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    This book is dedicated to marginalized communities around the globe, to those engaged in the struggle for equity and social justice, and to those who advocate for them.
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    Foreword
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    Not since Jane Jacobs’ publication of The Death and Life of American Cities has there been such interest, ferment, focus, and analysis of the physical and social dynamics of cities in the United States and globally.


    Three forces have combined to elevate the interest and focus on global urban contexts. First, globalization itself, particularly the forces of economic globalization, has created new classes of haves and have nots in cities and across the international landscape. Second, and relatedly, the scale and consequence of natural and man-made shocks have grown, and increasingly spilled over traditional urban or country borders. The best example is climate change, though the global recession effects documented in this book are equally compelling. Third, the speed and accessibility of information flows have created new awareness and cognizance of the plight of urban residents in different contexts and in response to disasters and shocks. When disaster strikes in the Lower Ninth Ward of New Orleans, it is seen globally; when mass incidents occur in China, they are discussed globally. In the flows of social science as well, there is increased awareness of the challenges and research that crosses borders and contexts. Comparative social science has more and more currency in academic, program, and policy settings.


    Urban Ills provides a remarkable mosaic of these forces. At the micro level, we learn of the effects of foreclosures, rent control, public housing transformation, environmental degradation, natural disasters, and other influences on households, jobs, and urban life in particular neighborhoods of particular cities. At the meso level, the authors in this collection trace the effects of such broad forces as immigration, human trafficking, the spatial and geographical remapping of cities and suburbs on economic security, health, mental health, and other human outcomes. Finally, the book provides a modern reinterpretation of the human consequences of urban environments and urban change. The “outcome measures” of global urban change in this volume range from the traditional material measures, to new and expansive measures of health, mental health, marginalization, inequality, and social identity. These chapters do not spare any of the hard issues of race, discrimination, and exploitation that are at the core of so much hardship and disadvantage faced by urban residents.


    Perhaps an unintended consequence of assembling this variety of geographies, disciplines, and topics is the stock of innovative ideas about interventions that are either described or triggered by these analyses. Workplace rules, regional planning, utilization of churches, racial practices of schools, are all practical implications that come out of a reading of these chapters. In effect, this collection provides a very provocative modern toolkit—or at least the elements of such a toolkit—for urban, policy, and institutional design.


    The temptation in reading Urban Ills is to go to one’s academic comfort zone. If you are an economist, you are tempted to just read the chapters on economic cause and effect of urban ills; if you are a public health professional, you might read the chapters on HIV or cardiovascular outcomes. To read this collection this selectively, however, would be a big mistake. The huge value of this collection is its breadth, interconnections across contexts and problems, and multiple disciplines. The intellectual ambitions and breadth that the editors have brought to this collection is extraordinary, it would be a shame to miss this larger contribution to understanding urban problems and solutions by picking and choosing chapters.


    In Urban Ills, we have both extraordinary social diagnoses, but also a stock of ideas and insights for thinking afresh about solutions to the global human challenges of urban residents.


    Edward F. Lawlor is Dean and William E. Gordon Distinguished Professor, George Warren Brown School of Social Work, and Founding Director of the Institute for Public Health, Washington University in St. Louis.

  


  
    Preface


    Carol Camp Yeakey, Vetta L. Sanders Thompson, and Anjanette Wells

  


  
    Utilizing the ecological approach with investigative studies based on original research, Urban Ills: Twenty-First-Century Complexities of Urban Living in Global Contexts is divided into two volumes. Volume One focuses on the economic impact on urban life and the social realities of urban living. Volume Two is devoted to urban health and urban communities and their neighborhood dynamics. Reading both volumes brings the discussion and challenges of urban living in the twenty-first century full circle. It is the rich combination of interdisciplinary research in global settings which gives both volumes their credibility and authenticity.


    In Volume Two, we delve even more deeply into the ecological fact that “place matters,” that the neighborhoods and communities in which one resides have dire consequences and influence on almost every aspect of life and living, throughout one’s life course. Some might believe that the greatest strength of cities is found in the downtown areas with their magnificent skyscrapers, art collections, museums, tourist attractions, and expensive high-rise condominium living for the wealthy. However, more conventional wisdom suggests that cities derive much of their strength, vitality and cultural richness from the diverse neighborhoods and communities of which they are made. Those residents who live in distressed neighborhoods, who have little or no stake in their communities, who suffer from urban marginality, struggle feverishly without an opportunity for advancement and social mobility. As a consequence, problems related to poverty, health, housing, crime, joblessness, racism, racial isolation, underachievement, challenges of the “new economy” and hopelessness become all the more intransigent, more difficult to address. As one writer so aptly put it, investing in cities and communities requires more than concern about the self-interest and the rate of return of corporate investors and shareholders (Mainwaring, 2011). Stakeholders, the citizens of the communities, the residents of the neighborhoods, and those who care about the entire city and the environment must have their concerns addressed as well. Throughout both volumes, the symmetry between national and global concerns has never been more transparent. While globalism reveals the economic interdependence of nation states, we see in our chapters the striking similarity and interconnectedness of many of the social, political and economic dilemmas of our sister nation states, as well.


    In tandem, the volumes in Urban Ills reflect the extent to which established social science researchers, across the globe, have rejected traditional assumptions and forged new boundaries and the extent to which serious scholars are searching for answers to many of the twenty-first-century complexities of urban living in global contexts. Urban Ills is important reading not simply for its answers, but for its beginnings. Together, both volumes represent the beginning of serious dialogue, raise critical questions and challenge basic assumptions which are deserving of public debate and resolve, if we are to evolve into more just and humane societies across the globe.


    The Editors


    Reference


    Mainwaring, S. (2011). We First. New York: Palgrave Macmillan.
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    Place Matters


    Contextualizing Health Using a Social Determinants Model


    Will J. Ross

  


  
    A just peace includes not only civil and political rights—it must encompass economic security and opportunity. For true peace is not just freedom from fear, but freedom from want . . . the absence of hope can rot a society from within.


    President Barack Obama, excerpted from his Nobel Prize lecture, December 10, 2009


    During a trip to St. Vincent, West Indies, in 1987 as a medical resident at Vanderbilt Medical Center, I was astonished to come across a village where at least a quarter of children ages twelve to eighteen had high blood pressure, defined as greater than the 95 percentile for the child’s age, sex and weight. Rather naively, I attributed the findings to a familial clustering of single genes associated with hypertension.


    As I began a renal research fellowship at Washington University School of Medicine, I focused my efforts on identifying one putative gene associated with hypertension, the sodium-hydrogen exchanger. Although I was frustrated after a two-year investigation yielded negative results, I should have known better—there are very few monogenetic causes of hypertension. We now appreciate that hypertension is a polygenetic disorder, and that the genes contributing to hypertension are heavily influenced by environmental factors such as stress, diet, working conditions, toxic wastes, and more through a process called epigenetics. Epigenetic mechanisms such as DNA methylation, histone acetylation, and RNA interference, and their effects in gene activation and inactivation, serve to record developmental and environmental cues (Riddihough & Zahn, 2010).


    According to David Barker, hypertension and cardiovascular disease may be linked to upstream social factors such as maternal malnutrition contributing to low birth weight due to the developmental plasticity of the human fetus (Barker, 1995). The fetus responds by switching on genes that improves its ability to preserve brain development while using energy more efficiently; several genes that are turned on in-utero may subsequently predispose the fetus to hypertension, diabetes and cardiovascular disease as a child or an adult. An issue that I did not fully appreciate at the time was that the majority of the children pictured with me in St. Vincent were low birth weight infants.


    At the risk of sounding petulant, I sulked for a while, but soon realized it was in the best interest of the children of St. Vincent to instead place more time and emphasis on investigating the upstream social determinants of health as the root cause of their hypertension. Social determinants, e.g., poverty, social exclusion, poor housing, poor health systems, and low educational attainment are the main causes of poor health (World Health Organization Commission on Social Determinants, 2008). They certainly characterize the conditions in which the children lived in St. Vincent, West Indies, and in the United States are the main contributors to the thirty-year gain in life expectancy since 1900. Likewise, they explain the difficulty in providing comprehensive care to a large number of patients trying to wedge through this country’s health care safety net. Consider the following case:


    SH is a forty-five-year-old African American female with hypertension, advanced chronic kidney disease, and poly-substance abuse. She uses cocaine and marijuana and has a long history of alcohol abuse. She also smokes half a pack of cigarettes daily. Her history of drug use dates back to when she was a teenager. She has undergone numerous evaluations for chemical dependency without success. She smoked cocaine as recently as last month. She reports increasing weight gain over the past two years and was recently diagnosed with Type II diabetes mellitus. She acknowledges difficulty adhering to a diabetic diet due to an inability in finding affordable fresh produce. She has a history of Hepatitis C but is HIV negative. Her blood pressure has been uncontrolled over the past six months; however, she denies non-adherence with medications. She has been admitted to the hospital for hypertensive emergency four times over the past three months.


    She is a divorced mother of five children with a high school education. She was formerly employed as a waitress but is now unemployed and uninsured. She lived with her grandmother after her divorce. She admitted that during times of increased stress she increased her cocaine use and engaged in unprotected sex with multiple partners. Upon questioning she confided a history of early childhood abuse, but she did not desire to offer details. During her visit she is noted to be an anxious but pleasant, overweight female. Her blood pressure was markedly elevated at 240/138, and her heart rate was 120. She had no abnormalities on the physical exam. Her creatinine is elevated at 4.2 mg/dl, and her serum glucose is elevated at 288 mg/dl.


    This case, far from being an outlier, is quite typical of those I see in my Renal Specialty Clinic at the Washington University School of Medicine. I was the vice president of Medical Affairs of the last public hospital in St. Louis, St. Louis Regional Medical Center, when it closed in 1997. Afterward, many of the hospital’s clients sought care at the Washington University Medical Center. I guess I was the default physician for Regional Hospital referrals, given my long-standing connection with the former institution. A number of these patients lived in North St. Louis, the predominantly African American part of town. North St. Louis, like many inner city, economically depressed communities, is characterized by low socioeconomic status and high income inequality, high maternal child risk, high sexual risks, increased mortality and reduced life expectancy, and poor health care access indicators. (RHC 2003, North St. Louis Health Study, 2008). Public Health interventions with any likelihood of success will have to address the myriad social factors that are manifest in these communities.


    How Do We Define Social Determinants?


    The World Health Organization defines the social determinants of health as: “the conditions in which people are born, grow, live, work and age, including the health system. These circumstances are shaped by the distribution of money, power and resources at global, national and local levels, which are themselves influenced by policy choices. The social determinants of health are mostly responsible for health inequities—the unfair and avoidable differences in health status seen within and between countries” (Marmot, 2008). A more pragmatic definition is offered by James (James, 2002, p. 32): “Life-enhancing resources, such as food supply, housing, economic and social relationships, transportation, education and health care, whose distribution across populations effectively determines length and quality of life.” Social determinants posit, in essence, that place matters. Those places are distinguished by the distribution of resources to a stable physical, social and built environment.


    
      [image: 16.1.tif]


      
        Figure 16.1. Place Matters.


        Reprinted with permission. PolicyLink. http://www.policylink.org/site.

      

    


    Well-resourced communities, as demonstrated in figure 16.1 (PolicyLink, 2012), are welcoming communities of opportunities. They have ample, verdant parks and other green spaces, abundant grocery stores with fresh, affordable produce. The streets have wide sidewalks with jogging and bike paths. High-performing schools with art programs and after-school care provide parents with a wealth of choices for their children, and parents can travel to their well-paying jobs using reliable public transportation if they choose to leave their well-maintained cars at home. Contrast this with low-income communities, where fast food chains and liquor stores dot a landscape of vacant lots, boarded-up buildings, and smaller homes with little if any backyards in which children can play. Schools in such neighborhoods are generally poor performing, and many are unaccredited, with few options for music, art, physical education, or advanced practice courses. Violence and drive-by shootings are a constant threat, and few livable-wage jobs are available. It is no surprise that residents in communities of opportunity are more likely to describe their health status as good, while those in low-income communities are relegated to a life of chronic diseases, overall poor health, and generational poverty (McDonough et al., 1997). Fortunately, there is growing recognition that healthy people and healthy communities go hand in hand.


    Why Emphasize Social Determinants?


    According to Raphael, social determinants of health have a direct, profound impact on health (Mikkonen & Raphael, 2010). Nowhere is this more clearly illustrated than the seminal Whitehall Studies by Sir Michael Marmot. The initial prospective cohort study, Whitehall I, established in 1967, included eighteen thousand men in the British Civil Service (Marmot et al., 1978). The study found higher mortality rates due to all causes for men of lower employment grade. The study also revealed a higher mortality rate specifically due to coronary heart disease for men in the lower employment grade when compared to men in higher grades. A second longitudinal study of British Civil Servants—Whitehall II (Marmot et al., 1991) was initiated to investigate occupational and other social influences on health and disease. The Whitehall II study documented a similar gradient in morbidity in women as well as men, noting a 3.6 fold difference in mortality between individuals in the lower employment grade and the top grade for those ages forty to sixty-four after a ten-year follow-up. The study revealed a social gradient for a range of different diseases: heart disease, some cancers, chronic lung disease, gastrointestinal disease, depression, suicide, sickness absence, back pain and general feelings of ill health. The Whitehall Study additionally uncovered a social gradient for lifestyle and other risk factors, including smoking, lack of physical activity, obesity, plasma cholesterol, and blood pressure.


    Social determinants are known to predict the greatest proportion of health status variance (Mikkonen & Raphael, 2010). As stated above, place matters. Residents in low-income communities experience worse health but also tend to have less access to the social determinants (e.g., healthy food, good housing, good education, safe neighborhoods, freedom from racism and other forms of discrimination that influence health [Brennan et al., 2008]). Health disparities, defined as the variation in rates of disease occurrence and disabilities between socioeconomic and/or geographically defined population groups, persists in marginalized groups (especially racial and ethnic minorities) due largely to their inability to access social determinants. A large body of research underscores the existence and persistence of racial and ethnic health disparities (Smedley et al., 2003). For example, minorities are less likely to be given appropriate cardiac medications or to undergo bypass surgery (Ayanian et al., 1993, Hannan et al., 1999) and are less likely to receive kidney dialysis or transplants (Kasiske et al., 1998). By contrast, they are more likely to receive certain less-desirable procedures, such as lower limb amputations for diabetes and other conditions (Guadagnoli et al., 1995). Shameful and crippling health disparities at the national and global level will persist without coordinated interventions that address social determinants.


    Unhealthy health behaviors may stem from social determinants, such as poverty, perhaps the greatest contributor to poor health. Poverty has been linked to higher prevalence of many health conditions, including increased risk of chronic disease, deprived infant development, stress, anxiety, depression, and premature death (Pleis & Lethbridge-Çejku, 2006). The poor are more susceptible to disruptions in their social environment, and as education, childcare, living and working conditions and health care become limiting, they are more likely to lapse into unhealthy behaviors. Sedentary lifestyles, poor diet, non-adherence to medical care and social exclusion may emanate from poverty and the toll of chronic stress (Claussen et al., 2003). A vicious cycle ensues, compromising the ability of the poor to obtain an education, to re-enter the workforce with advanced skills, and to develop self-efficacy and self-management of chronic diseases. All too often in the medical environment poor patients who do not adhere to a prescribed medical regimen are dismissed as “noncompliant.” What a judgmental, loaded term, which blinds the health provider to the myriad social factors that preclude effective medical partnerships!


    Can We as a Country Afford to Address Social Determinants of Health? Countering the Financial, Market-Based Argument with an Egalitarian, Moral-Based One


    A human rights–based approach to addressing social determinants was offered, perhaps tacitly, by the World Health Organization when its definition of health was codified in the constitution and adopted by the International Health Conference in 1946 (WHO, 1946). The preamble clearly articulated that “governments have a responsibility for the health of their peoples which can be fulfilled only by the provision of adequate health and social measures.” That issue, the appropriate role of government in improving the health of the population, has befuddled policymakers and health professionals for decades. The costs of providing “adequate health and social measures” can be staggering, since the definition of “adequate” can be so subjective. Do adequate social measures encompass increased policing to reduce youth violence, greater surveillance of nutrition menus in schools to reduce childhood obesity, development of housing free of environmental toxins, and provision of working-class wages to reduce poverty?


    There is little concordance that these measures are within the domain of health, so why should the government increase health expenditures, already at 18 percent of our gross domestic product (OECD, 2011), on social measures that may be perceived as beyond the purview of health? And if, in a newly enlightened state, there was a commitment to improve health through addressing social determinants, what conceptual framework offers the best course of action? Sir Michael Marmot (WHO, 2008), former Chair of the Commission of Social Determinants of Health, offered three principals of action as a first step:


    
      	Improve the conditions of daily life—the circumstances in which people are born, grow, live, work, and age.


      	Tackle the inequitable distribution of power, money, and resources—the structural drivers of those conditions of daily life—globally, nationally, and locally.


      	Measure the problem, evaluate action, expand the knowledge base, develop a workforce that is trained in the social determinants of health, and raise public awareness about the social determinants of health.

    


    There will, of course, be those who criticize the social determinants model as a socialist agenda; they should be reminded that embarking on such a course has historic and contemporary precedents. First is the reconstruction of Europe post World War II, an American-led effort known as the Marshall Plan (Hogan, 1987). Named after Secretary of State George Marshall and formally known as the European Recovery Program, the Marshall Plan aimed to stabilize European economies plagued by severe food shortages, unemployment, and depressed industrial production. Secretary Marshall delivered a major speech at the Harvard University Commencement in June 1947 to galvanize support for the plan (OECD, 1947, p. 52) and concluded, “It is logical that the United States should do whatever it is able to do to assist in the return of normal economic health in the world, without which there can be no political stability and no assured peace.” He furthermore stated that: “Our policy is not directed against any country, but against hunger, poverty, desperation and chaos.” After extensive negotiations Congress finally allocated $12.4 billion to implement the Marshall Plan (Guinnane, 2004). I daresay that anyone would question the legacy of that bold initiative or the remarkable return on investment for American and other benefactors.


    The Millennium Development Goals, a framework for global development adopted by 189 heads of state in September 2000 (UN General Assembly, 2000), were similarly established to address the human rights of all global citizens to health, education, shelter, and security. The eight Millennium Goals are:


    
      	Eradicate extreme poverty and hunger


      	Achieve universal primary education


      	Promote gender equality and empower women


      	Reduce child mortality


      	Improve maternal health


      	Combat HIV/AIDS, malaria and other diseases


      	Ensure environmental sustainability


      	Develop a global partnership for development

    


    Achieving and sustaining these goals would not be possible without proper attention to the broader social factors that influence health. The world has made significant progress in achieving many of the goals. For the first time since the World Bank started to monitor poverty trends, both the number of people living in extreme poverty and the poverty rates fell in every developing region—including in sub-Saharan Africa, where rates are highest. Between 1990 and 2002 average overall incomes increased by approximately 21 percent. The number of people in extreme poverty declined by an estimated 130 million. Child mortality rates fell from 103 deaths per 1,000 live births a year to 88. Life expectancy rose from sixty-three years to nearly sixty-five years. An additional 8 percent of the developing world’s people received access to water. And an additional 15 percent acquired access to improved sanitation service (UN Millennium Assembly, 2000).


    From February 2008 to December 2009, the Robert Wood Johnson Foundation (2009) charged the newly formed Commission to Build a Healthier America to investigate the broader factors that influence health. The Commission compiled some of the most compelling data to date, documenting the powerful effects of such factors as educational attainment on infant mortality (figure 16.2) (Mathews & McDorman, 2007) and overall health (figure 16.3) (Centers for Disease Control and Prevention, 2008).
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        Figure 16.2. A Mom’s Education, A Baby’s Chances of Survival.


        Babies born to mothers who did not finish high school are nearly twice as likely to die before their first birthday as babies born to college graduates.


        Source: Mathews, T.J., MacDorman, M.F. Infant mortality statistics from the 2004 period linked birth/infant death dataset. National Vital Statistics Reports, 55 (14). Hyattsville, MD: National Center for Health Statistics, 2007. Reprinted with permission. Courtesy of the Robert Wood Johnson Foundation Commission to Build a Healthier America.
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        Figure 16.3. Education Is Linked with Health Regardless of Racial or Ethnic Group.


        2005–2007 Behavioral Risk Factor Surveillance System Survey Data.


        1. Based on self-report and measured as poor, fair, good, very good or excellent.


        2. The national benchmark for adult health status represents the level of health that should be attainable for all adults in every state. The benchmark used here—19.0 percent of adults in less than very good health, seen in Vermont—is the lowest statistically reliable rate observed in any state among college graduates who were non-smokers with recent leisure-time physical exercise. Rates with relative standard errors of 30 percent or less were considered to be statistically reliable.


        † Defined as any other or more than one racial or ethnic group, including any group with fewer than 3 percent of surveyed adults nationally in 2005–2007.


        ‡ Age adjusted.


        Adult health status improves as educational attainment increases, with a steep education gradient evident within each racial or ethnic group. Among Hispanics, for example, adults who have not graduated from high school; those who have only completed high school; and those who have some college education are 2.0, 1.9, and 1.3 times as likely to be in less than very good health as college graduates.


        Reprinted with permission, courtesy of the Robert Wood Johnson Foundation Commission to Build a Healthier America.

      

    


    The Commission subsequently issued ten recommendations to improve health at the local, state and federal level:


    
      	Fund and design WIC and SNAP (food stamps) programs to meet the needs of hungry families for nutritious food.


      	Create public-private partnerships to open and sustain full-service grocery stores in communities without access to healthful foods.


      	Feed children only healthy foods in schools.


      	Require all schools (K–12) to include time for all children to be physically active every day.


      	Become a smoke-free nation. Eliminating smoking remains one of the most important contributions to longer, healthier lives.


      	Ensure that all children have high-quality early developmental support (child care, education and other services). This will require committing substantial additional resources to meet the early developmental needs particularly of children in low-income families.


      	Create “healthy community” demonstrations to evaluate the effects of a full complement of health-promoting policies and programs.


      	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 the rating.


      	Integrate safety and wellness into every aspect of community life.


      	Ensure that decision makers in all sectors have the evidence they need to build health into public and private policies and practices.

    


    Since Surgeon General Julius Richmond first established a national prevention agenda in 1979 (Richmond, 1979), our nation has relied on Healthy People to provide concrete objectives to guide public health activities. The most recent national preventive health framework, Healthy People 2020 (Healthy People, 2010), is historic in that it highlights the importance of addressing the social determinants of health by including “create social and physical environments that promote good health for all” as one of the four overarching goals for the decade (figure 16.4).


    
      [image: 16.4.tif]


      
        Figure 16.4. Healthy People 2020: A Society in which All People Live Long, Healthy Lives.


        Healthypeople.gov/2020. Reprinted with permission.

      

    


    Following the 2008 WHO Commission on Social Determinants and the Robert Wood Johnson Foundation Commission to Build a Healthier America, Healthy People 2020 has spurred considerable local, state and federal action around preventive health and has re-invigorated the nation’s research agenda to create an evidence base of effective approaches that address social determinants. These frameworks interface seamlessly with other U.S. health initiatives such as the National Partnership for Action: HHS Action Plan to Reduce Racial and Ethnic Health Disparities (National Partnership for Action, 2011), The National Stakeholder Strategy for Achieving Health Equity (National Stakeholder, 2011), and the National Prevention and Health Promotion Strategy (National Prevention, 2011).


    State and local communities have an additional tool to conduct health assessments using the University of Wisconsin County Health Rankings Model (University of Wisconsin Population Health Institute, 2012), which has been funded through the Robert Wood Johnson Foundation. Recognizing that genetic factors contribute to at most 25 percent of our overall health (Rappaport, 2010), the County Health Rankings stratifies the remaining factors into four components: heath behaviors, which includes tobacco use, alcohol use, diet and exercise, and unsafe sex; clinical care, which includes access to care and quality care; social and environmental factors, covering education, employment, income, family and social support and community safety; and physical environment, which includes the built environment and environmental quality. The County Health Rankings show that people who live in healthier counties tend to have higher education levels, are more likely to be employed, have access to more health care providers, and have more access to healthier foods, parks and recreational facilities.


    At the Nexus of Theory and Practice: Practical Approaches to Improving Health Outcomes by Addressing Social Determinants


    More than just conceptual frameworks, Healthy People 2020 and the other aforementioned initiatives offer practical examples of how to operationalize a social determinants framework, with the body of robust research in the area growing rapidly. I have had the opportunity to witness firsthand some remarkable public health programs in the country that utilize social determinants models, from reducing infant mortality in Dane County, Wisconsin, combating youth violence in East Los Angeles, and recovering from Hurricane Katrina in the Lower Ninth Ward in New Orleans. These examples have been covered widely in the media and social science and public health journals. There are a few additional practical approaches that warrant highlighting:


    Jackson, Mississippi, Medical Mall: A Comprehensive Multidisciplinary Health Care Complex


    After experiencing a boom in its population in the 1980 census (U.S. Department of Commerce, 1983), Jackson, Mississippi, experienced an inexorable decline in its population as its surrounding suburbs grew in population and wealth. An abandoned shopping mall in the city, replete with the characteristic broken windows, served as a reminder to those residents who could not afford to relocate that their community was suffering. In 1995 Dr. James Shirley, an African American physician, and several other community leaders decided to transform the abandoned mall into a full service community center (Jackson Mall, 2012). They established as their goals:


    
      	to promote greater access to cost-effective, high-quality health care for central Mississippi;


      	to facilitate integration of human service delivery with health care delivery;


      	to stimulate economic and community development in the area surrounding the mall (the median family income of the midtown area was less than $17,000, its poverty rate was at 41 percent, and over 16 percent of residents were unemployed);


      	to utilize health care delivery activities to enhance educational opportunities;


      	to build the financial strength of the foundation to ensure future reinvestment in the community.

    


    Health care and social services re-located in the Medical Mall include: Hinds County Health Department Clinic; University of Mississippi Medical Center specialty clinics, including clinics for cardiology, obstetrics and gynecology, and oncology; Mississippi Health Advocacy Program, the site for health education classes by UMC Pharmacy and Nursing School; Jackson State School of Public Health; and the Jackson Heart Study. The facility also includes a community meeting room, center stage, and mall common area where many community events, ranging from general meetings, concerts and plays occur. In 1997 the NIH joined with the medical mall to establish a center where area residents could gain easy access to NIH health information (Jackson-NIH, 2010).


    The center includes materials on such topics as vision health, cancer, heart disease, dental care, diabetes and sudden infant death syndrome. It provides a vehicle to disseminate accurate, up-to-date health information to the more than 165,000 people, mostly patients, who come to the Jackson Medical Mall every year. Recently, Jackson residents joined with NIH staff to conduct a series of four community health forums and continuing medical education forums. The Jackson/NIH team identified health literacy, diabetes and mental health, along with heart disease and stroke, as health issues important to the residents of Mississippi.


    Homeboy Industries: New Approaches to Reducing Youth Violence


    East Los Angeles is home to some of the most notorious gangs in the country, known for a number of criminal activities that range from murder, arms trafficking, drug sales to drive-by shootings and assaults (Violent Crime Mapping, 2010). It is also one of the most neglected communities in California (Tita, 2003). Ameliorating gang violence would require a multilevel strategy, employing ecological models to address the multiple social factors underlying violence (figure 16.5). Such approaches are being used with increasing effectiveness by national programs such as Gang Resistance Education and Training (GREAT, 2012).
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        Figure 16.5. Ecological Model Showing Shared Risk Factors for Sub-Types of Interpersonal Violence.


        Butchart A, Phinney A, Check P, Villaveces A. Preventing Violence: A Guide to Implementing the Recommendations of the World Report on Violence and Health. Department of Injuries and Violence Prevention, World Health Organization, Geneva, 2004. Reprinted with permission.

      

    


    In 1988, then-pastor Greg Boyle, SJ, began a job-training program called Homeboy Industries to offer an alternative to gang life for high-risk youth who were living in East LA, the area with the highest concentration of gang activity (Freeman, 2008). Homeboy Industries continues to serve at-risk and gang-involved youth with a continuum of social services and programs designed to meet their multiple needs, and it runs four businesses that serve as job-training sites. The organization offers a variety of free programs, such as mental health counseling, legal services, tattoo removal, curriculum and education classes, work-readiness training, and employment services. After watching hardened ex-cons cry as they describe the impact of Homeboy Industries on their lives, I had to agree with their slogan: “Nothing Stops a Bullet Like a Job.”


    Health Literacy: An Often Overlooked but Powerful Determinant of Health


    Health literacy is defined in the Institute of Medicine report Health Literacy: A Prescription to End Confusion (Institute of Medicine, 2004) as “the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions.” There are many competing definitions for health literacy, but defined this way, health literacy goes beyond a narrow concept of health education and individual behavior-oriented communication and addresses the environmental, political and social factors that determine health. Measuring the impact of individual or population-based interventions to improve health literacy has been difficult because, as a social construct, it is developed in response to our expanded cognitive skills as well as the product of social interactions (DeVellis, 1991). Health literacy thus functions as a latent construct—not directly measured, but estimated through proxy measures such as family structure, educational attainment, economic status, health care access, and other contextual factors (Ross, 2009). It is at the core of social determinants of health, but as a latent construct it is often overlooked when intervention strategies are being developed.


    In an attempt to demonstrate the impact of health literacy on ameliorating health disparities, Chandra Osborn and colleagues (Osborn, 2007) studied the effect of low health literacy on the relationship between race and HIV-medication adherence in a cohort of 204 individuals infected with HIV. After adjusting for relevant covariates and excluding health literacy, African Americans were 2.40 times more likely to be nonadherent to their HIV medications than whites (95 percent confidence interval 1.14 to 5.08). However, when health literacy was added to the model


    

    

    

    

    

    
      	Housing Policies


      	Employment Policies


      	Community Development Policies


      	Income Support Policies


      	Transportation Policies


      	Environmental Policies


      	Agricultural Policies

    


    

    
      	Applicability to a broad array of policies, programs, plans, and projects;


      	Consideration of adverse and beneficial health effects;


      	Ability to consider and incorporate various types of evidence; and


      	Engagement of communities and stakeholders in a deliberative process.
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