MEDICAL ANTHROPOLOGY

Although not easily isolated, psychological and cultural factors weigh heavily in the
burden of diabetes among African Americans and other populations. Merging the fields
of psychology and medical anthropology in urban health research allows researchersto
consider the psychological and cultural factors that increase risk for diabetes and its
complications, not to infer causation but to elaborate upon African American urban
experiences that establish and perpetuate the risk for developing type 2 diabetes.
Research that utilizes psychology and medical anthropology allows for more robust
diabetes prevention and management interventions for African Americans at the indi-
vidual, family, community, and policy levels. Our interdisciplinary theoretical approach
recognizes that structural factors such as discrimination, segregation, inequality in
schools and employment settings, and the unequal distribution of resources that facili-
tate health contribute to the diabetes disparities among African Americans.®

Psychology

Broadly, psychology examines the ways in which attitudes, behaviors, beliefs, per-
sonal characteristics, group dynamics, and experience influence individual behavior.
Social psychology emphasizes intergroup dynamics, social identity, attitudes, discrim-
ination, and prejudice and therefore lends itself to the study of diabetes disparities.
The traditional social psychological approach, however, may not be enough to untan-
gle the web of contextual factors that contributes to diabetes disparities.

Critical socia psychology examinesbehavior in socia contexts, particularly socio-
economic, historical, and political contexts.® For example, whereas popul ation-based
interventions focus on policy and population-level variables, critical social psychology
focuses on the individual, while recognizing that the individual is nested within histori-
cal and socia contexts and experiences structural factors that may hinder diabetes
prevention and successful management. Psychological variablesthat may contribute to
further understanding and alleviating the burden of diabetes in the African American
community include perceptions of and experiences with racial discrimination, preju-
dice, ethnic identity, and cultural beliefs about health and disease. It is important to
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begin considering the relevance of these factors, given the complex individual behavi-
orsrequired to prevent or manage type 2 diabetes effectively.

Critical social psychology recognizes race and ethnicity as social constructs, and
a critical social psychologica approach to diabetes disparities highlights historical
context and avoids conceptual confounding by distinguishing between race and eth-
nicity.’> According to Jones,’® race implies a genetic marker whereas ethnicity is
thought to be mutable, controllable, and involve greater choice. Additionally, individu-
als grouped together on the basis of cultural similarities are ethnic groups, whereas a
racial group is composed of people from various ethnicities. Research at the popula-
tion level focuses on racial categories without recognizing the importance of ethnic
identity as an independent construct.2

Although type 2 diabetes is strongly influenced by lifestyle, researchers need to
consider how biological and socia factors intersect to create a higher diabetes burden
among African Americans. One area for future exploration is ethnic identity. Ethnic
identity is a dynamic process that devel ops throughout the life span. It is important to
note that ethnic identity is based in the group’s self-definition as well as others’ defini-
tion (public regard) of that particular ethnic group.® In this way, according to Nagel,**
ethnicity isadialectical process that arises out of interactions between individuals and
audiences. One strategy would be to examine the extent to which ethnic identity is
constructed outside the group and then adapted by the group in ways that may or may
not be health promoting. Another potential strategy is to examine how awareness of
being amember of adevalued racial/ethnic group can be a stressor with negative health
effects.’®

Inequality or Discrimination and Health Racial and ethnic group membership is
associated with differing degrees of inequality and discrimination. The legacy of
inequality often leads to stress, which can negatively affect health.'® Also, differences
in health status, disease prevalence, and the distribution of resources and power can be
partially attributed to social mechanisms that foster inequality.?” Critical socia psy-
chology conceptualizes and examines the health impact of a society with alegacy of
discrimination, including racial discrimination, which is defined as negative behavior
toward a person based on negative attitudes toward the group to which that person
belongs. Racial discrimination occurs at individual, institutional, and cultural levels
and involves behavioral, cultural, psychological, and structural dynamics.®

In many ways, the experience of racial discrimination is subjective. Perceived dis-
crimination is a person’s perception of unfair treatment due to race or ethnic group
membership.1® 81 |n health care settings, the legacy of racial discrimination (e.g., the
Tuskegee Syphilis Study) may influence levels of trust in physicians or in the medical
system as a whole. This can have direct bearing on health-seeking behaviors, and for
persons with diabetes, having confidence in the health care system is essential.

The connection between racial discrimination and health is based on the premise
that encounters of this kind are chronic and stressful for African Americans and that
the effects are cumulative over time. People who experience racia discrimination
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often experience negative mental and physical health consequences asaresult. In addi-
tion, the more discrimination a person experiences, the more at risk the person is for
negative psychological and physical health outcomes.* Research among African
Americans has shown that these experiences have del eteri ous consequences for physi-
cal and psychological health as well as for health behaviors.’® 172122 Research also
suggests that, among African Americans with type 2 diabetes, more perceived racial
discrimination is associated with higher depressive symptoms.Z In sum, racia dis-
crimination and related stressors may contribute to lower quality of life among African
Americans with type 2 diabetes;* therefore, understanding racial discrimination is
especially relevant when designing interventions for those who may have experienced
discrimination.

Medical Anthropology

Medical anthropology is a subspecialty of cultural anthropology and includes acade-
mic medical anthropology, applied medical anthropology, biocultural medical anthro-
pology, and critical medical anthropology. Medical anthropol ogy maintainsthe cultural
anthropology tradition of conducting cross-cultural analyses to examine how diverse
cultures understand and respond to sickness and give “voice” to suffering populations,
though not always with an action or applied orientation or agenda.? Distinctions bet-
ween the categories of medical anthropology are mutable, and students are encouraged
to engage the categories in dialogue and debate and to think across and between the
categories to inform public health research.

According to Snow? and Pelto,?” researchers in the category of applied medical
anthropology ask questions such as these: What do people believe about illnesses,
their causes, and treatments? What behaviorsincrease or decrease risk for selected dis-
eases? What characteristics of health services encourage treatment-seeking behaviors?
What changes in knowledge, behaviors, or disease-causing conditions can improve
people’s health? Applied medical anthropology examines how an understanding of
culture in the patient-provider encounter can promote inclusion, create understanding
of the sociocultural and material context of the patient, and eliminate disparitiesin the
provision of health care. Also, academic and applied medical anthropology posit theo-
retical explanations of sickness that support, challenge, and reframe clinical effortsto
improve patient adherence to biomedical regimens.? 2

On the whole, medical anthropology is “concerned with the interrelationship of
biological, social, and cultural factors in health and illness.”*® According to Lock and
Scheper-Hughes,®! “medical anthropology becomes the way in which al knowledge
relating to the body, health, and illness is culturally constructed, negotiated, and rene-
gotiated in a dynamic process through time and space.” They add, “it is medical
anthropology’s engagement with the body in context that represents this subdisci-
pline's unique vision as distinct from classical social anthropology (where the body
was largely absent) and from physical anthropology and the biomedical sciences
(where the body is made into a universal object).” This focus on problematizing and
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understanding the body within a historical, political, and social frame aligns medical
anthropology with critical socia psychology.

Medical anthropology also posits cultural explanatory models of sickness and path-
ways to health, illness, and disease.®? Although cultural and social anthropology have
dominated discourse on culture throughout the twentieth century, examining culture
and health and disease in the new millennium is challenging because“ cultureisincreas-
ingly hard to define, much less apply, to understanding social practices.”® In urban
centers worldwide, “the transnational flows of people and ideas that are part and parcel
of globalization, the legacies of colonialism and, in consequence, a need to take power
into account, have rendered older ideas of culture—as arelatively homogeneous set of
understandings shared among a group of socialy interacting people—conceptually
obsolete.”*? Therefore, contemporary urban health research offers an opportunity to
articulate new definitions of culture and the relationships between culture and health.
Capturing the complexity of the historical and socia construction of an urban cultura
environment requires a systematic process of inquiry. Although such atask is daunting,
intersections between medical anthropology and psychology can elaborate how indi-
viduals' socia and physical environments and various cultural milieus interact to affect
hedlth.

Culturein research then must be defined such that “the essential links from the cul-
tural, to the individual, to the biological” are made conceptually and empirically.®
Janes*® argues that in addition to a more precise definition of culture and “how it man-
agesto get into the body,” we must address “the role culture plays in human socia life;
understand how the ‘stuff’ of culture—ideas, symbols, meanings, shared understand-
ings, morals, vaues, beliefs—are distributed within and among socia groups within
larger, complex socia systems; and devel op the conceptual tools and research methods
to apprehend the links between culture as a shared experience on the world and individ-
ual experience.” Rather than abandon culture as a viable domain for analysis, medical
anthropology seeks to articulate more carefully cultural models as determinants of
health, which invites epistemol ogical refinements from other disciplines. Overal, med-
ical anthropology research is important for contemporary urban areas in the United
States and for those at risk for or diagnosed with type 2 diabetes. Knowing how people
understand the disease and its prevention and management helps health care providers
to undo misinformation and facilitate successful prevention and control.

Critical Medical Anthropology A more recent theoretical framework within medical
anthropology is critical medical anthropology, which incorporates political, economic,
biocultural, feminist, phenomenological, and cultural-constructivists approaches. Like
critical socia psychology, critical medical anthropology examines the power relations
in Western medicine to challenge the aims of Western medicine and to point out the
ways that the nation-state imposes its economic and political agendas on the bodies of
the population. The goals of critical medical anthropology include critiquing the mate-
rialist premises of biomedicine and challenging the economic and power relations of
medical encounters.®
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Baer et al.* argue that “ akey component of healthisstruggle,” and health is under-
stood as “access to and control over the basic material and non-material resources that
sustain and promote life at ahigh level of satisfaction.” Questions that critical medical
anthropologists consider about health are: Who has power over the agencies of bio-
medicine? How and in what form is this power delegated? What are the economic,
sociopolitical, and ideological ends and consequences of these power relations? How
is power expressed in the socia relations within the health care delivery system?
What are the principal contradictions of biomedicine and the arenas of struggle in the
medical system? According to Hans Baer, one of the early framers of critical medical
anthropology,

Critical medical anthropologists along with other critical medical social scientists
maintain that bourgeois medicine by virtue of its integration in capitalist societies
functions as (1) a mechanism for promoting the functional health of workers involved
in the productive process; (2) an arena for profit-making; (3) a mechanism for main-
taining and reproducing the working class, (4) an arena of social control and the
reproduction of class, racial, ethnic, and gender relations; and (5) a mechanism of
imperialist expansion and bourgeois cultural hegemony.?®

In this context, “health” is an endpoint needed to support the economy rather than
aresource for afull and satisfying life.

Bach et a.*” conducted an analysis of more than 150,000 African American and
white Medicare beneficiaries to establish empirically some of the underlying causes of
health care disparities between African American and white patients aged sixty-five
years and older. They interviewed more than 5,000 primary care physicians about the
quality of health care they provided to their African American and white patients. In
summary, Bach et al. found that “physicians working for plans in which African
American patients were heavily enrolled provided primary care of a lower quality to
all patients in the plan than did physicians working for plans in which fewer African
American patients were enrolled.”

Bach et al.*” also found that physicians who treated a higher proportion of minor-
ity patients were less knowledgeable about preventive care practices and were less
likely to be board certified in their primary specialty than physicians treating white
patients. African American patients were more likely to visit African American physi-
cians, and physicians with a large African American patient pool provided more
charity care, derived a higher percentage of their incomes from Medicaid, and prac-
ticed more often in low-income neighborhoods. In addition, physicians who primarily
treated African American patients reported facing considerable obstacles in gaining
access to specidty referrals and high-quality diagnostic imaging services, which
resulted in fewer screenings for diseases and more diagnoses when diseases were at
relatively advanced stages. Bach et a. found that African American communities had
fewer primary care physicians than white communities. In the United States, the distri-
bution of physicians dictates quality care more than patients’ choice. Undoing these
structural inequalitiesis one of the aims of critical medical anthropology.
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Critical medical anthropology, like critical social psychology, provides an oppor-
tunity to address race and racism, class, gender identity and health, and power within
the health care system “as a key socia-structural factor in health and in societal
responsesto illness.”*® Currently, medical anthropology and psychology in general are
wanting in studies on the impact of race on health status and disparitiesin urban com-
munities of color.® % More specifically, there is a lack of studies of how corporate
practices and health care culture help shape disease risk. For example, corporate prac-
tices, by design, flood urban African American communities with food options that
increase diabetes risk. Organizational culture and service delivery ideologies of the
U.S. medical care system are established by health care administrators, physicians,
and other alied health resources and industries. The privileging of a profit-driven sys-
tem of care contributes to a health care culture that perpetuates inequality in clinical
settings. This cultural dynamic contributes to diabetes disparities among African
Americans by the rationing of access to specialty care, discouraging early diagnosis
and treatment, and decreasing the likelihood that access to education about prevention
will be provided from these same hedlth care providers. Furthermore, health care
administrators may be more interested in services that are reimbursable costs, as well
as cost containment and minimization (e.g., Medicaid). Thus, health care administra-
tors may implement policies that de-emphasize preventive treatment and services.
These practices leave African Americans vulnerable to not having access to the level
of expertise required to prevent diabetes and its complications.

In summary, the goas of medical anthropology are as varied as its theoretical and
methodological perspectives but include understanding African Americans conceptual-
izations of sickness to enhance communication between health care providers and
consumers of health care”*! and influencing public policy by fostering understanding of
the sociocultural complexities of heath issues® Another goal is to integrate biological
and cultural approaches to identify and eiminate risks to health by examining the eco-
logical dimension of disease causation that “explicitly sets health, illness and disease
within a system of mutually interacting organic, inorganic and cultura environments.” 4

ETHNIC IDENTITY AND THE EXPERIENCE OF BEING
AFRICAN AMERICAN WITH TYPE 2 DIABETES

Ethnic Identity and Diabetes

Living in the context of inequality has an impact on health, and ethnic identity may
influence the relationship between systems of inequality and health. Ethnic identity is
an individual’s sense of identification with a particular ethnic group and its beliefs,
values, norms, and history.** A degree of choice is involved in ethnic identity. For
example, although a person may appear to be African American, that person may not
self-identify as African American for ideol ogical reasons or because of membership in
another ethnic group. How one self-identifiesimplies assumptions about health-rel ated
behaviors such as dietary preferences, a key component in diabetes self-management.
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Ethnic identity, as conceptualized in social psychology, is created in external space
and may develop in response to discriminatory practices or in opposition to other
ethnic groups. In understanding African American ethnic identity, critical social psy-
chologists highlight the social and historical conditions of African Americans in the
United States and view ethnic identity formation as a complex phenomenon that
embodies responses to centuries of oppression.

Although external influences on ethnic identity are important, it is equally impor-
tant to note that ethnic identity exists in the absence of discrimination. For example,
African American ethnicity is characterized by certain traditions (e.g., musical, reli-
gious expression, culinary preferences), many of which are defined from within the
culture.®® The more accurate interpretation then of ethnic identity acknowledges exter-
nal structuring and internal agency in the formation and maintenance of ethnic
identity* % as well as sociopolitical and cultural influences.

Similarly, health and health disparities are externally and internally structured. For
example, urban communities with high concentrations of racial and ethnic minority
populations often have more fast-food restaurants, low-quality convenience foods,
tobacco products, and liquor stores. In African American communities, there are more
fast-food restaurants and vendors of alcoholic beverages per capitathan in white com-
munities, and the consumption of the sameisarguably higher amongAfrican Americans
as well,® which is not unrelated to the aggressive marketing of these products to
African American consumers. There is a paucity of research that has specifically add-
ressed the role of corporate practices and policy on diabetes risk in ethnic minority
urban communities. Additionally, high rates of crime and violence and alack of green
space or other optionsfor recreationa physical activity become disincentivesfor regu-
lar physical activity.*

Given the close association between obesity and type 2 diabetes, we can make
some assumptions about the role of these factors on African Americans' diabetes bur-
den. As Mechanic observed,

The complex, dynamic (ever changing), and interactive nature of socio-ecologic con-
ditions increase the risk for obesity and overweight in communities of color which
confounds and undermines most public health interventions that have tended to
isolate selected behaviors—namely nutrition and physical activity, and delivered inter-
ventions that are often de-contextualized, ahistorical, and overly dependent on
theories of individual behavior change. Higher status as measured by social class or
other indicators of social dominance, for example, allow people with more resources
such as money, knowledge, social networks or power to be better positioned to take
advantage of opportunities to protect their health relative to those in less favored
socioeconomic positions.*

Some questions that researchers can address in future research are: To what extent
do people's perceptions of socia and physical environment structure their health
behaviors and beliefs? Does changing the social and physical environment to one that
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invites good health choices inspire health-promoting behaviors? To what extent are
sustained systems of social support tied to maladaptive health behaviors, including
excessive acohol consumption or preference for high fat, high sodium meals?

Ethnic Identity, Health Behavior, and Perceptions

Regardless of its origin, ethnic identity influences our perceptions, health behaviors,
and relationships with others and the way we navigate through the world.* Ethnic
identity can influence a person’s health care choices, including preferences for doctors
from specific ethnic backgrounds or ways of coping with chronicillness. Additionaly,
ethnic identity can influence levels of perceived discrimination in health care settings.
One explanation for variability in perceptions of discrimination is that the significance
of an event depends on the salience of the identity domain in which the event occurs.>®
In other words, a person with a stronger sense of ethnic identity may be more likely to
notice cues that suggest discrimination and may find the event more relevant and
stressful than those who are less strongly identified with an ethnic group. In this way,
ethnic identity can act as a moderator for perceptions.

Recognizing the relevance of ethnic identity in the health care setting can be espe-
cialy important in issues of trust and patient satisfaction so that interventions can be
tailored to specific worldviews, cultural practices, community realities, and experi-
ences.” Regarding trust, diabetes self-management may be partially contingent upon
the patient-provider relationship. Several studies demonstrate a relationship between
high levels of patient trust in providers and a patient’s ability to complete diabetes care
activities.> Poor patient-provider relations may further contribute to a sense of mis-
trust among African Americans of doctors, nurses, and the health care system.®

In terms of patient satisfaction, a study by Garroutte, Kunovich, Jacobsen, and
Goldberg® among American Indians found that strong ethnic identity was associated
with reduced satisfaction with the social skills and attentiveness of health care provid-
ers. This suggests that ethnic identity is a cultura factor that may influence patient
evaluations of health care, their help-seeking behaviors, and attitudes toward health
care providers. However, more research in this area is needed, particularly among
African Americans.

Ethnic Identity as Coping

Ethnic identity among African Americans can be viewed as a protective factor, which
may positively influence disease survival rates. Psychological literature suggests that
protection exists at three levels: individual, familial, and societal,*® and all three levels
are evident in African American history and in ethnic identity theory. Although amajor
role of African American identity is to provide a sense of group &ffiliation, another
is“to protect a person from psychological insults, and, where possible, to warn of
impending psychological attacks that stem from having to live in a racist society.”%
Cross™ suggests that a fully devel oped African American ethnic identity helps defend
a person from negative psychological stress in societies that use behavioral strategies
to enforce discrimination and racism.
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Many who are diagnosed with diabetes are at increased risk for depression, 5
and their mental health needs often remain unmet. Negative treatment on the basis
of race or ethnicity can cause depression and low life satisfaction among African
Americans.?>22%8 Given these race-related stressors, African Americans with type 2
diabetes may be at increased risk for depression. However, a person with a stronger
African American ethnic identity may be able to protect self-esteem and maintain a
“sense of perspective and personal worth in the face of racism.”* These buffering
effects may also extend to hypertension and depression in general .

Ethnic Identity and Spirituality

For many African Americans, ethnic identity includes a sense of spirituality, or reli-
gion and religiosity.® % Mattis and Jagers® differentiate between the two: religion is
asystem of beliefs about God shared by a specific community, whereas religiosity
isthe degree of adherence to an organized religion or belief system. Polzer® found
that among African Americans spirituality impacts diabetes self-management because
African Americans may turn to God, or “turn it over to God,” to cope with diabetes.
Mullings and Wali® found that African American women turned to faith institutionsin
times of crisis to discuss explicitly persona stressors and receive advice on ways to
cope with stress. In addition to lending emotional support, many African American
churches provide tangible support in the form of clothing, food donations, and housing
resources.

Perhaps most important, African American churches provide social support through
a sense of familial connection, which helps buffer stressors and helps people protect
themselves from and cope with those stressors. But more research is needed to deter-
mine how interventions related to type 2 diabetes can be tranglated to churches or other
spiritual meeting places. Additionally, given that spirituality can enhance preventive
behavior and diabetes self-management, health care providers and those developing
interventions for this population can address spirituality via culturally relevant care.

INTERDISCIPLINARY RESEARCH METHODS

Qualitative and quantitative research methods are used in medical anthropology and
psychology. Multiple qualitative methods, such as interviews, participant observation,
focus groups, and document analysis can be used to address specific research ques-
tions and test assumptions.®> One useful qualitative approach in anthropology and
psychology is ethnography.®2%* Hammersley and Atkinson® describe ethnography as
“the ethnographer participating, overtly or covertly, in people’s daily lives for an
extended period of time, watching what happens, listening to what is said, asking
guestions—in fact, collecting whatever data are available to throw light on the issues
that are the focus of the research.” Neuman®? describes meaning-giving in ethnogra-
phy, in that “displays of behavior do not give meaning; rather meaning is inferred, or
someone figures out meaning. Moving from what is heard or observed to what is actu-
ally meant is at the center of ethnography.”
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The inductive nature of qualitative research allows significant topics and patterns
to emerge as data are collected. Theory is built in the process. Ultimately, qualita-
tive research can be used to better understand a group’s perceptions and experiences
with health and disease to develop or refine theory. Strengths of qualitative research
include

Its open-ended nature and flexibility. Researchers can probe with respondents for
greater detail and clarity in answering questions. Additionally, based on informa-
tion gained from the respondents, researchers can modify or add questions.

The opportunity to pursue a research problem in multiple ways, such as using
observational fieldwork data, interviews, focus groups, and relevant documents
(library sources, newspapers and other archival data, diaries, field notes, photo-
graphs, videotapes, recorded oral histories, €tc.).

The perspective that al responses interest a researcher and not just the most fre-
guently given responses.

The option to return to respondentsif there are gapsin the data or to ask additional
guestions. Furthermore, respondents can participate in interpreting and repor-
ting data.

Achieving greater validity in the findings than in quantitative methods.
Potential weaknesses of qualitative research include
The labor and resources necessary, given its open-ended, unstandardized approach.

Thelack of standardizationin dataanalysis. According to Bernard,® “most methods
for quantitative analysis—things like factor anaysis, cluster analysis, regression
analysis, and so on—are really methods for data processing and for finding pat-
ternsin data.” Computer programs such as Epi Info and SPSS analyze (i.e., process
but do not interpret) data for the researcher. In qualitative research, existing com-
puter programs manage data, and analysis is performed by the research team.
Gaining consensus, or high intercoder reliability, isachievable but islabor and time
intensive.

Being vulnerable to critiques of data being subjective or anecdotal in a scientific
community that prefers experimental design that utilizes standardized, statistically
significant research. Although qualitative research is not standardized, it is sys-
tematic, and depth of information is achieved in that respondents can understand
guestions as intended and answer in their own words.

Ethnography, like other qualitative methods, islargely aninterpretive socia science,
and the principal instrument of data collection, analysis, interpretation, and reporting is
the researcher. However, the sociocultural position of the researcher affects research,
choice of methods, and interpretation of findings; therefore, questions and challenges
often associated with conducting qualitative research are: How do researchers minimize
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the impact of their intrusion into the socia life cycle of the people studied? Does
a‘“native” anthropologist fare better or worse than an anthropologist from another
culture? What input should members of the community, typically referred to asinform-
ants, have in “signing off” on what is reported about them? How do we create a better
balance between understanding culturally specific perspectives and experiences (the
emic approach) and understanding general health-related perspectives and experiences
across all groups (the etic approach) and the construction of meaning?

Researchers often combine qualitative and quantitative research techniques to
increase confidence in research findings.5>% This mixed methodology involves the
“collection or analysis of both quantitative and qualitative data in a single study in
which the data are collected concurrently or sequentialy, are given a priority, and
involve the integration of the data at one or more stages in the process of research.” %
The use of mixed methods has become more popular in the field of psychology and
anthropology. When designing interventions to prevent diabetes or to minimize diabe-
tes complications among African Americans, a mixed method approach might include
guantitative methods such as survey or checklist methodologies or monitoring of gly-
cemic control over time, while qualitative methods might include structured and
unstructured interviews, focus groups, thematic analysis of intervention-related notes
and observations, policy analysis, or ethnography.

Using mixed methods allows researchers to identify and explore issues facing
African Americans that may not be captured using a single methodol ogy and may help
interventionists gain a more exact understanding of an intervention’s effectiveness and
enhance validity.®” In such studies, the methodol ogies can be complementary and inte-
grative:® quantitative data help determine the effectiveness of an intervention, and
gualitative data help lend meaning to the intervention. For instance, supplementing
HbA 1c outcome data with qualitative data from focus groups can reveal greater detail
about the intervention’s effectiveness or flaws.® In this case, quantitative data help
researchers determine effectiveness in lowering HbA1c among a target population,
and the focus groups provide data on the aspects of the intervention that participants
found challenging or useful.

Mixed methods can also be used to develop diabetes interventions for African
Americans. Before designing an intervention, researchers could conduct in-depth
interviews with African American women diagnosed with diabetes to understand their
experiences with diabetes self-management and health care and its meaning to
their lives.™®™ Conducting focus groups, interviews, and meetings with community
members before implementing an intervention allows members to convey their needs
and concerns and to identify possible barriers to the successful implementation of an
intervention. Theinformation then can be used to design amore effective intervention,
which iskey for communities with marginalized or underrepresented groups who may
strongly mistrust medical research.

Mixed methods have severa strengths. Data from a mixed methods intervention
can beused to improvereplication of anintervention. Mixed methods can hel p research-
ers further understand the phenomenon under study and improve upon intervention
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design in the future.” To address public health concerns such as diabetes, interdisci-
plinary research approaches using both quantitative and qualitative methodologies and
more complex study designs will be required. Reversing the tide of diabetes among
African Americans will require research approaches that focus on the person diag-
nosed with diabetes; that person’ssocial, economic, cultural, and political environments;
and the health care system in which that person is involved. These approaches can
also be facilitated by a better understanding of the role of ethnic identity in diabetes-
related behaviors and of barriers across the political-economic spectrum.

INTEGRATING SOCIAL PSYCHOLOGY AND MEDICAL
ANTHROPOLOGY TO REDUCE THE BURDEN OF DIABETES

In this chapter, we attempted to fuse aspects of critical socia psychology and medical
anthropology to address type 2 diabetes among African Americans. Given the rise of
new cases of diabetes and the risk of serious diabetes-related complications in the
African American community, we can no longer rely solely on current approaches.
Instead, innovative multidisciplinary approaches and research designs are required.
Combining theoretical perspectives and research methodologies from multiple disci-
plines can help address this burden and provide a richer inquiry into the problem of
type 2 diabetes for this population. Diabetes risk and management are highly influ-
enced by a person’s engagement with the social service and health care systems.
Engagement with the health care system includes issues of access, trust, cultural com-
petence, quality of care, perceptions of discrimination, and communication between
patients and providers. Diabetes risk and management are also influenced by avariety
of historical, social, cultural, structural, and psychological factors.

The contribution of critical socia psychology is its theoretical and empirical
understanding of ethnic identity and its focus on socioecological and historical con-
texts and the negative effects of racial discrimination on behavior. African American
ethnic identity is protective and devel ops, at least partialy, in response to hostile social
experiences. Ethnic identity influences health-related behaviors, perceptions of dis-
crimination in the health care system, trust of health care providers, and willingness to
engage in preventive and management-related behaviors. Ethnic identity also influ-
ences dietary preferences, physical activity, and beliefs about disease. Many of these
behaviors can lead to developing diabetes and related complications. This path can
be redirected if family members, researchers, policymakers, educators, and health care
providers are aware of the cultural, social, psychological, and historical dynamics that
contribute to the rise of new cases of diabetes and diabetes-related complications.

Critical medical anthropology explores the dialectical relationship between bio-
logical, social, and cultural factorsin health, illness, and disease management. Critical
medical anthropology’s principal contribution isto expose and critique the health care
system for the characteristics that make it structurally unwel coming to people of color
and to critique power relations inherent in medical encounters. The goal is to create
awareness and correct the problem. This theoretical orientation, in conjunction with
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critical social psychology and mixed method research methodologies, is a powerful
strategy for addressing the diabetes crisis at a deeper level.

Questions Raised by an Interdisciplinary Approach

Integrating perspectives from critical socia psychology and critical medical anthropol-
ogy will increase our understanding of the experience of African Americanswith type 2
diabetes. We must examine how culture, beliefs, and practices influence diabetes man-
agement and help-seeking behavior and how social and institutional inequality affects
individual perceptions and health-related behaviors. For example, how might structural
inequality in the health care system be dismantled so that the health outcomes and man-
agement behaviors for African Americans with type 2 diabetes are improved? What
structural changes are needed in the health care system to ensure equitable, respectful,
and high-quality carefor African Americansand other ethnic groups? Structural inequa-
lities include exposure to environmental toxins, poor quality housing®® and community
services, aswell aslack of accessto hedlthy, affordable foods, green space, and quality
health care with providers familiar with African American culture.

Depending on socia context, African Americans may interpret health messages
and approach disease prevention in amanner consistent with their ethnic identity. One
guestion to consider iswhat are the nuances of these interpretations and how can they
be turned to a health-promoting direction? People bring their ethnic identity into the
health care system, including their beliefs about disease and attitudes toward health
care providers.”? How might providers gain greater sensitivity to the nuances of ethnic
identity and how it plays out in health behaviors? Those interested in intervening with
this particular population must be aware of how cultural beliefs and experiences shape
willingness to engage in health-promoting behaviors.

In conclusion, interdisciplinary approaches are needed because the literature is
currently dominated by models that focus on individual-level patient education but do
not measure meaning, the legacy of distrust of the health care system, the dehumaniz-
ing orientation of clinical care, or how socia environments can ater psychological
states® to facilitate or undermine a person’s ability to act on a provider’s recommenda-
tion. Medical anthropology has only recently become interested in African Americans
with diabetes, and critical social psychology has just begun to tackle the interaction
between social inequality and specific health-related behaviors. Combining theoretical
and methodological approaches is an innovative and crucia strategy for reversing the
tide of diabetes in the African American community.

SUMMARY

In this chapter, we used critical social how race and ethnicity, ethnic identity,
psychology and critical medical anthropo-  inequality and discrimination, and struc-
logy as tools to suggest an interdisciplin-  tural barriers in the hedth care system
ary research agenda to reduce diabetes influence the development of diabetes. We
among African Americans. We examined discussed how ethnic identity and health
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care disparities can undermine diabetes
management. We described the legacy of
distrust of the health care system, the
dehumanizing orientation of clinical care,
and the pathways by which socia envi-
ronments can ater psychological statesto
facilitate or undermine a person’s ability
to act on a provider's recommendation.

Finally, we proposed research questions
that integrate critical social psychology
and critical medica anthropology per-
spectives, increase understanding of the
experience of type 2 diabetes among urban
African Africans, and inform the deve-
lopment of strategiesto reduce the preval-
ence of diabetesin this community.

DISCUSSION QUESTIONS

1

What are some of the reasons that African Americans in the United States have
higher rates of type 2 diabetes than Whites?

What research methods have been used to study disparitiesin diabetes, and
what are the specific insights that each method can contribute?

What are some assets of African American communities that could be enlisted
in efforts to reverse the epidemics of obesity and type 2 diabetes?

Now that you have studied this chapter, what advice would you give to public
health planners designing interventions to reduce type 2 diabetesin African
American communities?
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LEARNING OBJECTIVES

Describe the rationale for using interdisciplinary research approaches to study
urban health problems.

Discuss the stages of the interdisciplinary research process (defining the problem,
creating and implementing a process, choosing partners, influencing policy and
practice, and evaluating impact) and describe the key tasks in each stage.
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Analyze the unique challenges that face evaluators of interdisciplinary
interventions to improve urban health.

| dentify specific ways that you can use interdisciplinary research approachesin
your professional practice.

DOING INTERDISCIPLINARY RESEARCH AND PRACTICE

In the previous chapters of this volume, researchers from avariety of disciplines, pro-
fessions, and specidization areas—including American studies, anthropology, eco-
nomics, environmental health sciences, epidemiology, geography, health education,
medicine, nutrition, political science, psychology, public health, social ecology, socio-
logy, and urban planning—considered a range of urban health and social issues—
including aging, air pollution, asthma, child development and poverty, diabetes,
disasters, homelessness, housing foreclosures, hunger, immigration, obesity, racism,
and tobacco use. The stories that emerge from these dizzying lists of disciplines and
problemsillustrate the complex challengesthat face those seeking to improve the well-
being of urban populations and the need for urban health researchers and practitioners
to be able to cross traditional academic and professional boundaries if they are to be
effective.

In thisfinal chapter, we consider some of the central themes that run through this
volume. Our focusis on doing interdisciplinary research and practice in urban health.
In the last decade, alively scholarly debate on the meaning, value, and tensions within
inter- and transdisciplinary research has emerged. %34 However, our aim hereis more
practical: We seek to help readers move from an appreciation of interdisciplinary
research to a capacity to do it—to apply the principles, concepts, and skills described
in the previous chapters and devel oped elsewhere in recent yearsto their roles as urban
health professionals and researchers.

We examinewhat we havelearned about the practical application of theapproaches,
methods, and frameworks the authors describe and how our readers can apply these
lessons in their work settings. Our sources for this discussion are the prior chapters,
our own research and practice, described briefly in Chapter One, and our understand-
ing of the recent literature on interdisciplinary research and practice. In the last several
years, some new volumes and special journal issues on interdisciplinary research have
been produced. These are described briefly in Table 12.1, and we encourage interested
readers to consult these sources for a deeper understanding or for guidance on selected
issues. Although much of the new attention to interdisciplinary research hasemerged in
the United States and Europe, it has al so attracted researchersin Africa, Latin America,
and Asia, suggesting its relevance in both the developed and devel oping world.> 7

In Figure 12.1, we present a schematic of the stages involved in doing interdisci-
plinary work on urban health. We conceptualize the process as a cycle—shown as a
circle—in which researchers begin by defining the problem and then create a processfor
addressing the problem and implementing the research. Once the team of researchers
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Selected Recent Works on Interdisciplinary Research

Title and authors

Creating Interdisciplinarity:
Interdisciplinary Research and
Teaching Among College and
University Faculty. Lattuca, L.

Expanding the Boundaries of
Health and Social Science: Case
Studlies in Innovation. Kessel, F,
Rosenfield, P. L., and Anderson,
N. B., editors

Facilitating Interdisciplinary
Research. Committee on
Facilitating Interdisciplinary
Research

Handbook of Transdisciplinary
Research. Hirsh-Hadorn, G.,
Hoffman-Riem, H., Biber-
Klemm, S. et al., editors

Special Issue of American
Journal of Preventive Medicine,
“The Science of Team Science.”
Stokols, D., Hall, K. L., Taylor,
B. K., Moser, R. B., and

Syme, S. L.

Publisher and

publication
date

Vanderbilt
University Press,
2001

Oxford
University Press,
2003

National
Academies
Press, 2005

Springer, 2008

Volume

35, Special
Supplement,
August 2008

Brief description

Analyzes the processes by which

faculty from different disciplines pursue
interdisciplinarity in their teaching and
research across departments, disciplines,
and institutions.

Case studies of application of
interdisciplinary methods on topics
from brain science to HIV and human
resilience. Prepared by Social Science
Research Council and Office of
Behavioral and Social Science Research
at National Institute of Health.

A review of interdisciplinary research
with a focus on the organizational
and institutional factors that facilitate
or block this approach. Sponsored by
the National Academies of Sciences
and Engineering and the Institute of
Medicine.

Provides an overview of transdisciplinary
research as applied to problems at

the interface of science, society, and
politics; most contributors are European
researchers. Prepared by the Swiss
Academies of Arts and Sciences.

Twenty articles on “team science”
with sections on origins, theoretical
perspectives, methodological
contributions, the role of systems
thinking, and future directions for the
“science of team science.”
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Stages of Interdisciplinary

Work on Urban Health

Evaluating ; Defining the
impact problem
Influencing Creating and
policy and implementing
practice a process

partners

is assembled, they will usually need to find other partners to help them understand the
problem and carry out the research. Next the investigators look for ways to use their
findings to influence policy and practice. Finally, the team evaluates the impact of
their work to guide the next steps. Although the diagram shows the stages proceeding
in a clockwise direction, in fact, research teams may on occasion return to previous
stages. For example, after bringing in new partners, ateam may choose to redefine the
problem. In Chapter Seven, for example, it was only after talking to individuals who
had experienced foreclosure that Saegert and her colleagues grasped its impact on
health, thus modifying their research questions. Figure 12.1 aso focuses on the
research process itself rather than calling attention to the dynamic context in which
the problem is unfolding. Again using the chapter on foreclosure and health as an
example, as the research progressed, the media, political, and economic context
moved from widespread denia of the foreclosure crisis to active engagement. This
change affected the ways in which the research can lead to policy change and
interventions.

Thus, we see interdisciplinary research as adynamic and iterative processin which
investigators move between stepsin both directions as one set of problemsis solved and
new issues emerge. In the following pages, we discuss some of the issues that research
teams face at each stage of the process, using examples from the previous chapters.
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DEFINING THE PROBLEM

Only when a problem is clearly articulated can researchers decide whether or not it
warrants interdisciplinary rather than disciplinary investigation. First, let's consider
how to determine whether or not a problem meets the criteria for interdisciplinary
research, and then let's take a step back and ask how best to frame a problem so asto
define a researchable question.

Not every problem—not even every urban health problem—requires interdisci-
plinary research or intervention to solve. But in many of the case studies presented in
this volume, the impetus for using an interdisciplinary approach to research or inter-
vention was not an ideological commitment to interdisciplinarity but rather a conse-
guence of the nature of the problem itself. What are some of the indications for an
interdisciplinary rather than a disciplinary approach? And what kinds of problems are
more suited to this approach?

First, investigators need to ask whether the problem’s causes or consequences
crosslevelsof organization. If they do, it may bethat asingle discipline will beinsuffi-
cient. Second, if the investigators seek to solve as well as describe the problem they
are studying—a basic premise of public health—then they need to ask whether their
discipline has all or most of the tools needed for solution. If not, a broader team may
be needed. Another way of saying thisisto posit that if researchers want to move from
basic or etiological research to applied work, from laboratory to bedside to population,
a process recently labeled as trandational science® they probably need an interdisci-
plinary team. Third, if the problem is embedded in acomplex socia and physical envi-
ronment or if it cuts across multiple sectors, more than one discipline may be needed
to understand the influences of these external factors. Fourth, if researchers seek to
address fundamental as well as proximate causes of a health problem, they may need
to include researchers who can travel both upstream and downstream to understand
these different levels of causes and the pathways by which they influence health.
Finally, the research team needs to consider the scope of its mandate. If researchers are
charged by larger socia ingtitutions with answering a narrow and specific question, a
single discipline may suffice, whereasif the directiveisto fix the problem, more com-
plex investigationswill be needed. For example, if researcherswant to bring their findings
into policy and practice arenas, they may need to find colleagues in other disciplines.

Toillustrate, let’s take the example of childhood asthma, a problem considered in
Chapter Two. If the question is whether a particular medical treatment is effective in
reducing asthma symptoms among children, a research team of one or two disciplines
could praobably design and carry out a study to answer it. If, however, the question is
how to get an effective drug to the children who need it, how to help parents ensure
their asthmatic children take the medicine properly, how to make sure that local health
providers use the medicine effectively, or how to combine medical treatment with
household or neighborhood environmental modification to further reduce symptoms,
then the research team will need a much wider cast of characters. In sum, both the
scope of the health problem under investigation and the types of questions that need to
be answered dictate whether or not to use interdisciplinary research.
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Framing the Problem

In every research endeavor, framing the problem is akey starting task. Interpreting the
framing of socia problems has recently emerged as a popular strategy in communica-
tions, social science, and public health research.®° “Frames’ have been described as
tools for defining a problem, diagnosing its cause, justifying solutions, and predicting
itslikely effects.’®

In many complex questions that bring together multiple actors and stakeholders
and draw on expertise of multiple disciplines, building in a reflection and possible
reframing moment early in the processis wise.

Researchers and public health professionals always have choices in how to frame
a problem. The decisions they make structure their opportunities for posing research
guestions and designing studies or interventions. How to frame a problem is both a
scientific question and a political question—scientific in that it requires evidence and
hypotheses on the more and |ess important causal factors and consequences and politi-
cal in that any solution requires understanding who has power to solve the problem
and what will move them to act. Although some researchers seek to avoid the second
question, it is our belief that the public health ethic requires considering both simulta
neously because the imperativeisto improve population health, not simply to describe
or anayzeit.

To aid in our understanding of how framing a problem influences decisions about
interdisciplinary research, we use the example of diabetes, a problem considered in
Chapter Eleven. Diabetes can be considered from severa different perspectives—for
example, as a metabolic problem requiring adjustments in glucose metabolism, as a
medical problem requiring effective medical management to prevent complications
and treat symptoms, as a public health problem requiring control programsthat reduce
socia and environmental risk factors and incidence in the population as a whole, as
asocial justice problem requiring effortsto shrink the growing disparitiesin morbidity
and mortality among different socioeconomic and racial/ethnic groups, or as an eco-
nomic problem imposing a growing burden on our work force, economy, and health
care system. Each of these frames suggests a different solution and requires a different
team of investigators to find answers. In Chapter Eleven, Jones and Liburd suggest
that cultural and sociopoalitical factors play akey rolein shaping the differential impact
diabetes has on different populations; they suggest that effective interventions may
need to involve and be tailored to specific subpopulations.

No frameis by itself right or wrong, but the challenge isto match the frame of the
problem with the expertise and mandate that researchers have to understand and
address it. The case we make here and in the volume as awholeis that if the mandate
isfor researchers to improve the health of urban populations, then a broad, multilevel,
and intersectoral framing of the problem is often more likely to lead to effective solu-
tions than a narrower one. In thefirst chapter, we described the characteristics of cities
that justified such an approach—population density and diverse, complex systems, a
multiple array of human and socia resources, and high levels of inequality. Health
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problems that are embedded in this context often require more comprehensive and
holistic interventions than those that play out in asimpler environment.

To return to the example of diabetes, the rapid rate of increase of diabetesin U.S.
cities;* its multifactoral roots in food systems,*? urban design,*® and health care orga-
nization; its driving role in fostering urban health disparities; and the substantial
burden it is imposing on municipa economies** all suggest the value of framing the
problem broadly and therefore initiating interdisciplinary investigation. These same
characteristics of the diabetes problem also encourage the devel opment of a processto
include multiple constituencies and stakeholders in the task of framing the research
guestions to be answered.

Constructing Conceptual Models, Theories, or Frameworks
One of the greatest challenges facing interdisciplinary researchers is to isolate the
variables of interest for study. On the one hand, the imperatives of interdisciplinary
investigations are to consider multiple levels, domains, and constructs, often leading
to alist of variables of interest longer than a New York City telephone directory. On
the other hand, traditional research guidelines—and traditional funding agencies—
often want researchers to identify a small number of variables, correctly noting that
too many can lead to conceptua muddiness and analytic difficulties. To resolve this
conundrum, some researchers find it helpful to construct conceptual models or frame-
works, a simplification of the theories that explain the causes or consequences of the
problem under study, and specify alimited number of variables of particular interest.
For interdisciplinary researchers, these models often illustrate how forces operate or
interact across levels of organization. In this volume, the authors of Chapter Four
(Figures 4.1, 4.2, and 4.3) and Chapter Ten (Figure 10.3) and elsewhere have pre-
sented conceptual models to show relationships among their variables of interest.!> 16

Another tool that can help to frame a problem in away that contributes to work-
able solutionsisto use“ systems science” to understand the problem within its broader
dimensions. Green has noted that systems science or systems thinking can help “to
unravel the complexity of causal forcesin our varied populations, and the ecologically
layered community and societal circumstances of public health practice.”” Systems
thinking provides quantitative and qualitative tool s for analyzing complex systems, for
understanding the dynamic interactions among variables of interest, and for identifying
promising opportunities for intervention.s 1

To give an example, one of us has analyzed the multiple systems that determine
the health problems and needs of people leaving jails to identify opportunities for
intervention at various levels?® Based on this analysis, a multilevel program was
developed and tested.?* Similarly, in Chapter Ten, Fahs and colleagues use systems
thinking to assess the multiple influences on older urban immigrants and suggest poli-
cies and programs that can promote healthy aging for this population.

Often, the greatest contribution of interdisciplinary research isto create new more
adequate conceptual frameworks for a problem based on ideas that arose in grappling
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with multiple disciplines’ literatures. For example, in Chapter Six, Geronimus, ahealth
scientist, and Thompson, apolitical scientist, first critically examine concepts of “nor-
mal development,” drawing primarily on developmental psychology and normative
sociological theories of the family. They then critique the underlying assumptions of
most economic analyses enunciated in classical economic theory. Intheir third critique,
they return more closely to the second author’s core discipline. Throughout, their criti-
cal perspectiveisinformed by abroad and interdisciplinary literaturein cultural studies
and critica race theory.

Even when interdisciplinary researchers adopt alessoriginal conceptual framework,
they often must read deeply in unfamiliar disciplines to understand the assumptions
behind the theoretical and policy frames applied in the relevant literature. To meaning-
fully address the foreclosure issue and its relationship to health in Chapter Seven, the
authors found that much of the relevant work and policy formulations on foreclosure
derived from economic theory. In addition, research and thinking on the relationships
among health, debt, foreclosure, and vulnerable populations ranged across disciplines
from various subfields in psychology, through geography, public health, medicine, and
sociology, aswell asthe interdisciplinary arenas of urban and policy studies.

CREATING A PROCESS FOR INTERDISCIPLINARY WORK

Once investigators have defined a problem and determined that an interdisciplinary
approach may be warranted, the next task isto create the processes for carrying out the
work. The steps include assembling a team, defining the processes and structures
needed to build a supportive environment for collaboration, and selecting the method-
ologies and analytic strategies to be employed.

Assembling a Team

In this section, we discuss how to select members of an interdisciplinary research
team; later, we discuss the task of developing collaborative relationships with external
organizations. In practice, the distinction between these two levels may be arbitrary,
but we think of the research team as comprising the individuals, whether trained
researchers or community residents, who design, monitor, and carry out the research;
external partners play amore limited role and usually are not involved in making oper-
ational decisions about the study.

Selecting members for an interdisciplinary research team requires paying atten-
tion both to individual and group characteristics. In our experience, attributes of good
team members include a shared passion for understanding and reducing the problem
under study, awillingness to listen to and consider different points of view, an open-
ness toward broadening one's knowledge, experience working across traditional
boundaries (whether disciplinary, sectoral, or level), confidence and good skills in
their own home discipline, and a pragmatic rather than an ideological approach to
guestions of research design and methods. In many cases, interdisciplinary teams
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include individuals who have worked together before and already have experience in
sorting through the relationship problems that inevitably arise in team research.

At the group level, effective teams establish and enforce group norms that support
collaboration, value the contributions of each member, use problem-solving and conflict-
resolution strategies to address problems that arise, and find ways to define and articulate
agpecific mission that drives their shared work.

Recently, a body of academic work studying team science has emerged. Stokols
and his colleagues describe team science as initiatives “designed to promote collabor-
ative—and often cross-disciplinary—approaches to analyzing research questions
about particular phenomenon.”? They distinguish team science from the “science-
of-team-science,” defined as “a branch of science studies concerned especially with
understanding and managing circumstances that facilitate the effectiveness of team
science initiatives.”?? By studying how teams make decisions and work together,
researchers can identify successful strategies for teamwork.

How do interdisciplinary researchers decide who to invite to join their team? One
logical starting point is the problem under study. What disciplines, skills, and experi-
ence are needed to answer the research question? Developing and evaluating an inter-
vention to prevent diabetes in an African American community, the subject of Chapter
Eleven, may require a health services researcher, a nutritionist, a physical activity
researcher, an anthropologist, and an evaluator. By mapping the knowledge base on
which a study rests, researchers can identify the expertise they need and then invite
selected colleagues to join. In other cases, interdisciplinary collaboration can have a
more serendipitous start. When two of the authors of Chapter Nine—Galea, a social
epidemiologist, and Hadley, an anthropologist—discussed their common interests in
the health consequences of disasters, each recognized that the other discipline could
bring new insightsinto their research.

Urban health researchers often worry about when and how to bring community
residents onto their research teams. Some begin with a philosophical commitment to
community-based participatory research (CBPR) and would not begin a new study
without bringing community residents into the planning process.2 Others choose to
bring in community residents on an as-needed basis, defining specific research ques-
tionsthat would benefit from community input. Two recent books provide guidance on
the use of CBPR in health research.?* %

In Chapters Two, Three, Five, Seven, and Eight, the authors show the value of
participatory research, describing how having community residents, organizations, or
others affected by the problem under study participate in the research process deep-
ened the team’s understanding. In our view, most interdisciplinary research on urban
health would benefit from participation by a broader group of stakeholders, and per-
haps defining arole for communities should be the default option, dispensed with only
if there were strong contraindications.

We do, however, firmly believe that if researchers invite community residents,
advocates, or others to join the research team, they should have an explicit rationale
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for such inclusion in the particular study and should have a clear negotiation on roles
and responsibilities. To invite community residents to join aresearch team as window
dressing is a disservice to both researchers and residents. In Chapter Eight, Fuqua
et al. describe some of the problems that can emerge if community participants are not
aware of their roles and stake in the research process. In the section on external part-
nerships bel ow, we discuss other ways to engage community residents short of inviting
them to serve as full members of the research team.

Interdisciplinary research teams may require a different style of leadership than a
more traditional research group. Because no single discipline can claim theoretical
supremacy or complete understanding and no single individua has the requisite
knowledge for making decisions, a more collective leadership may lead to better pro-
cesses. Defining scopes of responsibility within a team may help to allocate who
decides what.

Isthere an ideal size for an interdisciplinary research team? Several studies sug-
gest that more effective teams have five to ten individuals, representing no more than
four or five disciplines. Other factors associated with success include having a high
proportion of tenured faculty members and external funding.?

Selecting Methods and Analytic Strategies

On the one hand, the selection and use of methods and analytic strategies in interdisci-
plinary research are no different from in disciplinary research. Researchers strive for
reliability, validity, and generalizability and apply the same standards for assessing
these constructs. On the other hand, because integration of findingsisthe ultimate goal
of interdisciplinary research, investigators face an additional challenge: piecing
together findings derived from different methods and analytic strategies into a coher-
ent whole. Thus, an interdisciplinary team must consider in advance not only what
methodsto useto collect data on variables of interest but also how to combine findings
from these different sources. Some useful starting points for this task are to agree on
operational definitions of variables of interest; to construct, as described earlier, con-
ceptual models or frameworks that show the relationships and interactions among
variables at different levels of organization; and to develop integrative theories that
might explain the question under study.

On a more interpersonal level, team members need to appreciate and value the
insights from disciplines, methods, and analytic strategies other than their own. Those
till caught in tired binary debates, for example, about the relative superiority of quan-
titative versus qualitative methods, individual - versus neighborhood-level phenomena,
and the primacy of socia versus natural science theory may not be suited for interdis-
ciplinary research that draws from multiple methods, theories, and levels of research.

Building a Supportive Environment

As we have described, university-based interdisciplinary researchers face the usual
stresses of academia: getting research funded, winning tenure and promotion, publishing
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the results of their research, and balancing the demands of research, teaching, and ser-
vice as well as family, friends, and outside social and political commitments. In addi-
tion, interdisciplinary researchers face the particular challenges of learning new
disciplines and methods, finding the extended time often needed to complete their
research, developing relationships with colleagues and external partnersin other disci-
plines and sectors, and having their work accepted by colleagues who may be skepti-
cal of the value of interdisciplinary approaches. To cope with these stressors or to
mitigate them, interdisciplinary researchers need to find ways to create environments
that support their work.

At City University of New York, we developed several strategiesto create support-
ive environments for interdisciplinary work in urban health. In 2002, severa faculty
members (including the editors of this volume) created the CUNY Urban Health
Collaborative, an informa network of faculty, students, and staff working in some area
of urban health. Over time, about 30 or 40 participants attended meetings regularly and
more than 350 joined alist serve. The collaborative wastoo large and broad to serve asa
research partnership, but it did create a space where faculty interested in finding col-
leagues or mentorsin other disciplines could meet and seek partners, learn about funding
opportunities, and discuss new methods and approaches to the study of specific urban
health problems. A part-time graduate student research assistant hel ped to convene meet-
ings, publicize events and funding opportunities, and organize faculty seminars. This
low-cost, low-intensity network served as an incubator for moreformal research partner-
ships that then developed specific research projects and applied for funding.?

In Chapter Five, Maantay and colleagues describe some of the ways that the South
Bronx Environmental Justice Partnership created an organizational environment that
could support the diverse participantsin their study of childhood asthma. They describe
theimportance of having a safe space where individual s representing organizations with
different missions and types of power could freely exchange ideas and solve problems,
while acknowledging the fact that some outside factors were beyond their control.

CHOOSING INSTITUTIONAL AND COMMUNITY PARTNERS

Successful action-oriented, interdisciplinary urban health research requires multilevel
and multisectoral partnerships. As noted by Fuqua, Stokols, and colleagues in Chapter
Eight, transdisciplinary (TD) action research “comprises at |east three kinds or phases
of collaboration: (a) scientific collaborations among research investigators, (b) com-
munity problem-solving coalitions in which researchers work with community mem-
bers to trandlate scientific knowledge into community problem-solving strategies, and
(c) intersectoral partnerships involving representatives of organizations situated at
local, state, national, and international levels, who work together to improve environ-
mental, social, and health problems.”

Several key elements of effective partnerships emerge from the case studies ana-
lyzed in this volume and elsewhere, including (a) recognition of each partner’s unique
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knowledge and perspectives; (b) finding common elements in their respective institu-
tional missions, goals, or agendas; (c) ensuring programmatic and institutional longev-
ity; and (d) developing processes for resolving differences, conflict, and competition.

A few examples illustrate some of these principles in action. In the partnership
between academic nursing and public health departments and a local health depart-
ment’s wellness program described by Zenk et al. in Chapter Three, the partners shared
a commitment to understanding how the urban food retail system influences diet and
health in low-income urban communities. In Chapter Five, Maantay and her colleagues
described a partnership among a community organization, a large clinical system,
aminority-serving educational institution, and a research-oriented medical school.
Although the institutions represented seemingly diverse sectors (i.e., community advo-
cacy, medical care, public higher education, and academic medicine), they were able
to find common ground around improving the health and well-being of community
residents and workers. In this case, the partnership worked to secure grant funding for
the community-based organization so that it could hire full-time staff and maintain a
meaningful and active presence.

In Chapter Eight, Fugua and her colleagues describe the Tobacco Policy Con-
sortium’s development, in which over the course of severa years, researchers’ and
community members' perspectives on tobacco control priorities became more similar
as aresult of repeated brainstorming sessions and collective discussions of the TPC's
priorities. They began to share views on what directions were the most promising for
tobacco control in their local communities and organizations.

Engaging Communities

Community participation and engagement are critical to interdisciplinary researchers
understanding and ability to solve urban health problems. Yet in many urban commu-
nities, residents are frequently overwhelmed by economic, legal, housing, educational,
family, or other issues, and they may perceive that the study of isolated health prob-
lemsismorelikely to enhance the researcher’s career than improve their lives. Indeed,
the recognition that successful public health interventions require knowledge of con-
text for intervention in peopl€e’s everyday lives has been amajor driver for the devel-
opment of both interdisciplinary and community-based participatory research.

One challenge for interdisciplinary urban health researchers seeking to engage
communitiesisto be able to listen to community needs and perceptions and find com-
mon ground, apart of the framing exercise. The cultural competence and sensitivity of
researchers become very important when working with the usually diverse urban
populations. In Chapter Eleven, Jones and Liburd describe why a deep understanding
of the conditions of a particular population’s historical and cultural experiences must
be integrated with analysis of social inequalities in health status if interventions
to improve hedlth, in this case type 2 diabetes in African American populations, are to
actually promote the well-being of the population. In Chapter Six, Geronimus and
Thompson go another step, insisting that researchers and policymakers must also
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consider health problems as political and cultural problems that must be addressed in
ways well beyond the scope of public health interventions, even sensitive ones.

Several chapters, including Chapters Two, Five, and Eight, illustrate how traditional
researcher-community barriers to collaboration (e.g., mistrust, researchers benefiting at
the expense of communities, lack of financia ability for community participation) have
been overcome over time often through the experience of calling attention to problems
as they emerged and then developing processes to solve them. One possible lesson is
that researchers may benefit from devel oping conflict-resol ution processes before prob-
lems emerge. Developing processes that create alevel playing field for all participants
can help to build trust. If community residents feel that university researchers dominate
the problem-solving processes, they are more likely to mistrust the outcome.

A second very practical challenge arisesin trying to develop awork plan that inte-
grates the needs of researchers to control the research process to assure fidelity to the
guestion to be answered and validity and reliability of the data while meeting the needs
of and working with the daily life demands of research participants and other commu-
nity partners. In practice, this can be a formidable problem, and researchers rarely
describe in adequate detail how they address this situation, making it difficult to assess
the limits of generalizability. Starting from a primary identity of interdisciplinary and
participatory researchers, Fuqua and colleagues recount in Chapter Eight some of the
problems they encountered and note some efforts that they made to overcome them.

In Chapter Two, Angotti and Sze explain that they began more as partners in
community action directed toward a perceived environmental social injustice than as
independent researchers. The focus on health and the demands to become interdisci-
plinary emerged within these partnerships, thus reducing the tension between research-
ers and actors. For this kind of work to become part of the scholarly literature, the
authors were required to move from the frame of collaborative action to that of analy-
sis and representation. At that point, their engagement with the community became
separate from the scholarly work. As described in Chapter Seven, Saegert and col-
leagues faced a serious challenge in gaining access to low- and moderate-income
homeowners faced with foreclosure, especialy the group they needed to understand
best, those who were not seeking help from the nonprofit community-based organiza-
tions that were the formal partners of the research. They describe the multiple appro-
aches they used to reach this population as well as their failures to reach thetruly
linguistically isolated.

Engaging Government and Other Institutions

Many of the applied disciplines relevant to study and intervention on urban health and
socia problems (public health, social work, nursing, urban planning) have arole in
government as well as in other sectors—academia, profit and nonprofit community,
and advocacy organizations.

Attheindividual level, it isnot unusual for those engaged in urban health research,
intervention, and policy to move between government and other sectors during the
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course of their careers or for those in different sectors to interact through professional
organizations or coalitions. At the ingtitutional level, al three branches of government
(executive, legidative, and judicia) at all three levels (national, state, and municipal)
play a potential role in urban health research, intervention, and policy. Government
agencies often have unique access to individuals, institutions, and data, and they have
specific authority to implement and evaluate programs and to initiate policy changes
that outside researchers lack, making them very powerful potential partners. At the
same time, however, government may be influenced or constrained by legal, political,
and economic considerations that make them unreliable or problematic partners. To
partner effectively with government, interdisciplinary researchers need to understand
the strengths, boundaries, and limits of government entities as partners.

Some of the data used in the chapters of this volume were collected by govern-
ment sources (e.g., on asthma hospitalizations or levels of pollutants in Chapter Five)
but are limited in their utility to answer al the questions about, in this case, the causes,
incidence, and prevalence of childhood asthma. In other cases, the capacity of govern-
ments to act is critical to the timeliness and success of interventions. In Chapter Nine,
Hadley et d. illustrate the sorts of comparative analysis that build knowledge about
what conditions must exist within government to provide useful interventions to miti-
gate or prevent the public health consequences of human or natural disasters. Still a
third common role for government and other decision-making institutions addresses
policy-related problems of the funder. In Chapter Seven, Saegert et al. briefly describe
how the relationships with the advisory board of funders helped them understand
the different framings of the foreclosure problem and thus the different views on desir-
able and successful interventions held by quasi-governmental and private sector finan-
cial institutions and low-income househol ds threatened with foreclosure.

Linking with Social Movements

Socia movements can be the wave that carries interdisciplinary researchers and their
work onto the shores of policy and practice relevance. Social movements seek to frame
problems, mobilize communities, get the attention of policymakers, change policies,
and improve living conditions.

For interdisciplinary urban health researchers, learning how to interact effectively
with social movements can make the difference between a career confined to an iso-
lated ivory tower and one where research results inform policy and are informed by
ongoing interactions with players who can make a difference. In Chapters Two and
Five, the authors discuss their interactions with the environmental justice movement;
in Chapter Six, Geronimus and Thompson emphasize that only broader social and
political movements can address the fundamental causes of racial/ethnic health inequi-
tiesin the United States; and in Chapters Ten and Eleven, the authors acknowledge the
importance of, respectively, movements for immigrants’ and older people’s rights and
the civil rights movement in creating healthier policies, environments, and services.

Inthelast fifty years, the civil rights movement, the labor movement, the environ-
mental justice movement, the women’'s movement, the gay and lesbian movements,
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and many smaller health movements have each made important contributions to
improved public health, and each has supported (and been supported by) a vigorous
research effort.22%.30.31 32

Social movement activists share some of the perspectives of interdisciplinary
urban health researchers. Both often start their engagement with a concern about a
problem, and their passion about the problem sustains them over time. Both consider
multiple levels of organization (e.g., the women’'s movement slogan “the personal is
political”) and are comfortable with thinking and acting on more than one level at a
time. Both understand the importance of including multiple voices in defining the
problem and devising solutions, an interaction that leads to a better understanding of
the issue as well as more active engagement in the process of change. Both focus on
praxis, the act of putting knowledge into practice and moving through an ongoing
cycle of conceptualizing the meanings of what can be learned from experience to
reframe strategic and theoretical models. These commonalities may make it easier for
movement activists and health researchers to find common ground and to devise prac-
tical strategies for working together on often controversial issues.

INFLUENCING POLICY AND PRACTICE

Animportant goal of interdisciplinary research isto provide the evidence base that can
engage stakeholders to influence health-promoting programs, policies, and practices.
Here we consider some of the strategies that interdisciplinary researchers can use to
increase the impact of their research and intervention studies on policy and practice.

Policymakers

To increase the likelihood that their studies will have an impact on policy, researchers
need to spend time learning what motivates policymakers. At aminimum, this requires
understanding their legal mandates, political philosophies, the constituencies on whom
they depend for support, the superiors to whom they report, their financial resources,
their priorities, and their persona connections to and investment in the issue under
investigation. Whether researchers and their partners ultimately choose more collegial
or more adversarial strategies to bring their research findings into the policy arenas,
they will still need this detailed contextualized knowledge about the relevant policy-
makers.

One way to learn what moves policymakers is to talk to these officias, as the
authors of Chapters Five, Seven, Eight, Nine, and Ten suggest. However, it will not
always be possible for researchers to gain access to the rel evant policymakers, so other
approaches are a so needed.

Some research teams include government officials, who can more easily reach
other people in government than outsiders. Others, such as the group studying urban
food systems described in Chapter Three by Zenk and her colleagues, include knowl-
edgeable community residents who understand some of this policy context based on a
lifetime of living in a community.
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Considering how best to bring evidence to bear on changing policy isaquestion to
consider early in the research process, not the night before the press release on find-
ings is released. Some policymakers appear to be more moved by anecdotes and per-
sonal stories than by quantitative evidence. This provides another argument for using
mixed methods of data collection to produce a variety of types of evidence to bring
into the policy arena.

In some circumstances, researchers may participate in the process of monitoring
policy implementation, acritical task where researchers may have relevant skills. This
may include assessing policy or program implementation fidelity, providing evidence
to negotiate changesin policy based on new findings, or serving as expert witnesses or
court masters in legal cases, court reversals, and other slippages. Researchers often
step out of the process once policy is implemented, a withdrawal that can jeopardize
the public health impact of the policy change.

Providers and Practitioners

Health providers and other frontline professionals can aso play an important role in
tranglating research findings into practice and policy. In Chapter Eight, Fuqua and her
colleagues explained that researchers invited school officials to join their consortium
in part to give them evidence needed for improving school-based tobacco control poli-
cies. Hadley, Galea, and Rudenstine observed in Chapter Nine that mental health pro-
fessionals can play an important role in aerting the victims of urban disaster to early
symptoms and needed resources to reduce the complications of disaster-related stress.
By having an ongoing dial ogue with providers, researchers can design studies that can
answer the questions these practitioners raise and also gain an understanding of the
obstacles to successful changes in policy and practice. Moreover, practitioners have
the capacity to trandate findings into practice, enabling patients or clients to benefit
from research findings more immediately.

Universities
Universities can also play arole in applying academic knowledge in the policy arena.
Academic institutions and disciplines differ in where they draw the line between the
creation of new knowledge and the advocacy and implementation of policy change.
Thetraditional view isthat university researchers produce new knowledge and others
seek to trandateit into policy change. In the field of urban health, however, these dis-
tinctions may be less relevant. Public health professionals seek to improve population
health, not simply to study it. Some researchersfeel an ethical and mora imperativeto
take their findings to the places where they can actually make a difference, wherever
that road may lead. Inthisview, universitiesbecome centers of research, critical investi-
gation, advocacy, and action.

In thefield of urban health, universities can take severa actionsto facilitate stron-
ger research/policy collaboration. These include joining or establishing formal and
ongoing partnerships with public agencies, communities, and nonprofit organizations;
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developing exchanges where faculty and students as well as policymakers can move
between these settings through internships, sabbatical programs, or other arrange-
ments; and inviting policymakersto teach or advise research teams. In many cases, the
trust and goodwill developed in one collaborative venture can provide a starting point
for subsequent efforts on other topics.

Finally, universities can encourage faculty researchersto engage in interdisciplin-
ary and policy research and to cross the research/advocacy divide by rewarding this
work through its promotion and tenure practices, pilot interdisciplinary research grant
programs, and the creation of academic spaces for interdisciplinary discussions and
research.

EVALUATING IMPACT

Thefinal stage in the cycle for interdisciplinary work shown in Figure 12.1 is evaluat-
ing the impact of the changes that the research or intervention stimulated. This assess-
ment can take place at avariety of levels, asking such questions as

Did the research lead to new understanding of an urban health problem that
suggested new directions for further research or for policy or practice?

Did the intervention contribute to improvements in popul ation health or to more
health-promoting environments?

Did the research lead to new theoretical frameworks, methodological approaches,
or analytic strategies that offered researchers new tools or insights?

Did the process of interdisciplinary collaboration lead to new understanding of
how researchers can work together across disciplines, sectors, or institutions?

In severa chapters, including Chapters Two, Five, Seven, and Eleven, the authors
discuss these questions and offer lessons that their experiences suggest. The heteroge-
neity of their conclusions reflects both the particulars of the research problems and
studies they describe and analyze and the challenges of evaluating interdisciplinary
research. In arecent review, Klein enumerated some of the unique issuesin evaluating
interdisciplinary health research.® These included the variability of research goals; the
variability of criteriaand indicators for quality of research; the necessity of integrating
organizational, methodological, and epistemological components of a project; the
interaction of social and cognitive factors in collaboration; the challenges of manage-
ment and coaching an interdisciplinary team; the development of transparent processes
for iteration of models, theories, and findings, and the development of flexible but
consistent measures of impact and effectiveness that consider both intended and unin-
tended outcomes.

Lest readers become overwhelmed by this daunting list of challenges, it is also
true that for the most part evaluators of interdisciplinary research projects or processes
face the same scientific and logistical problems that evaluators of other types of
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interventions face. These include assuring validity, reliability, and generalizability
while at the same time acknowledging the importance of context. Several recent
reviews provide an overview of these issues.3* 35337

Some approaches to evaluation may be particularly suitable to interdisciplinary
health research. These include portfolio evauation, in which researchers assess avari-
ety of interventions designed to reduce a problem;® health impact assessment, which
examines retrospectively or prospectively the health consequences of health and non-
health policies and programs;* and goa -free evaluation, which alowsinvestigatorsto
consider unintended as well as intended effects.®® Future work on interdisciplinary
health research should carefully examine the value and costs of these emerging
approaches to evaluation.

Finally, the results of evaluation studies provide feedback to all the stakeholders
involved in the problem under study, providing an opportunity to redefine the problem
based on new understanding or changing contexts. This final step begins the cycle
again, emphasizing the dynamic and iterative dimensions of interdisciplinary urban
health research.

WANTED: INTERDISCIPLINARY RESEARCHERS
AND PRACTITIONERS

In our view, more interdisciplinary approaches to public health research and practice
hold great promise for better understanding and reducing the complex health problems
that face people living in cities. Both neophyte and experienced researchers and stu-
dents entering the fields that contribute to healthier urban populations will enhance
their potential to make contributionsif they develop the capacity to use interdisciplin-
ary methods, concepts, and frameworks. In our work as teachers, researchers, and
advocates, we are frequently asked, “So how do | become an interdisciplinary
researcher? What can | do now to develop my skills and competencies?’ We close this
volume by offering some suggestions.

First, we encourage aspiring researchers to practice crossing boundaries. Perhaps
one defining characteristic of an interdisciplinary researcher is someone who can suc-
cessfully cross multiple borders. In the previous chapters, the authors describe how
they worked across a variety of divides, including institutions, service sectors, levels
of socia organization, roles, trandational stages, and disciplines. Just as the White
Queen urged Alice in Wonderland to practice imagining impossible things, we urge
readers to practice looking at the problems they study from across one or more bor-
ders. Questions that might stimulate such thinking include

What would this problem look likeif | viewed it from another discipline, say, as
an epidemiologist rather than as a sociologist or as an urban planner rather than
as an anthropol ogist?

How would | approach this problem from another role, say, as a community
activist or acity official rather than as a health researcher?
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How would | approach it if | were based at a different type of institution, say, a
hospital rather than a university or acommunity organization rather than a health
department?

What if | worked in adifferent sector, say, housing or education or environmental
protection rather than public health? What might look different to me from that
perspective?

What new understanding would | gain from focusing on a different level of
organization? For example, what would | gainif | considered the biological
pathways that contributed to overeating as well asthe food industry practices that
have been associated with obesity?

The White Queen encouraged Alice to develop her skills by imagining six impos-
sible things before breakfast. By engaging in similar thought exercises, interdisciplin-
ary aspirants can strengthen their capacity to think and act across the boundaries that
often constrain them.

Second, researchers and practitioners would benefit from some study of the meth-
ods and theories of another discipline. This need not require earning another graduate
degree in another discipline but ssmply some systematic introduction to the history,
theories, and methods of asecond discipline. By having apoint of comparison, research-
ersgain insightsinto the limitations—and strengths—of their own discipline. The goal
is not for sociologists to become epidemiologists but rather to understand more deeply
and specifically that the world looks different through other disciplinary eyes.

Another way to achieve this goal is to bring together researchers and students
from different disciplinesto consider a single problem from different perspectives. At
City University of New York, for example, we have offered a doctoral level course on
interdisciplinary research in urban health that examines the concept of health equity
and health disparities from different disciplinary perspectives.

Third, those seeking to move beyond their home discipline can read widely out-
side their own professional journals and books. With the proliferation of scientific
journalsand easy electronic accessto avariety of information sources, it ishard enough
to stay current with one’s own discipline. But immersing oneself in asingle disciplin-
ary perspective can limit one's ability to think creatively or to consider aproblem from
another perspective. One obvious starting point for this wider scan is the problem of
concern. Thus, nutritionists studying diabetes or political scientistsinvestigating legis-
lative approaches to controlling obesity can read in the medical, sociological, anthro-
pological, and epidemiological literaturesto expand their understanding of the problem
and the methods used to study and intervene.

Fourth, readers are encouraged to seek placements in interdisciplinary research
teams. The best preparation for doing interdisciplinary research is doing it. By com-
pleting field placements, fellowships, sabbaticals, or other temporary assignments
within existing teams, participants gain the experience and skills of working across
disciplines. Severa fellowship programs, including those sponsored by the Kellogg
Foundation, the Robert Wood Johnson Foundation, and several National Institutes of



314 Using Interdisciplinary Approaches to Strengthen Urban Health Research

Health initiatives, provide support for these placements. Finding amentor on thisteam
who is experienced in interdisciplinary work or, better yet, finding afew mentors who
aretrained in different disciplines allows aspiring investigators to analyze their experi-
ences as they live them.

Finally, we encourage students, researchers, and practitioners who want to move
toward more interdisciplinary approaches to start that process today. In this book, we
have shown that disciplinary/interdisciplinary is not a polarity but rather a continuum.
Everyone who is working to improve the health of urban populations can take some
steps on that continuum. Perhaps it means inviting someone from ancther discipline to
the next team meeting or expanding an advisory board to include more diverse roles or
considering interventions at other levels of organization, evenif otherswill be assigned
implementation responsibilities. By taking small stepsto move from more disciplinary
to more interdisciplinary and ng the success of these steps as they are carried
out, we may be able to create momentum for amore transformative change. Ultimately,
these small stepscan lead to a“tipping point” wherethe disciplinary eventually becomes
truly interdisciplinary.

The chapters in this book show that it is possible for researchers, practitioners,
community residents, public officials, and others to design, implement, and evaluate
interdisciplinary studies and interventions that can improve the health of urban popu-
lations. We hope readers will join usin this quest.

SUMMARY

In this chapter, we considered the central
themes that run through this volume. Our
focus is on doing interdisciplinary rese-
arch and practicein urban health. We seek
to help readers move from an apprecia-
tion of interdisciplinary research to a
capacity to do it—to apply the principles,
concepts, and skills described in the pre-
vious chapters and developed elsewhere
in recent years to their roles as urban
health professionals and researchers. We
examined what we have learned about the
practical application of the approaches,
methods, and frameworks the authors of

DISCUSSION QUESTIONS

previous chapters have described and
how our readers can apply these lessons
in the settings in which they work. We
described several stages of interdisciplin-
ary work—defining the problem, creating
and implementing a research process,
choosing partners, influencing policy and
practice, and evaluating impact—and dis-
cussed thekey tasks and challenges in
each stage. We conclude by urging read-
ers concerned with improving the health
of urban populations to begin the process
of moving from more disciplinary to more
interdisciplinary research and practice.

1. Choose a specific urban health problem that concerns you. What are the
advantages and disadvantages of using unidisciplinary versus interdisciplinary
approaches to addressing this problem?



2.

Notes 31 5

How did the authors of Chapters Two, Seven, and Eight frame the problems
they were studying, and how did these decisions affect how they moved
through the various stages of research described in this chapter?

Use the stages of interdisciplinary research shown in Figure 12.1 to design an
intervention to reduce type 2 diabetes in an African American urban neighbor-
hood. What information would you need to guide this process?

How will you use interdisciplinary approaches to urban health research and
intervention in your professional career? What obstacles might you encounter in
using these methods and how might you overcome them?
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In this glossary, we define some of the key concepts and termsthat are used in this book. Because the book isintended
for students and researchers of different disciplines, we have included terms that are basic in some fields but may be
unfamiliar to those in other disciplines. Interested readers should consult the endnotes at the end of this section for a
more detailed discussion of these terms. Wordsin italics within definitions are also defined separately.

Action research (or participatory action research) is aform of research that seeks to engage researchers and
participantsin acollective process of reflection, datacollection, analysis, and action for the purposes of increasing
understanding and improving upon research practices and, in the case of public health, promoting participants’
health and reducing disparities and disease.!

Advocacy is the application of information and resources to promote institutional, community, and policy
changes. Public health advocacy is advocacy that is intended to change policies or practices that influence the
occurrence or severity of health problems among groups of people.?

Allostatic load refers to the cumulative wear and tear on the body’s systems owing to repeated adaptation to
stressors.

Analytic strategies describe various approaches to analyzing data. Examples include logistic regression, stratifi-
cation, and searching for recurrent themes in interview transcripts. Research methods usually refer to approaches
to collecting data, whereas analytic strategies are used to organize and interpret these data.

Community-based participatory research (CBPR) is a collaborative approach to research that equitably
involves al partners in the research process and recognizes the unique strengths that each brings. CBPR begins
with aresearch topic of importance to the community with the aim of combining knowledge and action for social
change to improve community health and eliminate health disparities.®

Conceptual models are used in research to theorize, explain, and predict complex relationships among variables
of interest.®

Culture describes the shared characteristics of agroup of people, which may include patterns of health and social
behavior, beliefs, customs, traditions, artistic expression, and language.

Developmental per spective (see Life course perspective)

Disciplines (academic) are branches of scholarly instruction that provide a structure through which successive
generations of students are trained and socialized. Faculty carry out research, teaching, and administration within
these disciplines. Examples include sociology, psychology, anthropology, biology, and chemistry. Disciplines
provide systematic approaches to understanding the world and uncovering new knowledge. Traditionally, disci-
plines have been considered separate and distinct from each other. Among the elements required for the presence
of adiscipline are the presence of acommunity of scholars, atradition of inquiry, a mode of inquiry that defines
how data are collected and interpreted, requirements for what constitutes new knowledge, and the existence of a
communications network.”

Ecological models consider the interaction and integration of multiple influences at multiple levels of social
organization (e.g., individual, interpersonal, organizational, community, and societal) in attempting to understand
and improve popul ation heal th.® According to Gebbie and colleagues, the use of ecological modelsin public health
comes out of a recognition that the “health of individuals and the community is determined relatively little by
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health care per se and far more by multiple other factors, and by their interactions. These factors include biology
(e.g., genetics), the social and physical environment, education, employment, and behavior (e.g., healthy behaviors
such as exercise and unhealthy ones such as overeating).”® Ecological models also consider the way that media,
economic systems, historical patterns of discrimination, public policies not related to health, and other societal fac-
tors exert influence on health and contribute to midlevel factors such as behavior, employment, and education.

Embodiment describes the biological and social processes by which living conditions and social conditions “get
under our skins” and influence our health.*

Environment describes the complex of physical, chemical, biological, and social factors that act upon an organ-
ism or a population and ultimately determine its form and survival. It also describes the aggregate of conditions
that influence the life of an individual or community

Environment, physical refers to the human-built environment as well as the air, water, plants and animals,
climate, and geological conditions that influence a population.

Environment, social describesthestructure and characteristicsof rel ationshipsamong peoplewithinacommunity.
Components of the social environment include social networks, social capital, and social support.

Environmental justice, as defined by the U.S. Environmental Protection Agency, is“the fair treatment and mean-
ingful involvement of all people regardless of race, color, national origin, culture, education, or income with
respect to the development, implementation, and enforcement of environmental laws, regulations, and policies.”

Essentialism is a philosophical concept that states that certain characteristics of a group are universal and not
dependent on context. It is often contrasted with social constructionism.

Framing is the process by which we select, emphasize, present, and communicate information in such a way
as to promote a particular problem definition, causal interpretation, moral evaluation, and/or treatment recom-
mendation.*? 2

Fundamental causes are root or primary explanations of a phenomenon or problem. In public health, many
fundamental cause explanations focus on the primacy of social conditions as underlying causes of health inequali-
ties. This line of inquiry comes in part from a recognition that socioeconomic gradientsin nearly all health out-
comes persist after adjusting for well-established individual-level risk factors.* The concept also calls attention
to unequal distributions of resources and opportunities that put people “at risk for risk.”

Geographic Information Sciences is a discipline grounded in geographic spatial analytic theory that provides
theintellectual framework for geographic information systems.'s

Geographic information systems (G1S) are computer applications used to store, view, anayze, and map
geographic information.

Health disparities refer to gaps in the health status and quality of health care across racial (see race), ethnic,
gender, and socioeconomic groups. The U.S. Department of Health and Human Services has defined health
disparities as “population-specific differences in the presence of disease, health outcomes, or access to health
care.” One of the stated goals of Healthy People 2010 is the elimination of health disparitiesin the United States
by 2010.1¢

Health equity describes the goal of reducing disparities in health or, in other words, achieving equity in health
among different population groups.

Health promotion is defined by the World Health Organization as the process of enabling people to increase
control over, and to improve, their health.'” In the United States, health promotion is often defined more narrowly
as “the science and art of helping people change their lifestyle to move toward a state of optimal health.” 8

Interdisciplinary research has been defined by the National Academy of Sciences as “a mode of research by
teams or individuals that integrates information, data, techniques, tools, perspectives, concepts, and/or theories
from two or more disciplines or bodies of specialized knowledge to advance fundamental understanding or to
solve problems whose solutions are beyond the scope of a single discipline or field of research practice.”*°



Glossary 321

L evels (of analysis) describe ahierarchical system of considering the influence of different levels of organization
on health. Anderson identified five major levels of analysis in health research: social/environmental, behavioral/
psychological, organ systems, cellular, and molecular. A variety of conceptual models exist to address the link-
ages among these levels.?

L evels (of social organization) relate to the classification of forms of socia organization ranging from the small-
est simplest unit to the largest and most complex. Although there are various typologies or classification systems,
those used in public health research and practice generally include the individual, interpersonal, organizational,
community, national, and global levels.

Life course perspective refers to how health status at specific ages reflects not only contemporary conditions
but the embodiment of prior living circumstances, in utero onward, and their biological and social trajectories
over time?

Methods (research methods) are systematic approaches to collecting data to answer a research question.
Research methods usually refer to strategies for collecting data, whereas analytic strategies are used to organize
and interpret these data.

Multidisciplinary research is defined by the National Academy of Sciences as research that involves more than
asingle discipline in which each discipline makes a separate contribution.*®

Multilevel analysis refersto statistical methodol ogies that analyze outcomes simultaneously in relation to deter-
minants measured at different levels such as individual, workplace, neighborhood, nation, or geographic region.
If conducted properly, these analyses can potentially assess whether individuals' health is shaped by not only
“individual” or “household” characteristics but also “population” or “area” characteristics.®®

Multisectoral initiatives are those that work in more than one sector (e.g., education, health care, or the environ-
ment). Intersectoral is another term used to describe such initiatives.?

Participatory action research (see Action research)

Policy is a guide to action to change that would not otherwise occur, a decision about amounts and allocations
of resources: the overall amount is a statement of commitment to certain areas of concern; the distribution of the
amount shows the priorities of decision makers. Policy sets priorities and guides resource allocation.z Public
policies are promulgated and enforced by governments, public health policy influences the health of populations,
and health care policy sets the standards for delivery and financing of health care as well as preventive health
measures.

Population health describes the well-being of a defined group of people. It has also been defined as “the health
outcomes of a group of individuals, including the distribution of such outcomes within the group.”

Practice or public health practice refers to the activities undertaken by public health professionals to promote
and protect the health of the public. The term is sometimes used to differentiate these activities from research
activities that are designed to generate new knowledge. In fact, these two types of activities often overlap.®

Professional or public health professional or practitioner refersto an individual with graduate training in pub-
lic health who follows professional standards and guidelines to promote health and prevent disease.

Proximate causes in public health refer to immediate and often individual-level behaviors, exposures, or other
conditionsthat directly impact health. For example, behaviors such as cigarette smoking, inactivity, and ahigh-fat
diet explain asubstantial amount of the world's experience with atherosclerosis.?® Proximate causes are frequently
described as occurring “downstream” along the causal chain of influences that impact upon health, with broader
social conditions being conceptualized as “ upstream” or “fundamental” influences.?”

Public health has been defined by the Institute of Medicine as “what we as a society do to collectively assure the
conditionsin which people can be healthy.”

Race is often used as a category for individuals based on their physical features such as skin color and hair tex-
ture, which reflect ancestry and geographic origins, as identified by others or as self-identified. More recently,
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researchers have emphasized the social factors that create and perpetuate racial categories. Some use race as a
synonym for ethnicity or use the hybrid term race/ethnicity and include characteristics such as common social
and political heritages.?®

Racism (or institutional racism) describes the belief that some races are superior to others. Thisideology isused
tojustify individual and collective actions that impose and maintain inequality among racial and ethnic groups.®

Research is defined by the federal government as a “ systematic investigation, including research development,
testing, and evaluation, designed to develop or contribute to generalizable knowledge.” *

Resear ch collabor ative describes ateam of researchers, often interdisciplinary, who work together across depart-
ments, disciplines, and institutions.

Risk factorsdescribeindividual- or population-level characteristics that are associated with higher risks of speci-
fied health conditions.

Social capital, aterm with diverse meanings, has been variously described as the resources to which people have
access through their social relationships, the mutual respect and trust among citizens or between citizens and the
state, and the connections between peopl e and institutions. Although researchers debate its preci se meaning, many
agree that social capital has an influence on health and health inequities.®

Social construction is a philosophical and sociological position that holds that social—or health—problems are
“invented” or “constructed” by the peoplein aparticular place and time. The meaning assigned to such problems
therefore depends on the particular socia context. The term is often contrasted with essentialism.

Social justice describes the goal of changing living conditions, policies, and social arrangements that expose
some groups to unhealthier social environments than others. With social justice, the goal is often to bring about
change through means that give disadvantaged sectors of the population an equal voice in making political
decisions.

Social networks are “the relationships that exist between groups of individuals or agencies, and the resources to
which membership of such groups facilitates access.”*? An individual’s connections to socia networks and the
characteristics of the social networks within a population influence health.

Socioeconomic status (SES) describes the position of an individual or population within a hierarchy of socia
and economic arrangements. Common indicators of socioeconomic status are income, education, and occupation.
Socioeconomic statusis a powerful influence on individual and population health.

Stressisthebiological response of anindividual to stressors. Thisresponseis marked by anincreasein adrenaine
production as well as immunologic and other biological changes.® Long-term exposure to stress is believed to
contribute to avariety of health problems, and some investigators propose that exposure to stress is the biological
pathway by which socioeconomic status influences health.

Stressorsare social, environmental, or psychological conditions that elicit a stress response from an organism or
population. Stressors can be chronic or acute.

Systemsthinking isaconceptual orientation that considers the interrel ationships among parts and their relation-
ship to the whole. Systems modeling is a methodological approach that involves the use of formal models or
simulations to increase understanding of complex systems and improve the effectiveness of our actions within
them.®*35 Public health professional s often use systems thinking to understand the complex influences on a health
condition and to plan comprehensive responses.

Team science describes scientific endeavors that bring together groups of researchers from different disciplines,
institutions, and methodological approaches to study a problem in a more holistic or comprehensive way.*

Theory can be defined as “logically related propositions that aim to explain and predict a fairly general set of
phenomena. Theories allow for a systematization of knowledge, explanation, and prediction, aswell as generating
new research hypotheses.” % Theories provide a guide for designing research and intervention studies, and they
are verified, expanded, or rejected as aresult of research.
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Transdisciplinary research is an integrative process in which researchers work jointly to creste a common
conceptua framework that synthesizes and extends disci pline-specific theories, concepts, methods to create new
models, and language to address a common research problem.®

Urban health is a field of inquiry that studies the impact of city living on health and the strategies that can
improve the health of urban populations.®
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