Healthy Homes and Communities
Putting the Pieces Together
Wilhelmine D. Miller, PhD, MS, Craig E. Pollack, MD, MHS, David R. Williams, PhD, MPH
Context: This article reviews and updates the evidence base informing four recommendations of the
Robert Wood Johnson Foundation Commission to Build a Healthier America (the commission) that
address the creation of healthy, vital neighborhood and community environments.

Evidence acquisition: Reviews of published research, consultation with experts in housing, community development policy, and site visits by the commission were conducted between 2006 and
2009. The literature reviews and national statistics were updated with publications appearing
through the fırst half of 2010.
Evidence synthesis: The physical, social, and economic environments of local communities affect
residents’ health and exacerbate health disparities. Public and private decision makers are increasingly recognizing the importance of investing in cross-cutting strategies to reduce exposures harmful
to health and to establish conditions that support healthful daily practices. Pilot and demonstration
projects that engage community members in identifying priorities and implementing interventions
that improve health and quality of life show promise in terms of their overall impact and effect on
health disparities.

Conclusions: Consistent with the broad policy directions outlined in the commission’s recommendations, an effective population health improvement strategy requires enlisting new partners among
public agencies including housing, transportation, recreation, community development, and planning, and joint efforts between private sector business and voluntary organizations. Evaluation
research of community-based interventions is needed to generate strong evidence of impact in order
to guide policy and secure future investments in such measures.
(Am J Prev Med 2011;40(1S1):S48 –S57) © 2011 American Journal of Preventive Medicine

Introduction

T

he physical characteristics and social dynamics
of neighborhoods can exert both positive and
negative effects on residents’ health. In its examination of “upstream” factors affecting health, the
Robert Wood Johnson Foundation Commission to
Build a Healthier America (the commission)1 considered the evidence that community environments contribute to suboptimal and disparate population health
outcomes. Based on its review and deliberations, the
commission addressed the goal of and strategies for developing communities conducive to health and wellbeing with the following recommendations:2
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1. Integrate safety and wellness into all aspects of community life.
2. Create “healthy community” demonstrations to
evaluate the effects of a full complement of healthpromoting policies and programs.
3. Develop a “health impact” rating for housing and infrastructure projects that reflects the projected effects
on community health and provides incentives for
projects that earn high ratings.
4. Ensure that decision makers in all sectors have the
evidence they need to build health into public and
private policies and practices.
The commission arrived at its recommendations for priority actions at the community level after reviewing evidence of these key realities:2–5
1. Poor conditions in homes and neighborhoods tend to
cluster together, compounding the risks for adverse
health consequences.
2. Such environmental health risks are disproportionately found among people with low SES and among
racial/ethnic minority households.
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3. A community’s social assets as well as the quality of its
physical infrastructure affect the health and well-being
of its residents.
4. The decisions and activities of general government at
the local and state level, not just those that traditionally
have been construed as matters of public health, are
integral to primary prevention.
5. For community-based interventions to be successful
and sustained over time, community members must be
engaged from the outset in defıning local health problems and goals for improvement and in devising strategies for achieving community health objectives.
6. In many cases multiple residential and neighborhood
risk factors can be addressed simultaneously, achieving
effıciencies and reducing unintended adverse consequences of single-purpose interventions.
7. The evidence base for the effectiveness of specifıc interventions at the community level is frequently very limited for informing policy and programming decisions,
underscoring the need to document pilot projects and
to collect and analyze health outcomes data for small
areas (census tracts and even census blocks) and for
population subgroups (by race/ethnicity, income).
This article examines the social, economic, and physical environments of communities as they affect health
and collective responses to remedy problems. It fırst reviews neighborhood and housing conditions as patterned
by economic status and race/ethnicity, then considers
community-based and policy approaches for improving
population health. It concludes with a discussion of the
need for better information about health impacts to establish a fırmer basis for future community-level health
policies. Two companion pieces in this supplement to the
American Journal of Preventive Medicine expand on other
issues addressed by the commission; one examines health
determinants and developmental interventions in early
life6 and the second the roles of primary healthcare providers and institutions such as public media, schools, and
workplaces in cultivating and promoting lifelong health.7
The latter article in particular complements this one, as
Woolf and colleagues demonstrate how adopting strategies that promote, normalize, and reinforce healthful
practices in a continuum of environments concurrently
can increase the potency of particular clinical and behavioral interventions.7

Evidence Acquisition
Information collected and synthesized for the consideration of the commission and updated for this publication
included reviews of published research in the areas of
housing quality and affordability, and their relationship
to health status4 the built environment, and neighborJanuary 2011
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hood characteristics as related to health. It also included
consultation with experts in housing, community development policy, and site visits by the commission conducted between 2006 and 2009 (commission materials
from fıeld hearings and site visits are archived at www.
rwjf.org). The literature reviews and national statistics
were updated with publications appearing through the
fırst half of 2010. The charge from its sponsor, the Robert
Wood Johnson Foundation, directed that the commission review the evidence about nonclinical strategies for
improving population health and reducing social disparities in health that would have salience for American
decision makers and policy leaders in both the public and
private sectors. Consequently, this synopsis of research
and recent policy developments likewise excludes consideration of personal health services and is largely focused
on policy research in the U.S. context.
“Community” can refer to both geographically colocated and socially or politically affıliated or designated
groups of people. Even when designating geographically
defıned populations, “community” can refer to groups as
small as residents of a single street block or apartment
building or to populations as large as counties, states, or
even a nation. Following usage in the commission’s report and recommendations2 in this discussion “community” refers to both neighborhoods that encompass some
commercial and/or civic or social institutions (such as
schools and churches) and smaller political jurisdictions
such as towns, cities, or counties.

Conditions in Neighborhoods and Homes
Affecting Health
Variations in population health status across communities reflect local conditions and resources. The following
broad categories offer a brief discussion of factors that
affect health at the community level, highlighting those
where community-level policies and strategies for intervention may prove most effective. The conceptual framework employed by the commission serves to organize the
following discussion of multiple factors that overlap and
interact with one another. See “Broadening the Focus:
The Need to Address the Social Determinants of Health,”
Figure 10 in Braveman et al.,8 in this supplement.

Economic and Social Opportunities
and Resources
Education and employment opportunities influence
health by providing the means to achieve an adequate
standard of living now and in the future. American communities differ dramatically in their educational and economic resources, contributing to the gradient seen in
educational attainment, income, and job status.8 –10 Some
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of the variability in economic prosperity and investment
in education is seen across large regions of the country as
a result of historical trends in industrial development.
Metropolitan areas typically tend to be better resourced
than rural communities. At the same time, however, the
quality of primary and secondary schools and access to
jobs and higher education can vary widely within a given
metropolitan area. Because school systems are predominantly funded with local property taxes, the relative prosperity of the community contributes directly to educational
resources. Within metropolitan areas, “opportunity neighborhoods,” residential communities with good schools and
ready access to jobs, can have lifelong positive impacts on the
health of young residents.11,12 These benefıts are far less
available to children and youth in lower-income and minority families than to those in higher-income and white
families.12
Similarly, social environments—the interactions among
residents—vary widely among neighborhoods and have important effects on health. Social networks and voluntary
affıliations within communities may sustain health by reducing personal isolation and stress and increasing mutual
trust. Such networks and opportunities for routine, informal
exchanges constitute a community’s “social capital.”
They also underpin local communities’ ability to influence their own destiny through collective effıcacy.13 Collective effıcacy, “. . . the capacity of a social unit to regulate
itself according to desired principles and to realize collective goals,” is at work when local communities organize to
pursue—and can achieve— good schools, adequate housing, neighborhood safety, or improved commercial services.14 Neighborhoods with lower levels of social order,
cohesiveness, or collective effıcacy may negatively affect
residents’ health through the operation of dysfunctional
norms, the absence of social buffers to environmental
stressors, and an inability to maintain neighborhood
safety.15,16
One key factor underlying differences in economic and
social opportunities is residential segregation. Although
the 1968 Civil Rights Act made discrimination in the sale
or rental of housing units illegal, high levels of residential
segregation persist almost half a century later. Blacks
currently reside under a higher degree of segregation than
that of any other immigrant group in U.S. history.17
Moreover, segregation remains high at all levels of economic status for blacks, with high-income blacks living
under higher levels of segregation than the poorest Latinos and Asians.18
A recent study of the 100 largest metropolitan areas in
the U.S. where children reside documented how segregation produces large differences in opportunities for
growth and development for children.12 High levels of
segregation lead to entrenched disparities in wealth, edu-

cational attainment, and income between blacks and
whites that can be attributed to the lower property values,
inadequate schools, and paucity of job opportunities in
minority communities.17 Segregation can also give rise to
alternative social norms: The absence of pathways to opportunities for postsecondary educational and employment can lead to peer pressure against academic achievement and in support of crime and substance use.17
Furthermore, the concentration of poverty and social
disorder can create contexts where unhealthy behaviors
appear normative, conventional role models of economic
mobility are rare, and the stigma of incarceration is absent. The conditions created by concentrated poverty and
segregation harm health.19

Living and Working Conditions in Homes and
Communities
Related to and shaped by a community’s economic and
social opportunities are the physical conditions within one’s
home and community. The current study focuses on three
factors shown to have important effects on health: access to
goods and services within one’s community, environmental
exposures, and housing quality and affordability.
Access to goods and services within one’s community
can promote and sustain health. The presence of sidewalks and crosswalks, bike paths, playing fıelds, parks,
shopping accessible on foot, and public transportation—
along with the perception that it is safe to be outside—
contribute substantially to the average amount of regular
physical activity that residents of a neighborhood
achieve.20 –23 Other things being equal, health-promoting
resources are more likely to be found in higher-income
neighborhoods.22,23
A recent review of research examining neighborhood
differences in access to food concluded that residents of
neighborhoods with better access to supermarkets and
other retail outlets with minimally processed foods tend
to eat a healthier diet than their counterparts in neighborhoods with less access to these goods.24 Conversely, the
ready availability of certain products may damage health.
The density of fast food outlets and preponderance of
energy-dense foods in convenience stores and other small
markets has been linked with higher prevalence of obesity
and higher BMI.24 –26 Similarly, liquor stores are more
likely to be located in low-income and more heavily minority communities,27,28 and their greater density is associated with adverse community-level consequences.29 –32
Poorer communities also have higher prevalence of tobacco advertising and accessibility of tobacco products,
which are associated with increased prevalence of smoking.7,33 The accompanying article by Woolf et al.7 depicts
how a community’s commercial environment (what is
advertised, what is for sale) and civic norms (e.g., indoor
www.ajpm-online.net
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smoking bans, use of social media for health promotion)
can support healthier behaviors.
Residential areas across the U.S. are differentially exposed to the effects of 20th century industrial development.17,34 Communities with large concentrations of
low-income and minority residents are especially likely to
be exposed to high concentrations of pollutants and are
less protected by zoning from the siting of dumps and bus
depots and proximity to highways. Children are particularly sensitive to unhealthy conditions in neighborhoods;
even low levels of pollution can increase morbidity and
mortality.35 Lead contamination in the soil and vegetation is prevalent near high-vehicle traffıc areas and
former or existing industrial sites.36 School environments
can be sources of air pollution and asthma triggers due to
school bus exhaust,37 mold, pests, and poor ventilation.38
The majority of school environments are in need of some
repairs or updates to improve safety and decrease harmful exposures, but schools serving predominantly lowincome and minority populations are especially likely to
present health and safety risks.39 Drinking water in
schools may also suffer from lead contamination with
fınancially strapped school systems having few resources
to remedy the problem.40
Homes are the places that touch individuals and families most intimately and directly. Approximately one in
ten poor households nationally live in inadequate housing.41 Hazards in the home may include lead, indoor
allergens (e.g., dust mites, mold), and radon, each of
which has been shown to harm health. Exposures in the
home have been implicated in approximately 40% of
children diagnosed with asthma.42,43 Frequently multiple
health and safety hazards exist in residences, placing families at increased risk for poor health outcomes. Lowincome households may be unable to afford expensive
improvements, and renters may fear retaliation from
their landlords if they report problems or seek to have
them addressed.44
Along with the physical dangers within the home, lack
of housing affordability has been linked to health. In
2007, roughly 40 million Americans spent more than 30%
of their income on housing expenses.41 The fınancial
strain of unaffordable housing has been associated with
decreased spending on health and health care, including
delays in seeking preventive and routine medical care,
medication non-adherence, and increased emergency department utilization.45– 47 High utility bills place an additional burden on lower-income families, forcing tradeoffs among housing, heating, food, medical care, and
other basic needs, and this can undermine children’s
growth and healthy development.48 –52 Further, millions
of families are undergoing foreclosure,53 and the fınancial
strain and emotional stress of the process is associated
January 2011
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with worse health.
Lack of affordable housing is associated with increased prevalence of residential relocation
and mobility, causing a disruption in schooling, health
care, and social networks.56 – 61

Community Strategies and Policy Tools
The previous section documented several sources of
threats to health experienced disproportionately by residents of economically depressed communities and lowincome neighborhoods. This section addresses the “how”
of creating healthier environments through strategic investments, multisector collaborations, introducing novel
interventions in carefully designed and monitored demonstrations, and incorporating information about health
impacts more widely into policy development and
governance.

Investing in Community-Based Prevention
In recommending “healthy community” demonstrations, the commission exhorted both the private and public sectors to pilot replicable models of integrated approaches to community health improvement. Such
demonstrations require the collaboration of a host of
partners including: policy entrepreneurs and program
innovators; voluntary neighborhood associations that
can speak to residents’ priorities and problems; local political leaders who work with their constituents to promote health and well-being; the business community
who not only has a vested interest in a healthy productive
workforce and vital community but also directly shapes
the community’s commercial and physical environments; local and national philanthropies that can take
risks in underwriting innovations that public funding
agencies typically cannot; and state and federal offıcials
who may provide fınancial support and technical assistance (Table 1).
The importance of taking a social-ecologic approach,
as Daniel Stokols has articulated,62,63 to reduce exposures
harmful to health and to establish conditions supportive
of healthful practices is increasingly reflected in public
and private investments.
In 2009 the American Recovery and Reinvestment Act
(ARRA) appropriated $650 million “to carry out
Table 1. Ecologies of health are local
“Every community has an ecology of health—a distinctive
constellation comprising physical structures and spaces;
social relationships, means of transit and patterns of travel;
kinds of work, learning and play; goods and services for sale
or exchange, and a particular distribution of economic resources . . . . [O]pportunities for improving [a community’s
health] emerge from a local configuration of resources and
assets, leadership and priorities.”2
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evidence-based clinical and community-based prevention and wellness strategies . . . that deliver specifıc, measureable health outcomes that address chronic disease
rates.”64 The CDC’s “Communities Putting Prevention to
Work” initiative, which implements this provision of
ARRA, included $373 million in federal funding for
community-level interventions for physical activity, nutrition, tobacco cessation, and obesity prevention with an
additional $76 million allocated for community support
and evaluation; $119 million for grants to states and territories for statewide policy and environmental efforts in
disease prevention and tobacco cessation; and $40 million for a national prevention and media initiative to
launch messaging campaigns and advertisements, amplifıed by engaging national organizations as sponsors.64,65
This emergency legislation was unprecedented in the
magnitude of resources made available for community
prevention programming. The initiative explicitly called
for “statewide policy and environmental change” to leverage state authority to achieve behavioral health
goals.65
The ARRA’s one-time infusion of funding served as an
essential “down payment” on community prevention and
brought broader policy and environmental approaches
into the public health mainstream. In 2010, the Patient
Protection and Affordable Care Act (ACA) further established a federal commitment to community prevention
and wellness, authorizing mandatory spending of $15
billion over 10 years through a Prevention and Public
Health Fund (Section 4002 of ACA).66 As part of its
prevention provisions, ACA authorizes a program of
Community Transformation Grants (Section 4201) to
public agencies and community-based organizations for
implementing, evaluating, and disseminating evidencebased community preventive measures. Following are
lessons drawn from recent collaborative and pilot
projects in community health, with ACA’s new investment opportunities in mind.
First, if economically disadvantaged communities are
to be engaged in population health research and policy
development, they will need technical and material support. Participatory research, systematic inquiry that engages those affected in a collaborative effort to produce
knowledge by taking action and effecting change, offers a
model for enlisting community members as full partners
in novel health-promoting programs and interventions.
Ideally, community-based participatory research (CBPR)
should involve the reciprocal transfer of expertise, shared
decision making, and mutual ownership of the products
of research among researchers and community participants.67,68 Participating in and sharing control of important events affecting their lives might be especially key for
socially disadvantaged individuals, who have few oppor-

tunities to weigh in on such matters and often cannot
prevent undesirable events or bring about good
things.69,70
Second, comprehensive, multisector efforts to reshape
communities inevitably are political and require political
skills to balance potentially competing interests. The Robert
Wood Johnson Foundation Active Living by Design
projects, community initiatives that sought to modify
roads, parks, and recreation facilities to promote physical
activity, illustrate this point. These projects engaged extremely diverse community partners— cyclists, environmentalists, community development and public safety
advocates and offıcials, and public health professionals—
in developing a collective vision and goals for infrastructure investments and redesign.71 Articulating goals and
reconciling priorities of different constituencies to construct an overlapping consensus required political skill on
the part of project directors and the involvement of political leaders as champions. Such projects not only have
economic winners and losers, but also potentially involve
conflicts with respect to other values (e.g., preferences
for additional bike paths versus preferences for a lessdeveloped nature preserve).71
Third, community foundations can spearhead local
initiatives that address health from different angles, reflecting their historical missions, such as child and family
well-being, housing, education, and economic development as well as health. Affınity groups such as the Council
of Foundations, Grantmakers for Children, Youth and
Families, and Grantmakers in Health have emphasized
the importance of joint efforts among funders for the
greatest impact—and to avoid redundancy—in their
community investments. Private sector funders can also
play a crucial role as conveners of public sector and other
private organizations, attempting to leverage public dollars to support innovative practices.
A recent initiative by the Council on Foundations is an
example of such leveraging. The council’s Green and
Healthy Homes Initiative (GHHI), inspired by the influx
of weatherization funding from ARRA,72 seeks to integrate the “greening” of buildings (energy effıciency retrofıts such as insulation and caulking) with healthy housing
interventions (lead abatement, mold removal, and ventilation).73 With leadership from the Annie E. Casey Foundation and the Coalition to End Childhood Lead Poisoning (CECLP), the Council of Foundations has enlisted
private funders in nine communities in this initiative to
demonstrate how the resources of several federal housing
intervention programs can be effıciently applied to
achieve multiple objectives (Table 2).74
Fourth, the involvement of employers and business
leaders in community health initiatives can be cultivated
with small investments. With the support of the CDC and
www.ajpm-online.net
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Table 2. Baltimore’s Green and Healthy Housing
Initiative pilot project
In Baltimore MD, the 450-unit GHHI pilot project is serving as
a national and local learning network. Services include an
energy audit, a healthy homes assessment, a lead hazard risk
assessment, indoor allergen testing, and follow-up with integrated remediations, counseling and education as needed.74
Preliminary results indicate that the use of urgent care for
children’s asthma and other respiratory problems has diminished and that providing comprehensive assessment and
integrated remediations of lead hazards, moisture and mold,
safety hazards, and energy efficiency retrofits are less costly
than they would be if provided separately (G. Wesley Stewart,
CECLP, personal communication 2010).

in partnership with National Association of City and
County Health Offıcers (NACCHO) and the Association
of State and Territorial Health Offıcers (ASTHO), in 2009
the National Business Coalition on Health (NBCH)
launched an ongoing effort to develop and sustain Community Health Partnerships (CHPs).75 CHPs are collaborations between local business-led coalitions and public
health offıcials with the goal of improving community
health by taking employers’ wellness efforts beyond the
workplace. To stimulate the growth of such collaborations,
the following year the CHP project awarded seed grants to
seven communities to promote potentially replicable,
evidence-based initiatives through a diverse range of approaches and local applicants.76 NBCH provides technical
assistance to the local collaborations and facilitates
information-sharing among the local grantees. Measuring
the return on investment for these initiatives— both their
direct effect on employees as well as indirect effects on the
community—may further the business case for these efforts.
Last, one of the perils of community demonstration
projects, which are often initiated by researchers or universities with no more than 3–5 years of grant support, is
that the interventions disappear at the end of the funding
cycle, leaving community partners and participants feeling let down and even used. Cultivating a large and diverse set of partners, including revenue sources for services, and explicitly addressing the issue of sustaining a
project past its initial period early on is a prerequisite of
some funders for investment. The Bounce Learning Network, established by the Buffett Early Childhood Fund in
collaboration with other philanthropies, has stressed fınancial planning for the longer term (www.educare.org).
It requires that the local community board of directors,
with whom the network collaborates to early childhood
development and family services centers in low-income is
communities, fırst devise a business plan to cover operational costs (Head Start grants, child care subsidies, or
other private sources of funds) before the network commits capital funds for the facility.6 Ensuring sustainability
at the outset, however, may be especially challenging for
January 2011
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new and unproven projects and in the current economic
climate. It may also be an insurmountable challenge for
many economically stressed communities, where the
greatest need for such programs is likely to exist.
Another strategy for securing ongoing support for
place-based demonstrations is to engage community development fınancial institutions (CDFIs).77 This is the
model on which the Pennsylvania Fresh Food Financing
Initiative was built, with the participation of The Reinvestment Fund (a regional CDFI). The initiative establishes full-service supermarkets in economically disadvantaged communities with private capital. It has been
replicated by several other states and cities, and served as
the model for the Obama Administration’s Healthy Food
Financing Initiative, a $400 million program involving
three federal departments: HHS, the USDA, and the
Treasury.2,78

Tools and Strategies for Building Health into
Policies and Programs
In addition to drawing on the expertise and perspectives
of a diverse group of stakeholders to address healthrelated issues facing communities, public and private
leaders need better information and incentives to make
health-wise policy decisions and investments. Community health cannot remain the exclusive province of public health agencies; general government, urban and regional planning agencies, and the private sector have
critical parts to play. Several initiatives at the national
level suggest progress toward these ends, including an
effort recently begun to integrate and develop common
standards for housing interventions.
A new analytic framework, health impact assessment
(HIA), has emerged in public health practice to inform
local and regional decision makers about the potential
health consequences—positive and negative— of their
actions. HIAs are “a combination of procedures, methods, and tools by which a policy, program, or project may
be judged as to its potential effects on the health of a
population, and the distribution of those effects within
the population.”79 While HIAs have been adopted more
widely in Europe and other English-speaking developed
nations over the past two decades, in recent years its use
by some local U.S. public health agencies and other
groups has grown.80,81 Last year the Robert Wood Johnson Foundation and Pew Charitable Trusts launched a
capacity-building program to support the development
and application of HIAs at local, regional, and national
levels.82
In the fırst step of an HIA, policies are screened for
their potential to affect health. These policies are broadly
conceived and frequently include land use and zoning
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and transportation decisions. Next, the health impacts
are scoped, determining which health impacts to consider. Practitioners frequently include direct and indirect
effects among different populations. By examining the
distribution of effects among population subgroups,
HIAs attempt to understand the potential impact of policies on health disparities. After the assessment is performed, critical steps include communicating the results
to policymakers and evaluating whether the HIA influenced decision-making.83 As noted by two of the leading
U.S. developers and proponents, the HIA is a “new application and consolidation of existing analytic, decisionsupport, and communication tools,” not an entirely novel
methodology.84 Because HIAs typically need to be performed in an expedited fashion in order to affect public
and private decision-making, they frequently rely on existing literature on health. Thus, HIA practitioners need a
strong evidence base to draw on.
In addition to acquiring better information on potential health impacts of policies and investments prospectively, aligning the goals and standards employed by
agencies with similar missions also may improve the effectiveness and effıciency of health-related interventions.
As suggested by the Baltimore GHHI pilot project described in Table 2, integrating the interventions typically
provided separately by several categoric housing and energy programs can cost less and result in better health
outcomes.
One example of a national initiative working to promote integrated approaches to housing-related problems
is led by U.S. Department of Housing and Urban Development (HUD). A program makes grants to nonprofıt
and government agencies for demonstrations, technical
studies, and capacity building in integrated approaches to
abating housing-related hazards, including mold, lead,
asthma triggers, burn and fıre risks, carbon monoxide,
pesticides, and radon (www.hud.gov/offıces/lead/hhi). In
2009 HUD and USDHHS coordinated release of the
HUD Healthy Homes Strategic Plan and the Surgeon
General’s Call to Action to Promote Healthy Homes.85
The joint press event is notable for stressing the need for
collaborations, including the enlistment of private sector
partners, in pursuing disease and injury prevention in
homes.86 A related federal collaboration with a potentially substantial impact on reducing health hazards in
homes is an interagency working group including HUD,
USDHHS (the CDC and the Surgeon General’s Offıce),
and the Department of Energy’s Offıce of Weatherization, which has been tasked with developing a common
Healthy Homes standard to serve as a minimum scope of
work for housing repairs and improvements across federal agencies and programs.87

The Need for Better Information for
Policy Choices
As Adler noted in 2003, when the Task Force on Community Preventive Services issued its report on communitybased strategies to improve population health and reduce
health disparities, the evidence base for many of the
promising approaches discussed in the report was
weak.88 In a separate article in this supplement, Braveman and colleagues conclude that this remains true today.89 The commission emphasized the importance of
better monitoring of population health, at a more disaggregated level, both by geography and by income class,
race, and ethnicity, to facilitate ongoing assessment of
program and environmental impacts.2
For responsible investment of scarce resources for
competing needs, sponsors of pilots and demonstration
projects should provide for an evaluation component at
the outset of the project. In addition, policymakers and
research agencies should be alert to opportunities to assess policy changes and interventions that emerge as natural experiments. For example, if there is lottery assignment for receipt of benefıt or phased implementation by
location or state-level variations, conclusions about probable causal connections can be drawn with somewhat less
worry about unmeasured covariates than in observational studies that do not have such a quasi-experimental
design.88,90 Finally, policymakers should consider using
approaches developed by social scientists, such as Bayesian analysis,91 that better suit the nature of the information available for assessing community-based and
population-wide interventions and impacts instead of
judging social policy research by the design standards
applied to biomedical and clinical research.89,92

Conclusion
The features of neighborhoods vary in systematic ways
that affect their residents’ health. Parks, green spaces and
recreational facilities, high-quality schools, competitively
priced supermarkets and other commercial services, and
zoning that keeps industrial sites and pollutants at a distance from residential areas contribute to an environment that is conducive to the achievement and maintenance of good health. These local assets reduce adverse
environmental exposures, promote opportunities for
self-development, and allow individuals and families to
engage in health-promoting activities. Such amenities are
typical of wealthier neighborhoods and municipalities;
they are infrequently found in the neighborhoods in
which many minority and low-income Americans (and
disproportionately children) live. If every community is
to enjoy conditions that are safe and support healthful
living, population health must be the business of general
www.ajpm-online.net
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government and not merely the concern of public health
agencies and the medical care enterprise. Businesses and
voluntary organizations, including philanthropies and
community groups, are essential partners.
The commission proposed several general strategies
for achieving healthier communities. In this discussion
the authors identifıed some specifıc steps to realize this
vision and also work that remains unfınished. There is
evidence than many public- and private-sector decision
makers are increasingly receptive to the need for greater
attention to population health impacts in the domains of
community design, commercial development, and housing policy. The challenge of achieving greater integration
and harmonization of efforts across multiple public agencies and private initiatives should not be underestimated.
Neither, however, should researchers shy away from this
vital work.
This work was supported by the Robert Wood Johnson Foundation and the Department of Health Policy, George Washington University School of Public Health and Health Services. We
thank Shiriki Kumanyika for her thoughtful comments on early
drafts, three anonymous reviewers for their cogent comments
and helpful advice, and Fraser Rothenberg Byrne and Puya
Jafari for research assistance. We would also like to recognize
the research contributions of Catherine Cubbin, Veronica Pedregon, Susan Egerter, Paula Braveman, Tabashir SadeghNobari, and Mercedes Dekker, co-authors with Craig Pollack of
the Commission issue briefs Neighborhoods and Health and
Housing and Health, and of Saqi Maleque Cho, co-editor of
Beyond Health Care: New Directions to a Healthier America.
No fınancial disclosures were reported by the authors of this
paper.
Publication of this article was supported by the Robert Wood
Johnson Foundation and the Department of Health Policy,
George Washington University School of Public Health and
Health Services, as part of a supplement to the American Journal of Preventive Medicine (Am J Prev Med 2011;40[1S1]).

References
1. Lavizzo-Mourey R, Williams DR. Strong medicine for a healthier
America: introduction. Am J Prev Med 2011;40(1S1):S1–S3.
2. Miller W, Simon P, Maleque S, eds. Beyond health care: new directions
to a healthier America, 2009. Washington DC: The Robert Wood
Johnson Commission to Build a Healthier America, 2009. www.
commissiononhealth.org/Report.aspx?Publication⫽64498.
3. Braveman P, Egerter S. Overcoming obstacles to health. Princeton NJ: Robert
Wood Johnson Foundation, 2008. www.commissiononhealth.
org/Report.aspx?Publication⫽26244.
4. Pollack C, Egerter S, Sadegh-Nobari T, Dekker M. Issue brief 2: housing and health. Robert Wood Johnson Foundation Commission to
Build a Healthier America. www.commissiononhealth.org.

January 2011

S55

5. Cubbin C, Pedregon V, Egerter S, Braveman P. Issue brief 3: neighborhoods and health. Robert Wood Johnson Foundation Commission to
Build a Healthier America. www.commissiononhealth.org.
6. Miller WD, Sadegh-Nobari T, Lillie-Blanton M. Healthy starts for all:
policy prescriptions. Am J Prev Med 2011;40(1S1):S19 –S37.
7. Woolf SH, Dekker MM, Byrne FR, Miller WD. Citizen-centered health
promotion: building collaborations to facilitate healthy living. Am J
Prev Med 2011;40(1S1):S38 –S47.
8. Braveman PA, Egerter SA, Mockenhaupt RE. Broadening the focus: the
need to address the social determinants of health. Am J Prev Med
2011;40(1S1):S4 –S18.
9. Marmot MG, Smith GD, Stansfeld S, et al. Health inequalities
among British civil servants: the Whitehall II study. Lancet
1991;337(8754):1387–93.
10. Kawachi I, Adler N, Dow W. Money, schooling, and health: mechanisms and causal evidence. Ann NY Acad Sci 2010;1186(1):56 – 68.
11. Powell J. Expert remedial report in Thompson v. HUD. Columbus OH:
Kirwan Institute for the Study of Race and Ethnicity, 2005.
12. Acevedo-Garcia D, Osypuk TL, McArdle N, Williams DR. Toward a
policy-relevant analysis of geographic and racial/ethnic disparities in
child health. Health Affairs 2008;27(2):321–33.
13. Sampson RJ. How do communities undergird or undermine human
development? Relevant contexts and social mechanisms. In: Booth A,
Crouter N, eds. Does it take a village? Community effects on children,
adolescents, and families. Mahwah NJ: Lawrence Erlbaum, 2001.
14. Sampson RJ. Neighborhood-level context and health: lessons from
sociology. In: Kawachi I, Berkman L, eds. Neighborhoods and health.
New York NY: Oxford University Press, 2003.
15. Ross CE, Mirowsky J. Neighborhood disadvantage, disorder, and
health. J Health Soc Behav 2001;42(3):258 –76.
16. Diez Roux AV, Mair C. Neighborhoods and health. Ann NY Acad Sci
2010;1186(1):125– 45.
17. Williams DR, Collins C. Racial residential segregation: a fundamental
cause of racial disparities in health. Public Health Rep 2001;116(5):
404 –16.
18. Massey DS. Segregation and stratifıcation: a biosocial perspective. Du
Bois Review 2004;1(1):7–25.
19. Kramer MR, Hogue CR. Is segregation bad for your health? Epidemiol
Rev 2009;31(1):178 –94.
20. Sallis JF, Bowles HR, Bauman A, et al. Neighborhood environments
and physical activity among adults in 11 countries. Am J Prev Med
2009;36(6):484 –90.
21. Rodriquez DA, Evenson KR, Diez Roux AV, Brines SJ. Land use,
residential density, and walking: the multi-ethnic study of atherosclerosis. Am J Prev Med 2009;37(5):397– 404.
22. Wen M, Kandula NR, Lauderdale DS. Walking for transportation or
leisure: what difference does the neighborhood make? J Gen Intern
Med 2007;22(2):1674 – 80.
23. Heath GW, Brownson RC, Kruger J, et al. The effectiveness of urban
design and land use and transport policies and practices to increase
physical activity: a systematic review. J Phys Act Health 2006;3(1S):
S55–S76.
24. Larson NI, Story MT, Nelson MC. Neighborhood environments: disparities in access to health foods in the U.S. Am J Prev Med 2009;39(1):
74 – 81.
25. Morland KB, Evenson KR. Obesity prevalence and the local food environment. Health Place 2009;15(2):491–5.
26. Rose D, Hutchinson PL, Bodor JN, et al. Neighborhood food environments and body mass index: the importance of in-store contents. Am J
Prev Med 2009;37(3):214 –9.
27. Pollack CE, Cubbin C, Ahn D, Winkleby M. Neighbourhood deprivation and alcohol consumption: does the availability of alcohol play a
role? Int J Epidemiol 2005;34:772– 80.
28. Romley JA, Cohen D, Ringel J, Sturm R. Alcohol and environmental
justice: the density of liquor stores and bars in urban neighborhoods in
the U.S. J Stud Alcohol Drugs 2007;68:48 –55.

S56

Miller et al / Am J Prev Med 2011;40(1S1):S48 –S57

29. Scribner RA, MacKinnon DP, Dwyer JH. Alcohol outlet density and
motor vehicle crashes in Los Angeles County cities. J Stud Alcohol
1994;55:447–53.
30. Scribner RA, MacKinnon DP, Dwyer JH. The risk of assaultitive violence and alcohol availability in Los Angeles County. Am J Public
Health 1995;85:335– 40.
31. Scribner R, Cohen DA, Kaplan S, Allen SH. Alcohol availability and
homicide in New Orleans: conceptual considerations for small area
analysis of the effect of alcohol outlet density. J Stud Alcohol 1999;60:
310 – 6.
32. Treno AJ, Johnson FW, Remer LG, Gruenewald PJ. The impact of
outlet densities on alcohol-related crashes: a spatial panel approach.
Accident Anal Prev 2007;39:894 –901.
33. Chuang Y, Cubbin C, Ahn D, Winkleby MA. Effects of neighbourhood
socioeconomic status and convenience store concentration on individual level smoking. Tob Control 2005;14(5):337.
34. Brown P. Race, class, and environmental health: a review and systematization of the literature. Environ Res 1995;69(1):15–30.
35. Bates DV. The effects of air pollution on children. Environ Health
Perspect 1995;103(6S):S49 –S53.
36. Goldsmith CD, Scanlon PF, Pirie WR. Lead concentrations in soil and
vegetation associated with highways of different traffıc densities. Bull
Environ Contam Toxicol 1976;16(1):66 –70.
37. U.S. Environmental Protection Agency (EPA). What you should know
about diesel exhaust and school bus idling. Washington DC: EPA,
2003. www.epa.gov/dieselretrofıt/documents/f03021.pdf.
38. Amr S, Bollinger M, Myers M, et al. Environmental allergens and
asthma in urban elementary schools. Ann Allergy Asthma Immunol
2003;90(1):34 – 40.
39. American Lung Association. Urban air pollution and health inequities:
a workshop report. Environ Health Perspect 2001;109(3S):357–74.
40. U.S. General Accounting Offıce (GAO). School facilities: condition of
America’s schools. Washington DC: GAO, 1995.
41. Joint Center for Housing Studies of Harvard University. The state of
the nation’s housing. Cambridge MA: Harvard, 2009.
42. Lanphear BP, Aligne CA, Auinger P, Weitzman M, Byrd RS. Residential exposures associated with asthma in U.S. children. Pediatrics 2001;
107(3):505–11.
43. Lanphear BP, Kahn RS, Berger O, Auinger P, Bortnick SM , Nahhas
RW. Contribution of residential exposures to asthma in U.S. children
and adolescents. Pediatrics 2001;107(6):e98.
44. Krieger JK, Takaro TK, Allen C, et al. The Seattle-King county healthy
homes project: implementation of a comprehensive approach to improving indoor environmental quality for low-income children with
asthma. Environ Health Perspect 2002;111(2S):311–22.
45. Kushel MB, Gupta R, Gee L, Haas JS. Housing instability and food
insecurity as barriers to health care among low-income Americans.
J Gen Intern Med 2006;21(1):71–7.
46. Ma CT, Gee L, Kushel MB. Associations between housing instability
and food insecurity with health care access in low-income children.
Acad Pediatr 2008;8(1):50 –7.
47. Pollack CE, Griffın BA, Lynch J. Housing affordability and health
among homeowners and renters. Am J Prev Med 2010;39(6):515–21.
48. National Energy Assistance Director’s Association (NEADA). 2005
National energy assistance survey fınal report. Washington DC:
NEADA, 2005.
49. Pell JP, Cobbe SM. Seasonal variations in coronary heart disease. QJM
1999;92(12):689 –96.
50. Istre G, McCoy M, Osborn L, Barnard JJ, Bolton A. Deaths and injuries
from house fıres. N Engl J Med 2001;344(25):1911– 6.
51. Meyers A, Cutts D, Frank DA, et al. Subsidized housing and children’s
nutritional status: data from a multisite surveillance study. Arch Pediatr Adolesc Med 2005;159(6):551– 6.
52. Frank DA, Neault NB, Skalicky A, et al. Heat or eat: the low-income home
energy assistance program and nutritional and health risks among children less than 3 years of age. Pediatrics 2006;118(5):e1293– e1302.

53. Realtytrac. Foreclosure activity increases 4 percent in third quarter, October 14, 2010. www.realtytrac.com/content/press-releases/
q3-2010-and-september-2010-forclosure-reports-6108.
54. Bennett GG, Sharoun-Lee M, Tucker-Seeley R. Will the public’s health
fall victim to the home foreclosure epidemic? PLoS Med 2009;6(6):1–5.
55. Pollack CE, Lynch J. Health status of people undergoing foreclosure in
the Philadelphia region. Am J Public Health 2009;99(10):1833–9.
56. Coulton C, Theodos B, Turner MA. Family mobility and neighborhood
change: new evidence and implications for community initiatives.
Washington DC: The Urban Institute, 2009.
57. Haveman R, Wolfe B, Spaulding J. Childhood events and circumstances influencing high school completion. Demography 1991;28(1):
133–57.
58. Green RK, White MJ. Measuring the benefıts of homeowning: effects
on children. J Urban Econ 1997;41(3):441– 61.
59. Haurin DR, Parcel TL, Haurin RJ. Does homeownership affect child
outcomes? Real Estate Econ 2002;30(4):635– 66.
60. Aaronson D. A note on the benefıts of homeownership. J Urban Econ
2000;47(3):356 – 69.
61. Jelleyman T, Spencer N. Residential mobility in childhood and health
outcomes: a systematic review. J Epidemiol Community Health 2008;
62(7):584 –92.
62. Stokols D. Establishing and maintaining healthy environments:
toward a social ecology of health promotion. Am Psychologist
1992;47(1):6 –22.
63. Stokols D. Translating social ecological theory into guidelines for
community health promotion. Am J Health Promot 1996;10(4):
282–98.
64. CDC. Recovery act communities putting prevention to work. Atlanta
GA: CDC, 2010. www.cdc.gov/chronicdisease/recovery.
65. USDHHS. February 5, 2010 news release: more than $119 million
awarded to states and territories. Washington DC: USDHHS, 2010.
www.hhs.gov/news/press/2010press/02/20100205a.html.
66. U.S. House of Representatives. Compilation of Patient Protection and
Affordable Care Act. May 2010. Washington DC. http://docs.house.
gov/energycommerce/ppacaon.pdf.
67. Agency for Healthcare Research and Quality (AHRQ). Communitybased participatory research: assessing the evidence, evidence report/
technology assessment number 99. Washington DC: AHRQ, 2004.
68. Cargo M, Mercer SL. The value and challenges of participatory research: strengthening its practice. Annu Rev Public Health 2008;29:
325–50.
69. Syme SL. Social determinants of health: the community as an empowered partner. Prev Chronic Dis 2004;1(1):1–5. www.cdc.gov/pcd/
issues/2004/jan/03_0001.htm.
70. Syme SL, Ritterman ML. The importance of community development
for health and well-being. Community Development Investment Review 2009;5(3):1–13.
71. Kraft MK, Brown LD. Active living by design as a political project. Am J
Prev Med 2009;39(2S):S453–S454.
72. U.S. Department of Energy (DOE). DOE weatherization assistance
program: 2009 recovery act and weatherization funding. Washington
DC: DOE, 2010. apps1.eere.energy.gov/weatherization/recovery_act.
cfm.
73. Council on Foundations. Green and healthy housing initiative: a draft
proposal for an ARRA inter-agency collaboration. www.cof.org/fıles/
Bamboo/programsandservices/pgc/GHHIDraftARRA.pdf.
74. Coalition to End Childhood Lead Poisoning. Green and healthy
homes initiative. 2010. Baltimore MD: Coalition to End Childhood
Lead Poisoning.
75. National Business Coalition on Health (NBCH). Community Coalitions Health Institute. www.nbch.org/cchi.
76. NBCH. Community health partnership seed grant program. www.
nbch.org/index.asp?bid⫽352&RequestBinary⫽True.

www.ajpm-online.net

Miller et al / Am J Prev Med 2011;40(1S1):S48 –S57
77. Richter L. Prescription for health communities: community development fınance. Community Development Investment Review 2009;
5(3):14 – 42.
78. USDHHS. February 19, 2010 news release: Obama administration
details healthy food fınancing initiative. Washington DC: USDHHS,
2010. www.hhs.gov/news/press/2010press/02/20100219a.html.
79. European Centre for Health Policy. Health impact assessment: main
concepts and suggested approach, Gothenburg consensus paper.
WHO Regional Offıce for Europe, 1999. Brussels, Belgium.
www.hiaconnect.edu.au/fıles/Gothenburg_Consensus_Paper.pdf.
80. Dannenberg AL, Bhatia R, Cole BL, Heaton SK, Feldman JD, Rutt CD.
Use of health impact assessment in the U.S.: 27 case studies, 1999 –
2007. Am J Prev Med 2008;34(3):241–56.
81. Collins J, Koplan JP. Health impact assessment: a step toward health in
all policies. JAMA 2009;302(3):315.
82. Health Impact Project. A collaboration of the Robert Wood Johnson Foundation and the Pew Charitable Trusts. www.healthimpactproject.org/.
83. National Center for Environmental Health. Health impact assessment.
Atlanta GA: CDC, 2010. www.cdc.gov/healthyplaces/hia.htm.
84. Cole BL, Fielding J. Building health impact assessment (HIA) capacity:
a strategy for congress and government agencies, a prevention policy
paper commissioned by partnership for prevention. Washington DC;
Partnership for Prevention, 2008.

85. USDHHS. The surgeon general’s call to action to promote healthy
homes. Washington DC: USDHHS, Offıce of the Surgeon General,
2009.
86. Offıce of Healthy Homes and Lead Hazard Control. Leading our nation
to healthier homes: the healthy homes strategic plan. Washington DC:
U.S. Department of Housing and Urban Development, 2009.
87. National Safe and Healthy Housing Coalition. Coalition meeting summary, January 26, 2010. www.nchh.org/Policy/National-Safe-andHealthy-Housing-Coalition/Coalition-Meetings.aspx.
88. Adler NE. Community preventive services: do we know what we need
to know to improve health and reduce disparities? Am J Prev Med
2003;24(3S):10 –1.
89. Braveman PA, Egerter SA, Woolf SH, Marks JS. When do we know
enough to recommend action on the social determinants of health?
Am J Prev Med 2011;40(1S1):S58 –S66.
90. Lantz PM, Lichtenstein RL, Pollack HA. Health policy approaches to
population health: the limits of medicalization. Health Affairs 2007;
26(5):1253–7.
91. Dow WH, Schoeni RF, Adler NE, Stewart J. Evaluating the evidence
base: policies and interventions to address socioeconomic status gradients in health. Ann NY Acad Sci 2010;1186(1):240 –51.
92. Krieger J. Home visits for asthma: we cannot afford to wait any longer.
Arch Pediatr Adolesc Med 2009;163(3):279 – 82.

Did you know?
According to the 2009 Journal Citation Reports®, published by Thomson Reuters,
the 2009 impact factor for the American Journal of Preventive Medicine is 4.235.

January 2011

S57

