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B Abstract To achieve its health goals, the United States must reduce the dis-
proportionate burden of illness and poor health borne by urban populations. In the
20th century, patterns of immigration and migration, changes in the global economy,
increases in income inequality, and more federal support for suburbanization have
made it increasingly difficult for cities to protect the health of all residents. In the
last 25 years, epidemics of human immunodeficiency virus infections and substance
abuse and increases in homelessness, lack of health insurance, rates of violence, and
concentrations of certain pollutants have also damaged the health of urban residents.
Several common strategies for health promotion are described, and their relevance
to the unique characteristics of urban populations is assessed. To identify ways to
strengthen health promotion practices in U.S. cities, lessons have been taken from five
related fields of endeavor: human rights, church- and faith-based social action, com-
munity economic development, youth development, and the new social movements.
By integrating lessons from these areas into their practice, public health profession-
als can help to revitalize the historic mission of public health, contribute to creating
healthier cities, and better achieve national health objectives.

INTRODUCTION

No trend has had a more decisive impact on public health in the second millennium
than the urbanization of human populations. Cities are both the cradles of infec-
tious diseases, environmental pollution, and social problems such as addiction,
violence, and sedentary lifestyles and the source of public health innovations such
as clean-water systems, public sanitation, housing and workplace health and safety
standards, and the community health education campaign (84, 148, 164, 165, 216).
As the world’s population continues to move into urban areas, creating healthy
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cities will remain a fundamental public health challenge in the centuries to come.
In the more immediate future, the ability of the United States to realize the health
goals set out in Healthy People 2010 (197) will depend in large part on being able
to reduce the disproportionate burden of illness and poor health borne by urban
populations.

Cities are important to the health of the public for several reasons. By the year
2000, the majority of the world’s populations live in cities and their surrounding
metropolitan areas (222), and increasingly, urban areas concentrate the poorest and
most vulnerable sectors of the population (135). Thus, an ever larger proportion
of the world’s health problems are found in cities. Moreover, health conditions
that are entrenched in cities, such as the human immunodeficiency virus (HIV)
epidemic, substance abuse, and violence, can spread to rural and suburban areas,
creating incentives for society as a whole to address these problems at their source
(3,200,202, 203). Finally, cities often have the human, financial, and social capital
that is needed to promote health and prevent disease, making it possible to set goals
for improvement.

In 1986, the World Health Organization’s Ottawa Charter for Health Promotion
defined health promotion as “the process of enabling people to increase control
over, and to improve their health” (219). It identified five goals for health promo-
tion: a reorientation of health services, development of personal skills for health,
creation of health-promoting public policy, development of supportive environ-
ments, and strengthening of community action for health. The Fourth International
Conference on Health Promotion, held in Jakarta in 1997, reiterated and expanded
the concept. The Jakarta Declaration on Health Promotion into the 21st Century
declared that “...health is a basic human right and essential for social and eco-
nomic development” (220), and the report noted that trends such as urbanization
threatened “the health and well-being of millions of people.”

PROFILE OF U.S. URBAN POPULATION

In 1990, according to the U.S. Census Bureau, 80% of the U.S. population lived
in metropolitan areas, which the Bureau defines as a city with a total population of
>50,000 inhabitants or an urbanized core area of >50,000 inhabitants, with another
50,000 people who are closely integrated socially and economically with the core.
Between 1980 and 1992, the population living in metropolitan areas grew by almost
15%, more than three times the growth rate of the nonmetropolitan population
(195). Almost half (46%) of the U.S. population lives in the 51 metropolitan areas
with populations of more than one million.

Central cities are defined as the urban cores of metropolitan areas and have min-
imum populations of 15,000 persons. In 1996, the United States had 539 central
cities. Of these, 218 had a population of >100,000 people and accounted for one
quarter of the total U.S. population. The terms “city” and “urban” are used here to
refer to central cities, although an increasing proportion of the larger metropolitan
population now lives in suburban areas that share urban characteristics such as
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poverty, dense populations, and social problems including violence and substance
abuse (56, 198,202).

URBANIZATION IN THE POST-WORLD WAR II PERIOD

To identify opportunities for health promotion, public health planners must under-
stand the social context of urbanization in the United States. In the last 50 years,
profound changes in the national and global economies have influenced every as-
pect of urban life. From early in this century through the end of World War II,
the growth of urban industry and the collapse of rural agricultural economies in
the South, the Caribbean, and elsewhere encouraged millions of people to move
to U.S. cities (125).

After the war, federal housing, tax, and transportation policies encouraged
millions of middle-class Americans to move from the cities to the suburbs. Thus,
as poor people of color were moving into cities, middle-class whites were moving
out, leaving cities with greater social needs and a smaller tax base (32). Not only
middle-class residents, but jobs, left cities. Some were lost to suburbs, where land
prices and taxes were lower; others were lost to lower-wage regions or nations,
and still others to automation (15). These losses affected cities most adversely.
As the manufacturing jobs that had drawn people into cities disappeared, the
stability they had created in low-income urban communities gradually eroded.
In the past, these jobs had provided a bumpy but relatively certain road out of
extreme poverty for several generations of newly arrived city residents (214).
Changes in the availability of entry-level manufacturing jobs, combined with the
growth of low-wage service sector jobs and wage stagnation, further reduced the
income available to poor urban families. By the 1990s, a significant proportion of
the urban poor were working families earning minimum or sub-minimum wages
(214).

This loss of employers and taxpayers inevitably led to reductions in tax revenues
for cities. The combination of fewer resources, a poorer population, and increasing
demands for health care, education, and social services squeezed city coffers to
their limits (32). By 1980, the financial and political opposition to public funding
for urban development for low-income populations became stronger, leading to
further reductions in city services (121). Tax policies further contributed to the
widening gap between rich and poor (194), especially in major cities (76), where
new extremes of wealth and poverty coexisted, often in geographically adjoining
neighborhoods (135).

Deindustrialization and migration to the suburbs led some cities to experience
catastrophic population loss. In the past two decades, Detroit, for example, lost a
third of its population, but doubled its poverty rate (222). Several neighborhoods
in the Bronx, a borough of New York City, lost between 50% and 80% of their pop-
ulation and housing stock in the 1970s. Cutbacks in city services such as fire and
police protection and health and social services led to increases in arson, building
abandonment, and disruption of the social networks that support health (201, 203).
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These trends contributed to the concentration of disadvantaged populations in
urban areas. In 1959, 56% of poor people lived in rural areas and small towns,
27% in central cities, and 17% in suburbs. By 1985, however, the distribution
had changed dramatically, with 43% of the poor now living in central cities and
28% in the suburbs (76). These new urban poor were disproportionately African-
American and Latino. Wilson (213,214) has argued that this concentration of
poor people and their isolation from the mainstream economy and employment
contributed to the social pathology of urban ghettoes.

National imimigration policies—and global economic forces—have further
changed the composition of urban populations. Between 1980 and 1990, the
number of legal immigrants coming to the United States doubled compared with
the decade of the 1950s. Most of these new immigrants came from Latin America
and Asia ratherthan Europe, which had been the source of earlier immigrants (75).
By 1990, >15% of residents of the 100 largest cities were foreign born, almost
twice the rate for the population as a whole (9).

Long-term ¢hanges in governance also adversely affected cities. Beginning in
the early 1980s, a growing number of federal programs were transferred to state
governments, often through block grants. In many states, state legislatures have
historically favored suburban and rural areas (32). As states regained the control
of federal dollars that they had lost in the post-World War II period, cities often
felt short-changed, losing financial support for human services even as needs grew
(121). In the latter half of the 20th century, global multinational companies took on
a growing political role (81). Their ability to shape government policies on trade,
taxes, wages, environmental regulation, and health policy reduced the influence
of the urban political machines and social movements that had won resources and
concessions in the New Deal and postwar period (81, 156).

The strong U.S. economy of the 1990s has ameliorated some urban problems
while leaving others unchanged. For the first time since the 1960s, the income
gap between African-Americans and whites began to diminish, and many poor
families were able to afford their own homes. Unemployment rates were at record
lows (198). At the same time, a recent report prepared by the U.S. Department of
Housing and Urban Development (198) found that between a fifth and a third of
U.S. cities continue to experience serious economic problems.

In addition, a record number of Americans, especially urbanites, are without
health insurance. In New York City, for example, 28% of the population lacked
health insurance in 1998 (191). Finally, some experts worry that, as the time
limits for welfare imposed by the 1996 legislation go into effect, some portion
of low-income urban populations may find themselves without adequate employ-
ment, health care, housing, or food (52). Recent sharp declines in the number of
Americans, especially those living in cities, who are enrolled in Medicaid and the
Food Stamp programs have fueled these fears (154).

In the final quarter of the 20th century, the long-term trends of the post-World
War II period combined with more specific events to create new threats to the
health of urban populations. Sometime in the mid-1970s, HIV infection arrived in
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the United States, spreading rapidly among two primarily urban populations: gay
and bisexual men and injecting drug users. By the 1990s, HIV had become the
leading cause of death in many urban communities, contributing to reductions in
overall life span among some urban populations (29). HIV also contributed with
other factors to a resurgence of tuberculosis, an infectious disease that had been
on the decline for almost a century (124).

In the mid-1980s, a new form of cocaine known as crack or rock became widely
available in urban communities across the United States. Although this country has
experienced previous drug epidemics, crack was particularly damaging because
it involved women and adolescents as well as adult men. The crack epidemic
wreaked havoe on families and neighborhoods; in some areas the drug trade became
the primary employer of young people (18,41, 159, 160). For many impoverished
crack addicts, selling sex was the only way to support their habit, which contributed
to urban epidemics of gonorrhea, syphilis, and other sexually transmitted diseases
70).

The damage caused by crack and other illicit drugs was amplified by the ready
availability of guns. Between 1985 and 1993, teen-age homicide rates—including
both victims and perpetrators—more than doubled, with guns accounting for al-
most all of the extra deaths (16). Overall, homicide rates in the 100 largest U.S.
cities were twice as high as for the nation as a whole (8). In the second half of the
1990s, rates of violence and crime declined in many U.S. cities (42).

Inadequate housing is associated with a variety of physical and mental health
problems (21;92). For the last two decades, a significant proportion of the urban
poor have faced serious housing problems, ranging from overcrowding, high costs,
and substandard conditions to frank homelessness (32, 129). Causes of homeless-
ness or overcrowding include reductions in federal support for low-income hous-
ing, conversion of low-income housing into middle- and upper-income housing
or to commercial uses, the rise in poverty and low-wage jobs, deinstitutionaliza-
tion of the mentally ill without adequate community mental health services, and
increasing rates of drug and alcohol use leading to eviction (100, 166).

For the United States as a whole, environmental quality has improved in the
last 25 years, primarily as a result of increased federal regulation and increased
public pressute for a clean environment (51). In certain urban communities, how-
ever, environmental problems continue to threaten health. Air pollution and other
environmentall conditions have been associated with increasing rates of illness and
death from asthma in some U.S. cities (39, 40, 122). Despite substantial reductions
in lead poisoning (131, 136, 169), lead continues to threaten the health of urban
children. Other studies suggest that fine particulates and carcinogenic air toxins
affect urban populations disproportionately (49, 93, 158).

In summary, recent and more long-term changes in the social and economic
forces that shape U.S. cities influence the health of urban populations, creating
new demands on and opportunities for health promotion and disease prevention.
These same trends have also created several subpopulations that are especially
vulnerable to: poor health and are heavily concentrated in cities. These include
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those living in urban high-poverty neighborhoods, whose numbers doubled from
4.1 million to 8 million between 1970 and 1990 (99); children living in poverty,
who increased by 22% during the 1980s (32); recent immigrants, especially those
coming from developing nations; the homeless and near-homeless; drug and alco-
hol users and their families; those without health insurance—almost one fifth of
the U.S. population in the late 1990s (167); those involved in the criminal justice
system (42, 83, 171); and the long-term unemployed. The morbidity and mortality
of these groups have been shown to be several times higher than other less dis-
advantaged populations (68, 74, 92, 138). These overlapping sectors of the urban
community present the greatest test to those who want to improve the health of
urban populations.

CHARACTERISTICS OF CITIES THAT AFFECT HEALTH

To plan effective health promotion and disease prevention interventions for urban
populations requires an understanding of both the social forces that have shaped
cities and the unique characteristics that distinguish cities from other areas. Some
important features of urban settings are population density, population diversity,
high levels of income inequality, and the breadth and depth of social networks,
community organizations, and service agencies (63, 65).

By definition, cities have an abundance of people. Cities are crowded, bustling,
and energetic. Crowds can facilitate the transmission of infectious diseases (124),
and urban street life can also contribute to the spread of social diseases like sub-
stance abuse and violence (7, 18). Crowding may also contribute to stress and its
resulting physical and mental health problems (12). Ironically, people can also
get “lost in the crowd” in the city, contributing to social isolation and to weakened
social values that may contribute to mental illness, drug addiction, and violence
(106).

Population density has its advantages too. It offers multiple opportunities for
meeting new people and finding like-minded peers, escaping restrictions on free-
dom, and finding excitement and stimulation (148). It also creates opportunities
for community organization. The relationships between population density and
health are complex (12): A deteriorating tenement and a high-rise condominium
can have the same density, but very different living conditions.

In the United States, cities are considerably more diverse than rural and suburban
areas (9). Thus, urban residents are likely to interact with people with different
values, ethnicities, religions, and national origins, creating opportunities for new
knowledge and growth and for conflict.

In addition, in developed and developing nations, cities have experienced in-
creasing concentrations of wealth and poverty (135, 222). Perceptions of inequity
may contribute to disaffection, alienation, and social conflict (106, 135). The con-
centration of extreme poverty in cities has had a profound impact on the health of
urban populations, leaving some groups with an overwhelming burden of ill health
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(68,74,92,138, 157,224). A growing body of literature demonstrates that income
inequality contributes to adverse health outcomes (105, 106, 128, 151, 223).

The combination of population density and diversity creates the conditions for
multiple social networks in cities. The ready availability of social networks in
cities can have a positive impact on health [e.g. mutual aid to increase the supply
of food, housing, or other resources (180)], or it can increase risk (e.g. access to
gangs or drug users). As well as active informal social networks, cities also have
a wealth of neighborhood organizations, religious groups, and community service
providers, which constitute an important foundation for health promotion.

CURRENT STRATEGIES TO PROMOTE HEALTH

In the past two decades, public health professionals have launched a variety of inter-
ventions designed to improve the health of urban populations. Public health strate-
gies are defined as organized activities designed to achieve specified health out-
comes based on an analysis of causal factors and informed by a theory of health
determinants. Although the approaches listed here are not mutually exclusive—in
fact many interventions integrate two or more strategies——each has distinct advan-
tages and disadvantages. Most of these strategies are also used in nonurban areas;
the focus here is on the application of these strategies in urban settings.

Access to Quality Primary Care

The primary-care setting offers important opportunities for health promotion. Im-
proving access to quality primary health care for low-income urban residents has
been a goal of federal policy since at least the 1960s. The single largest effort
has been the Medicaid program, which pays for health care for eligible enrolled
poor people. In urban areas, the financing provided by Medicaid helped to re-
distribute health care resources into under-served areas and to improve health for
low-income children and their parents (167). Publicly funded neighborhood health
centers, community mental health centers, family-planning clinics, shelter-based
health services, and school-based health clinics reached some vulnerable urban
populations not served by traditional providers (21,72,78, 132, 189).

National initiatives, such as those to control high blood pressure and diabetes
(48, 137), increase screening for cancer (120), and immunize children and adoles-
cents (13, 30), seek to improve the capacity of primary-care providers to promote
health and prevent disease by counseling, screening, and educating their patients.
These programs often target low-income urban populations.

A third type of effort recruited residents of low-income urban communities
to become professional or paraprofessional providers, provided support and loan
forgiveness to those who agreed to serve in these areas, ot trained health providers
to communicate more effectively with the diverse populations living in cities
(71,112). Improving the supply of practitioners in low-income urban areas and
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the cultural match between patients and providers is believed to improve access
and communication, maximizing opportunities for health promotion.

More recently, managed-care organizations (MCOs) have taken on a greater role
in providing health care to urban populations (37). As more states mandate that
Medicaid clients enroll in managed care, MCOs will play an increasingly important
role in health promotion. In some cities, the local health department has assumed
responsibility for monitoring managed care. In Los Angeles, for example, the
county Department of Health Services has developed memoranda of understanding
that require Medicaid-funded MCOs to support such services as family planning,
prenatal care, tuberculosis control, and HIV counseling and testing (37). However,
in some cases managed care providers may not be willing or able to provide
traditional clinical public health services. In Milwaukee, for example, an outbreak
of >1000 cases of measles was attributed primarily to the failure of a health
maintenance organization to immunize its Medicaid enrollees (8).

Increasing access to quality primary care can reduce morbidity and prevent
hospital admissions for many conditions, including asthma, diabetes, and hyper-
tension. Preventable hospital admissions in most U.S. cities were significantly
higher in low-income areas than high-income areas (4).

Increase Health Knowledge

Health education is defined as “any combination of learning activities designed to
facilitate voluntary actions conducive to health” (79). Perhaps the most common
health education strategy has been to launch educational campaigns that provide
the general public with new knowledge about a health issue. Recent examples
include the national media campaigns on HIV infection in the late 1980s and early
1990s, the Five-A-Day campaign designed by the U.S. Department of Agriculture
to encourage more consumption of fruits and vegetables (90), and the Back-to-
Sleep campaign to reduce sudden infant death syndrome by encouraging parents to
have their infant sleep in a supine position (162). These undertakings have reached
millions of Americans and increased knowledge about some health conditions.
They have also contributed to changes in diet and sexual behavior that have led to
reductions in heart disease, HIV infection, and other conditions (78).

Media campaigns may be less effective in reaching low-income populations.
Moreover, urban vulnerable populations whose basic needs for shelter, nutrition,
and health care are often unmet may not benefit from low-intensity knowledge cam-
paigns that do not otherwise address their difficult living circumstances. Cities also
have high proportions of individuals with limited English proficiency and/or low
levels of literacy; to reach this population may require use of multiple languages
or nonwritten communication (1).

Reduce Risky Behaviors

Behaviors such as cigarette smoking, physical inactivity, high-fat and low-fiber
diets, risky sexual practices, drug and alcohol use, violence, and unsafe driving
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are the proximate causes for the majority of morbidity and mortality in the United
States (139). Research suggests that many of these behaviors and their adverse
health consequences may be more prevalent in urban areas, especially in low-
income urban populations. For example, smoking- and tobacco-related mortality
has been shown to be higher in a low-income area in New York City than in the rest
of the state or country (150), and those in lower-income groups (concentrated in
cities) consume significantly fewer portions of fruits and vegetables than those in
higher-income groups (115). On the other hand, residents of central metropolitan
areas report less physical inactivity than rural or suburban residents, even after
adjusting for poverty levels (31).

Health promotion interventions seek to reduce health-damaging behavior by
providing information, skills, social support, and referrals to needed services.
Most interventions address a single or a few closely related behaviors linked to
a few specific adverse health outcomes. Several national demonstration projects
have targeted various types of risk behavior in urban settings, including the AIDS
Community Demonstration Projects in five U.S. cities—Dallas, Denver, Long
Beach, New York, and Seattle (27)—and the Centers for Disease Control and
Prevention (CDC) youth violence prevention projects operating in cities such as
Los Angeles, Tucson, Chicago, and New York (28).

Other national risk reduction initiatives have been implemented in both urban
and other settings. These include the Planned Approach to Community Health
(PATCH), which seeks to enhance the capacity of communities to plan, imple-
ment, and evaluate comprehensive, community-based health promotion activities
(79, 119). PATCH was developed in the mid-1980s by the CDC in partnership with
state and local health departments and community groups. Hundreds of urban, ru-
ral, and suburban communities around the United States have used the PATCH
model to address issues such as physical inactivity, tobacco use, breast cancer,
access to health care, child abuse, and cardiovascular disease. Interventions have
included the use of mass media, educational workshops, school-based health edu-
cation, lay health adviser programs, policy advocacy, physical activity events, and
environmental measures (17,26, 161, 190). In general, the primary goal has been
to reduce risk behavior.

Evaluations of PATCH have emphasized the process of community mobiliza-
tion and the program’s ability to address problems identified by the community
(19,181). These evaluations have identified factors that contribute to success-
ful implementation. Few evaluations, however, have documented either policy
changes or changes in health status resulting from PATCH activities, in part be-
cause of the difficulties in designing and carrying out such studies. An assessment
of 27 PATCH sites in 13 states (181) found that 72% of all sites were in rural areas
and that urban and minority populations were less likely to be targeted.

Other national risk reduction programs such as the Child and Adolescent Trial
for Cardiovascular Health (CATCH) (54, 130), the Community Intervention Trial
for Smoking Cessation (COMMIT) (36), and the various heart health programs
(176, 215), have been carried out in both urban and nonurban settings but have
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rarely presented data comparing outcomes by setting. In addition, these programs
have generally not reached disadvantaged urban populations. In one exception,
Shea et al (172,173) report that it is feasible to implement community-based
cardiovascular health promotion programs in low-income urban communities but
that ongoing financial and organizational support is necessary if these programs
are to be sustained.

In general, the results of large-scale risk reduction programs have been disap-
pointing, perhaps in part because the interventions have been of limited intensity
and few have fully involved community residents in designing and tailoring the
intervention (60, 183,215). These limitations may be particularly important in
diverse, low-income urban communities (63, 65).

Increase Social Support

Stress has been demonstrated to play a role in causing or exacerbating a variety
of health outcomes, including overall mortality, poor pregnancy outcomes, and
heart disease (25,35, 223). Stress is defined as the psychological or physiological
response to internal or external events that upset an individual’s homeostasis (126).
Some evidence suggests that urban residents, especially low-income populations,
may experience higher levels of stress owing to poverty, racism, disrespect from
mainstream society, poor housing, a deteriorated physical environment, or other
factors (105,109,117, 134). Both empirical and theoretical work suggests that
social support may buffer the effects of stress, reducing its adverse health impact
(89,95,184).

Interventions to increase social support in urban communities have used strate-
gies such as peer education, lay health advisers, self-help, community organization,
and case management (58, 59, 84, 111) to achieve outcomes such as improved ma-
ternal and child health (152), increased use of mammography (174), prevention
of substance abuse (111), reduced drug use and HIV risk behavior (67, 107), and
lower rates of hospitalizations and emergency room visits for asthma (33). Social
support interventions may be especially well suited to low-income urban com-
munities because they capitalize on these communities’ principal resource: the
knowledge, skills, and commitment of people who live in them (63,65, 118).

Reduce Stigma and Marginalization

Cities have become home to a variety of populations often ostracized by main-
stream society (9,41, 50,75,76,100,101, 110, 199, 214). Discrimination leads to
poor health by a variety of mechanisms: segregated and therefore inferior hous-
ing, reduced employment and educational opportunities (113, 135, 214), barriers to
health care and other social services (10, 91), maladaptive behavioral responses to
discrimination such as drug use or interpersonal violence (7, 18, 209, 214), higher
levels of social stress (109), and overt violence (6). Reducing stigma, a strategy
seldom used directly by public health professionals, may warrant further attention.

Interventions to reduce stigmatization take the form of advocacy to discourage
or punish overt discrimination, empowerment to help individuals or groups to
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overcome stigmatization, and public campaigns to promote tolerance and respect
(96,204,205). Self-help groups of drug users, gay men, homeless people, and
others have organized to reduce barriers to care and to change discriminatory public
attitudes (45, 114, 199, 218,223). National organizations have worked to pass state
and national legislation to increase punishment for hate crimes, ban discrimination
against gay and lesbian people, and reduce housing and employment bias or sexual
violence and harassment (34, 114,178, 199).

Advocate Health-Promoting Policies

Policy development is a core public health function, and in the last decade, the
public health community has given greater attention to the effects of public pol-
icy on health (145,177). National debates on health care, tobacco, illicit drug,
environmental, reproductive-health, and other policies have attracted media and
popular attention. Public health officials and researchers have offered a theoreti-
cal rationale for devoting more attention to creating public policies that promote
health and prevent disease (140, 145, 177). National policies on taxes, transporta-
tion, housing, and criminal justice, among others, have a major impact on the
social environment within cities; in addition, national and local policies on such
issues as welfare, Medicaid, food stamps, and immigration disproportionately af-
fect urban populations. Thus, developing public policies that promote health has
the potential to improve the health of city dwellers.

Public health strategies for policy change include legislative or electoral ad-
vocacy, lawsuits, and media campaigns. Recent examples include campaigns to
expand health insurance coverage for low-income children and families (167),
force landlords to remove leaded paint from houses and apartments (103), dis-
courage drunk driving (44, 211), and improve access to foods that prevent cancer,
heart disease, and other chronic conditions (90).

A specific type of policy advocacy targets disease promoters, those who benefit
from selling or promoting products that contribute to illness or death. The tobacco
industry, gun manufacturers, the alcohol industry, illicit drug dealers, and pro-
ducers of high-fat, low-nutrient-value foods are examples of industries that profit
from their lethal products. Dense markets, the presence of corporate headquarters
and political influence, and an established media presence for advertising make
cities an attractive venue for disease promoters. In recent years, various advocacy
groups, public health officials, and elected officials have used boycotts, lawsuits,
legislation, and community-organizing campaigns to restrict the ability of these in-
dustries to market their wares. For example, >20 cities and counties have sued gun
manufacturers both to win damages and to impose tighter restrictions on selling
firearms (143).

Improve Urban Physical Environments

Improving the physical environment in cities was one of the earliest goals of the
modern public health movement. Two dimensions of the urban physical environ-
ment influence human health. First, toxins such as lead, asbestos, various air and
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water pollutants, and diesel exhausts disproportionately affect urban populations,
in some cases because of higher rates of exposure and in others because of higher
concentrations (49, 53, 136, 158). Second, the physical design of cities can affect
public safety, social interactions, access to exercise, and more intangible esthetic
factors that may influence mental health (94, 98).

Strategies to reduce pollutants include environmental regulation, advocacy for
stricter enforcement of existing rules, campaigns to prevent pollution by encour-
aging reduction of the use of toxic substances, recycling, and encouraging non-
polluting forms of transportation. Draft statements of Healthy People 2010 (197),
for example, include goals for increasing walking, bicycling, and the use of public
transportation so as to reduce pollution and traffic from automobiles. Strategies to
improve urban design to promote health include modification of land use zoning,
creation of more parks and recreational areas, redesign of accident-prone traffic
intersections, and improved lighting and design to increase safety (80, 98, 148).

Meet Basic Needs

People without shelter and food are unlikely to make health a priority. For the two
fifths of central-city residents living below the federal poverty line (206), adequate
housing and sufficient food to avoid hunger are not assured (149). Meeting these
needs contributes directly to health by protecting individuals from the elements
and nutritional diseases, and it also allows people to focus on other needs such as
health care, education, and reduction of risk behavior.

Efforts to meet the basic needs of vulnerable urban populations fall into two
categories: (a) national and state efforts to make housing and adequate nutrition en-
titlements and (b) social service strategies aimed at individuals or families, such as
case management, advocacy, or harm reduction. Examples of the first include Food
Stamps; the Women, Infants, and Children program, which offers food to pregnant
women, mothers, and young children; the school lunch and breakfast programs;
senior citizen food programs; and federal and state homeless services and housing
assistance programs (55, 149). Although these are mainly national programs that
serve people in all settings, their clientele are concentrated in urban areas.

Some interventions to reduce hunger and inadequate housing seek to link people
with existing services and to address underlying conditions that may contribute
to lack of housing or food, such as drug addiction, mental illness, or lack of
job skills. In the 1990s, in response to the HIV and crack epidemics and urban
homelessness, some programs offered transitional and temporary housing, food,
and access to showers as a way of enticing drug users and homeless people into
more comprehensive services. By meeting basic needs without a lengthy intake
process or a requirement of sobriety or abstinence, these low-threshold or low-
intensity services sought to reintegrate marginalized populations (66, 86).

Create Supportive Social Environments

The urban social environment has a profound influence on health (25,63, 98).
Strategies to promote urban health by modifying the social environment include
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increasing social support and reintegrating marginalized populations to create more
cohesive, inclusive, and health-reinforcing communities. Public health activities
that can lead to improved urban social environments include campaigns to improve
the quality of life by reducing graffiti, abandoned junk-filled lots, or public drunk-
enness; media or other efforts to reduce discrimination and promote tolerance;
creation of safe public spaces for socialization, political discussion, or recreation;
and intergenerational or multicultural programs to link young and older people and
those of different cultures or ethnicities. Interventions to improve social cohesion
may also reduce other social problems such as crime and violence (105, 106, 168).

Reduce Income Inequality

As research evidence on the adverse health impact of income inequality accumu-
lates (14,105, 106, 128, 151), public health professionals may need to put more
emphasis on strategies to reduce income inequality, especially in urban areas,
where income inequality is high and growing. Strategies to reduce income in-
equality include public investments in child care, education and higher education,
job training, housing, health care, and other sectors that help individuals and fam-
ilies to move out of poverty; increasing minimum wages and the negative tax
income; and developing more progressive tax policies. Few of these policies
are viewed favorably by most current policy makers in the United States, mak-
ing implementation on a wide scale difficult (47, 185). Defining an appropriate
and feasible role for public health in reducing income inequality will present a
significant challenge in the coming years.

IMPLEMENTING HEALTH PROMOTION IN URBAN
COMMUNITIES

To promote health effectively in urban communities, public health professionals
must both select from the strategies described previously and also engage the
various stakeholders in the process of planning and carrying out activities. The lit-
erature on the implementation of urban health promotion reveals several recurring
problems and suggests guidelines for more effective practice.

Several characteristics of cities can make implementation of health promotion
more difficult. Population diversity can lead to ethnic, class, or generational con-
flict, making it difficult to bring people together to achieve common health goals.
Income and power inequalities in cities can exclude two key constituencies for
urban health promotion from the planning process: those who make many of the
decisions that shape health and the disadvantaged and marginalized populations
who suffer most from ill health (24, 63,217). The many formal and informal or-
ganizations in urban neighborhoods often compete for resources and clients, com-
plicating coalition building (66, 142). Low-income and minority residents may
distrust public health workers (186), reducing their willingness to join health cam-
paigns. Most city governments organize services categorically, making horizontal
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integration of key sectors difficult. Finally, health promotion planners often have
difficulty deciding who best represents the community (59, 108, 182). Those will-
ing to participate are not always representative of the community, and some urban
communities are so diverse that no single voice can speak for all sectors of the
population (88).

To overcome these obstacles, experienced health promoters suggest several
strategies (2, 20,46, 64, 78,79, 85,104, 146): (a) Include all key stakeholders in
all stages of implementation, making a special effort to give disadvantaged popula-
tions an equal voice in planning; (b) tailor interventions to meet the diverse needs
of sectors of the urban population; (c) choose realistic goals for coalitions and
networks, avoiding exceeding the scope of shared interests or requiring burden-
some sacrifices of time, resources, or drift from mission; (d) build trust over time
based on shared assessment of common experience, rather than expecting trust
as a condition of collaboration; (e) create public forums in which communities,
organizations, and health professionals can analyze health problems and propose
solutions; (f) expect real solutions to complex urban health problems to require
years of effort; (g) resist the call for quick fixes.

Several multisite programs have attempted to implement these and other prin-
ciples in U.S. and other cities in the last several years. The Healthy Cities Project
was launched by the World Health Organization in 1986 as “a means of legitimiz-
ing, nurturing, and supporting the process of community empowerment” (188).
Using community participation as the method, Healthy Cities seeks to achieve
the goal of health for all by reducing inequalities, strengthening health gains, and
reducing morbidity and mortality in cities around the world (43). In the late 1990s,
Healthy Cities focused on advocating healthy public policies and strengthening
city planning for health (43, 61).

To achieve its goals, Healthy Cities partnerships establish a high-level group of
key policy makers to review the city’s health, develop a strategy for collaborating
to improve health status, and take action to mobilize the community (11). In the
United States, dozens of communities in urban and nonurban areas have used the
Healthy Cities model or joined one of the two networks that coordinate Healthy
Cities and Healthy Communities in this country (Larned and Associates, Larkspur,
Calif., unpublished data).

Evaluation studies of Healthy Cities have concentrated more on process than
outcome, Healthy Cities researchers have struggled to identify appropriate re-
search roles for community residents, to define the specific content and goals of
their interventions, and to select suitable measures of individual, community, and
policy change (43, 144). As a result, the impact of Healthy Cities activities on
the health of urban residents or the broader urban environment has yet to be as-
certained. Advocates of Healthy Cities believe that the model has “proved to be a
very effective and versatile vehicle for bringing Health for All to the local level”
(188).

Other national efforts include Fighting Back, an effort to reduce alcohol and
substance abuse in 14 cities and counties (179), a community-health promotion
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program supported by the Henry J. Kaiser Family Foundation (210), a Robert
Wood Johnson Foundation-funded program to improve child health in several
big cities, and an Annie E Casey Foundation effort to strengthen the capacity of
low-income urban communities to protect children and their families (175). To
date, these and similar initiatives have focused more on the process of mobilizing
communities and public agencies for health and community development than on
changes in the health status of populations. An evaluation of Fighting Back did not
demonstrate changes in alcohol and drug use in targeted communities compared
with demographically similar communities, as measured by a random household
telephone survey (102, 170).

SETTINGS FOR URBAN HEALTH PROMOTION

Expanding the scope and accessibility of health promotion activities in cities is
likely to increase their impact. In most urban communities, especially poor ones,
residents continually encounter disease promotion, for example, tobacco adver-
tisements, media glorification of violence and sex, drug dealers, liquor stores,
or weapons for sale. By making it easier to find health promoters—a friend or
neighbor who will help a person in recovery to maintain abstinence, a place to buy
low-cost healthy food, a safe place to exercise, a role model or mentor who can
guide a young person—public health planners can help to create healthier cities.

To achieve this goal will require locating health promotion interventions in a
wide array of settings, enlisting more neighborhood residents and institutions in
implementing programs, and defining health in broader ways. Table 1 illustrates
settings that can reach different sectors of urban populations. Currently, the vast
majority of health promotion programs are located in a few settings: health care
centers, schools, youth programs, and social service agencies. Although these
settings reach broad cross-sections of the population, they fail to reach many at
highest risk of various health problems, often those who are already marginal-
ized. Health promotion programs, especially in fields such as HIV prevention and
substance abuse, have demonstrated that it is possible to launch interventions that
can reach vulnerable populations in varied settings. Seldom, however, have these
creative and innovative programs been replicated in multiple settings and rarely
have they reached more than a fraction of the population in need, a necessary
condition for having a public health impact. Thus, to multiply their effect, it will
be necessary to increase both the types of settings in which programs are offered
and the number of programs in each type of setting.

EVALUATION OF URBAN HEALTH PROMOTION

Evaluation of urban health promotion interventions faces the usual difficulties in-
volved in assessing the impact of complex interventions on deeply rooted problems
(207). Some of these obstacles are compounded by the unique characteristics of
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TABLE 1 Selected settings for urban health promotion

Setting

Possible Target Populations

Possible Health Conditions

City jails and lock ups,
juvenile justice facilities

Taxi and van services,

public transportation

Public housing projects

Beauty parlors and barber
shops
Sports leagues

Ethnic clubs

Churches

Afterschool programs

Welfare-to-work programs

Drug users, victims and
perpetrators of violence,
young people in trouble

Adult males, working people,
recent immigrants

Adolescents, families,
older people, children

Women, men

Children and adolescents,
adult men

Families, single adults,
older people

Older people, adults,
adolescents

School age children and
their parents

Low income mothers and
children, single adults

Drug and alcohol use,
violence, TB, STDs,
HIV infection, mental
health problems

Information on health care,
sexual and reproductive
health, HIV

Heart disease, asthma, HIV,
alcohol and drug abuse,
violence, immunization,
contraception

Sexual and reproductive
health, cancer, heart disease,
HIV

Nutrition, fitness, sexual
health, violence, drug and
alcohol use, immunization

Information on health care,
safety, violence, drug and
alcohol use

Chronic disease, HIV,
environmental issues, alcohol
and drug use, violence,
sexual health

Physical fitness, nutrition,
violence, substance abuse,
asthma, mental health,
immunization, access to care

Asthma and other chronic
diseases, nutrition, substance
abuse, mental health, access
to health care, reproductive
health, immunizations

urban communities and their health issues. For example, evaluation of multisite in-
terventions requires careful attention to the context in which each site implements
a common program. Observed differences in outcome may be caused by differ-
ences in setting rather than intervention effects, requiring evaluators to carefully
describe the context and explore its impact on program outcomes.

The interactions between process and outcome in health promotion interven-
tions are often complex and understudied. In urban communities, population
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diversity, difficulties in enlisting the participation of distrustful or disadvantaged
residents or overburdened organizations, and the effect of multiple other influ-
ences on urban life make it especially difficult to attribute changes in population
health status to specified interventions. A related problem is that most urban neigh-
borhoods have many interventions in place simultaneously, with little effort to
understand their cumulative impact or their synergistic interactions.

For these reasons, ecological research, program, and evaluation models, which
elucidate the complex interactions among multiple levels, may be especially ap-
propriate for evaluating urban health promotion (77,96, 141). Recent reviews
have explored other dimensions of the evaluation of health promotion and related
community interventions, including community-based and participatory research
(97, 176) and theory of change evaluations (69), two approaches that may help to
inform the evaluation of urban health promotion.

NEW DIRECTIONS FOR URBAN HEALTH PROMOTION

In the last ~20 years, public health professionals, in partnership with other relevant
stakeholders, have created innovative programs designed to improve the health
of people living in cities. A few of these have been demonstrated to contribute
to reductions in illness, injury, or death, and many have engaged populations
at risk of poor health. Compared with the magnitude of the social, economic,
and health problems of disadvantaged urban populations, however, the impact of
these interventions seems insufficient to reduce the public health burden that poor
urban residents bear. With few exceptions, health promotion interventions in the
United States have not targeted the most disadvantaged urban populations and
have had difficulty engaging them as partners or participants in health promotion
activities. Few programs address, much less reduce, the powerful social, political,
and economic forces that push poor urban residents into ill health. Thus, it is
unlikely that simply doing more of what we have been doing will by itself solve
the health problems of U.S. cities.

A comparison of commonly used strategies for health promotion in U.S. cities
with the suggested goals proposed by the Ottawa Charter (219) and the Jakarta
Declaration on Health Promotion (220) suggests that even wealthy industrial coun-
tries such as the United States have a long way to go. To achieve the broad aims that
these documents outline, “enabling people to increase control over, and to improve
their health” (219) or recognizing health as “a basic human right ... essential for
social and economic development” (220), will require significant shifts in political
philosophy and allocation of resources.

By examining other arenas of theory and practice, public health workers can
help to forge an expanded practice of health promotion that will contribute to
healthier cities. However, absent a renewed national commitment to U.S. cities,
especially their low-income populations, and without a new vision of the role of
federal, state, and local government in implementing such a plan, it is unlikely that
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the well-being and quality of life of urban populations will improve substantially.
The challenge for public health workers is to identify the specific tasks for which
they will take responsibility and other actions that can contribute to a broader
dialog on the future of cities.

Several fields of experience may help to guide the development of a new agenda
to improve the health of urban populations. They have the potential to address some
of the shortcomings in current practice and to expand the breadth and depth of urban
health promotion in the United States.

Human Rights

The human rights approach seeks to “promote and protect the societal-level prereq-
uisites for human well-being in which each individual can achieve his or her full po-
tential” (133). Based on the Universal Declaration of Human Rights (192) and the
subsequent International Covenants on Economic, Social and Cultural Rights and
Civil and Political Rights (193), the human rights perspective creates amoral and le-
gal framework for guaranteeing all sectors of society the basic necessities for well-
being. Human rights language and concepts may help to expand public health’s
focus from health care and individual behavior to living conditions and the environ-
ment. Monitoring of human rights abuses is a first step for action, a task that might
be integrated with traditional public health surveillance. Given the growing income
inequality in U.S. cities and its adverse impact on health, a human rights emphasis
may help to restore public health’s historic concerns with social justice (116).

Around the world, human rights have been a powerful idea that has helped to
mobilize citizen and government action to remove authoritarian regimes, intervene
to stop genocide and discrimination, and broaden citizen rights to participate in
governance (133). In the United States, human rights organizations have acted
against police brutality, abuse of prisoners, and discrimination against gay and
lesbian people, African-Americans, and women and for full political participa-
tion for various disadvantaged groups. Each of these activities addresses some
determinant of ill health for urban populations. Human rights concepts may help
to create a rationale for government action to reduce the social determinants of
urban ill health. For example, the American College of Physicians has called for
a national program to reduce the unfair “urban health penalty” imposed by poor
living conditions in many U.S. cities (4).

Church and Church-Based Activities

Churches have long played a key role in urban communities. They have been
refuges from oppression, spaces for social mobilization, cultural centers, lead-
ership development institutes, providers of social services and support, agents of
socialization and acculturation, educational institutions, and pulpits for visionaries
(57,62,127,147,225).

Many urban churches are already active in health promotion and related set-
vices. A survey of 635 black churches in the northern United States in the early
1990s (187) found that two thirds of the churches operated one or more community
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outreach programs. Many of the churches had ongoing ties with a variety of secular
agencies including police, schools, welfare departments, hospitals, youth organi-
zations, and local prisons, suggesting that religious organizations may be able to
serve as bridges among various systems. In Latino communities, the Catholic and
Pentecostal churches often play a similar role.

Beyond their involvement in existing health activities, churches and other faith-
based institutions have much to offer to health promotion planners. First, they
have credibility and roots in urban low-income communities. In many devas-
tated neighborhoods, churches are among the oldest and most established commu-
nity institutions. Second, churches offer spirituality and faith. They combat the
ideology of despair, materialism, and cynicism that pervades low-income urban
communities. Churches offer an antidote to what Cornell West (208) has called
nihilism, the “disease of the soul” that makes life feel meaningless, hopeless, and
loveless for many residents of poor urban communities. Third, religious insti-
tutions have the capacity to mobilize low-income urban communities on issues
ranging from teen pregnancy and drug abuse to low-income housing programs.
Although urban churches are not homogeneous and some have been unwilling to
address some health issues related to sexuality (34), they are an example of the
enduring institutions that constitute the foundation for health promotion in urban
communities.

Community Economic Development

Beginning in the 1960s, in response to the civil rights movement and insurrec-
tions in African-American urban neighborhoods around the nation, the federal
government and private philanthropy launched a number of initiatives designed to
improve urban neighborhoods. After the mid-1970s, declining economic growth
and a more conservative political climate sharply reduced these experiments, but
some remain in place. Several recent reviews summarize the accomplishments
and limitations of these programs (22, 38,73, 82, 87).

Although these programs differ in their goals, scopes, and methods, assessments
of various comprehensive approaches suggest some common findings relevant to
urban health. Comprehensive programs often evolve from addressing a single or a
few needs to seeking to meet multiple needs and involve collaborative relationships
with several organizations. These programs often serve as a bridge between local
residents and government, political parties, and private industry. Organizations
report multiple benefits from comprehensive approaches, including improving
overall service coordination, removing barriers to access, and reaching vulnerable
populations.

Comprehensive community development models demonstrate to public health
planners the possibility of addressing multiple issues simultaneously; of develop-
ing structures that offer some community residents an ongoing voice in governance;
of linking service delivery with political advocacy; of strengthening the commu-
nity’s capacity to reduce dependence on external forces; and of mobilizing social
capital for community improvement.
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Youth Development

Youth development emphasizes that young people have assets to be developed,
in addition to problems (5, 155). Rather than focusing on specific risk behaviors,
youth development interventions seek to create healthy pathways to adulthood.
They also strengthen the ability of families, communities, schools, and other or-
ganizations to help young people acquire the knowledge, skills, and values that
promote health (212). Youth development challenges categorical public health ap-
proaches and promises new ways to reintegrate young people into the mainstream
of urban communities. By linking efforts in health, education, social services,
juvenile justice, and job training, youth development achieves the horizontal inte-
gration that categorical health promotion programs may lack.

New Social Movements

From the 1970s to the early 1990s, a variety of social movements emerged in
response to changing social conditions, including the women’s movement, the
environmental justice movement, the gay and lesbian movement, and the HIV
prevention and services movement (23,114, 153,163). Most had their base in
urban areas.

Social movements offer potential solutions to some of the specific problems
that urban health promotion programs have encountered. They have success-
fully linked different levels of experience: the personal and the political, behavior
change and institutional change, and local and national action. These movements
have demonstrated concrete strategies for empowerment education, that is, taking
action to change institutional forces based on an analysis of one’s own experience.
This vertical integration of various levels helps participants both to see the con-
crete results of their efforts in their own community and to feel part of a broader,
potentially more powerful force, two incentives to continued involvement.

Second, the social movements provide a vehicle for tapping into deeper aspira-
tions that can sustain participation over the long run. Social movements have the
power to move people into sustained action. If human resources are the primary
capital of low-income urban communities, social movements may be the force that
can mobilize this capital.

A third contribution of social movements is their willingness to take on the
disease promoters. The rhetoric of consensus and the dependence on established
powers has often made it difficult for urban health promoters to challenge individu-
als or organizations that contribute to ill health, for example, promoters of alcohol
and tobacco, government officials who cut services to the poor, or executives of
polluting industries. Social movements are also willing to work outside established
political channels. Given widespread public disenchantment about the value of
voting and other traditional political behavior to achieve desired ends, groups that
use other tactics may be able to mobilize constituencies that often remain outside
the political process, especially the disadvantaged urban populations that experi-
ence the most serious health problems (156).
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Finally, the social movements have forged new approaches to creating a culture
that sustains involvement of participants over time, a serious problem facing urban
health promotion programs. Means of communication used to achieve this end
include women’s and gay support and consciousness-raising groups; alternative
institutions such as women’s health centers and gay community centers; women’s,
gay, and black media such as community newspapers, videos, and cable shows;
and open participatory forums in which individuals voice grievances, plan strategy,
and celebrate successes. These and similar activities provide activists with the
opportunity for ongoing face-to-face interactions that build the social networks
that can provide continuing support for participation.

Urban health promotion planners can benefit from these lessons by develop-
ing programmatic links with existing social movements. Current movements that
have a presence in urban communities include the environmental justice and sus-
tainable development movements, the gay and lesbian and the intertwined AIDS
movements, the still coalescing movement for immigrant rights, the newly re-
energized labor movement, and the various coalitions for living wages and against
the dismantling of federal welfare entitlements or abuses of workfare partici-
pants. Each of these movements has potential interests in health and may be
open to joining with public health projects to improve the well being of urban
communities.

By integrating the lessons of these five disparate experiences into their practice,
public health workers can forge a new approach to urban health promotion that
builds on previous accomplishments while addressing the limitations of current
approaches. Developing a new practice for urban public health will require col-
laboration among practitioners, academics, and researchers in public health, urban
planning, social work, social sciences, medicine, and nursing; urban policy mak-
ers and officials at the local, state, and national levels; public and private funding
groups; and residents and activists living in urban communities.

For much of human history, cities have been in the forefront of public health
innovation. In the last quarter of the 20th century, broader social, economic, and
political forces threatened the well-being and living conditions of urban popula-
tions in the United States, especially the poor and marginalized. Developing new
strategies to promote health and prevent disease among people living in cities in
the new century offers the public health profession an opportunity to revitalize its
historic mission as well as to achieve basic health objectives.

Visit the Annual Reviews home page at www.AnnualReviews.org
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