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Public Health,

the APHA,
and Urban Renewal

Russ P. Lopez, DSc, MCRP

Joint efforts by fields of public health in the last decade have
advocated use of the built environment to protect health. Past
involvement by public health advocates in urban policy, however,
has had mixed results. Although public health has significantly
contributed to health improvements, its participation in urban
renewal activities was problematic. Health advocates and
the American Public Health Association produced guidelines
that were widely used to declare inner-city areas blighted and
provided a scientific justification for demolishing neighborhoods
and displacing mostly poor and minority people. Furthermore,
health departments failed to uphold their legal responsibility
to ensure that relocated families received safe, affordable
housing alternatives. These failures have important implications
for future health-related work on the built environment and
other core public health activities. (Am J Public Health. 2009;
99:1603-1611. doi:10.2105/AJPH.2008.150136)

THE PAST DECADE HAS SEEN
a reemergence of efforts to con-
nect public health and urban
planning. Focusing on the health
effects of the built environment,
new research has shed light on
the association between urban
sprawl and obesity, the associa-
tion between the physical form
of neighborhoods and the physi-
cal activity levels of its inhabit-
ants, and the role of housing in
asthma. On the basis of this re-
search, new programs are being
developed, new building and
design standards have been
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proposed, and there is new will-
ingness to manipulate the built
environment to promote and pro-
tect health. During this process, it
will be important to remember
the lessons of 20th-century pro-
gram failures as public health
seeks to intervene again in the
built environment in this new
century.

EARLY HOUSING EFFORTS
BY PUBLIC HEALTH

Ideas about what constitutes a
healthy city have changed over
the past 150 years. Today, atten-
tion focuses on various sources
of pollution, but at one time, pol-
lution produced by urban indus-
try was secondary to issues
arising from poor sanitation.
However, even the association
between sanitation and disease
has gone through varying periods
of conceptualization."” At the
beginning of the 19th century,
it was thought that miasmas
caused disease, but by the end of
that century it became under-
stood that diseases were trans-
mitted by bacteria and viruses.

Today, we understand that dis-
eases are the result of a complex
series of interactions between
human factors, including genetics
and health behavior, and the
ecosystems in which humans
live.* The environmental im-
provement of cities is thus a
moving target.*

A central concern of Edwin
Chadwick, the author of an early
influential report on sanitary con-
ditions in England, and other
founders of the public health
movement, was the housing con-
ditions in the rapidly growing cit-
ies of Europe and the United
States.” These 19th-century
health advocates included in
their sanitary surveys graphic de-
scriptions of tenements, but had
a limited set of tools for address-
ing housing conditions. Despite
these limitations, their work,
along with other initiatives in-
cluding clean water supplies,
were responsible for substantial
improvements in public health.®”

Efforts to improve cities first
centered on alleviating the worst
19th-century housing problems
with reforms that included the
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passage of laws reining in prop-
erty rights and a legal strategy
that shifted housing responsibility
from tenants to property own-
ers.® At the beginning of the
20th century, housing laws were
passed to further broaden the
power of government to regulate
housing. By the end of World
War I1, however, the public had
lost faith in this incremental ef-
fort to improve tenements and
turned toward massive slum
clearance. The solution was to
condemn tenement districts in
their entirety and start over.
Another effort by early advo-
cates was building model tene-

Housing advocates led by Lawrence Veiller
convinced the New York State legislature to
pass the Tenement Law of 1901 (or
Veiller’'s Law, as it is sometimes called),
which created the model for housing codes
for the entire United States.

Veiller grounded his concern about
housing quality in public health:..

10(pp216-220)

ments that limited economic re-
turns in order to reduce rents
(popularly referred to at the time
as “philanthropy at 5%”) and
“Octavia Hill tenements”—devel-
opments that combined new con-
struction with social services and
enlightened rent collection.” By
the early 20th century, however,
it was clear that philanthropists
had limited ability to build hous-
ing; the need was far greater
than their capital could provide.
Early building codes, enforced by
building departments, improved
new housing, but most of this
new construction was for the
middle classes or the wealthy
and most codes exempted exist-
ing buildings. Vast areas of sub-
standard housing existed in cities.
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Furthermore, some of the first ef-
forts to enact housing codes cre-
ated as many problems as they
solved. The “dumb-bell tene-
ment,” for example, a late-19th-
century housing form that fea-
tured small side air shafts, 2 to 4
apartments per floor, and rooms
smaller than 100 square feet,
was born out of a competition
meant to encourage better hous-
ing designs for New York City.
The resulting housing featured
cramped rooms requiring
passage through one room to
get to another and windows

that provided neither light nor
ventilation.

To remedy this situation, hous-
ing advocates led by Lawrence
Veiller convinced the New York
State legislature to pass the Tene-
ment Law of 1901 (or Veiller’s
Law, as it is sometimes called),
which created the model for
housing codes for the entire
United States.?*'**2% Veiller
grounded his concern about
housing quality in public health,
stating

There is not very much use in
taking people from a hospital,
apparently restored to health,”
he wrote, “and sending them
back to some slum, putting
them into a dark room, where
they never see daylight, or let-
ting them live over an open
sewer; we all know that in two
or three weeks we shall have
them back in the hospital, in as
bad a condition physically as
they were before.!®23

In a move that was to have im-
portant consequences during the
urban renewal era, Veiller's Law
made the city’s health depart-
ment the primary enforcer of
housing codes. He counted on
the professional expertise of
health inspectors, visiting nurses,
and others to provide the vigi-
lance and impartial rigor he saw
as necessary for promoting

healthy housing. Veiller drafted a
model tenement house law and
traveled around the United States
lobbying for its adoption by
states and local municipalities.”
In city after city, health depart-
ments were given the legal au-
thority for housing inspections.

By the 1920s, however, the
tenement law movement had lost
energy. This was partly due to its
successes; most large cities had
housing laws modeled along
Veiller’s guidelines. But it was
also because housing advocates
had seen the limits of the model
tenement laws. Given weak en-
forcement and the exemptions
for existing tenements, there was
still a high percentage of substan-
dard housing. Then, two new
housing advocates appeared on
the scene. Edith EImer Wood,
who eventually served as a con-
sultant to the US Housing Au-
thority, and Catherine Bauer,
who would be active in housing
policy until her untimely death in
1964, both promoted the idea
that the federal government
should be involved in construct-
ing housing for the poor. Wood
based her arguments on the eco-
nomics of housing production,
demonstrating that it was impos-
sible for low-wage workers to af-
ford decent housing.”®

Bauer was heavily influenced
by the mid—20th-century archi-
tecture critic Lewis Mumford. At
his suggestion, she had toured
Europe to study how govern-
ments there were responding to
housing shortages. On the basis
of this experience she published
Modern Housing, a book propos-
ing new minimum housing stan-
dards, in 1934." She stressed
that minimum housing quality
must include well-designed
units and buildings, peace and
quiet for family domesticity,
designs supportive of family life,
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aesthetics, and accessible ameni-
ties. She cautioned that just bull-
dozing slums without providing
large amounts of replacement
housing would not work and
warned that displacing the poor
from one district to another
would just move blight rather
than eliminate it,"®P245-247)

As the decades passed, public
health drifted away from urban
planning in favor of building
medical laboratories and concen-
trating on the identification and
tracking of individual disease cas-
es.”® The American Public Health
Association (APHA), however,
continued to be highly involved
in housing. It organized the
Committee on the Hygiene of
Housing (APHA-CHH) in 1937,
and its president, Charles-Edward
Winslow, periodically reported
on its progress and activities in
the American Journal of Public
Health. In 1938, the APHA-CHH
published guidelines for healthy
housing that represented the
“fundamental minima of physical,
mental, and social health.”*6®35%
Housing and health advocates
stressed the connections between
tenement living and disease. Be-
cause housing was responsible
for poor health, it became a goal
of the reformers to advocate for
demolition of the worst units and
for a comprehensive national
program of housing construction
that would build as many as 13
million units from 1937 to
19451

URBAN RENEWAL

After World War II, there was
a growing consensus that US cit-
ies were troubled. Postwar subur-
banization created fears that
inner cities could not compete
with suburbs. Most troubling, ac-
cording to the Federal Housing
Administration, was that
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For many years urban slums
and blighted areas have been
spreading, becoming more in-
tensified, and breaking out in
new spots. Collectively they
have reached startling propor-
tions. This has been a long pro-
cess of degeneration and ne-
glect, bringing grave financial
and economic difficulties."**"

Because housing was often
substandard, White residents
tended to move out and—worst
of all, in the opinion of the time—
their were taken by African
Americans moving to cities to
escape the prejudice and poverty
of the rural South. By this time,
public health concerns about the
built environment were chang-
ing: whereas before the house
was considered to be the locus of
problems, now the neighborhood
was viewed as the source of
social and physical pathology.
Partly in response, the APHA-
CHH published neighborhood
health standards in 1947

In 1954, the US Congress
passed the Housing Act, creating
a federal program of urban re-
newal that had the support of a
consensus of the nation’s mayors,
business interests, social welfare
activists, housing advocates, and
public health professionals. Many
states passed similar legislation.
A report on urban renewal by
the United Auto Workers used a
health metaphor to describe the
problem:

The spread of blight will be just
as fatal to the city as the spread
of cancer is to the individual

and the treatment must be just
as thorough.zo("m‘21

The coalitions supporting
urban renewal had more than
sufficient power to overrule and
outmaneuver any local or neigh-
borhood opposition, and public
health advocates would have not
been able to defeat the urban re-
newal program if they had

tried %%
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In addition, urban renewal
took place in the context of a so-
ciety that relied on capitalism to
provide urban housing and ame-
nities as well as for urban growth
itself* The ultimate responsibil-
ity for urban renewal therefore
resided in a system that limited
the policy tools necessary for
mayors to meet the challenges
they faced.?® In general, the steps
for an urban renewal project
were to authorize an urban re-
newal authority, declare an area
blighted, plan new development,
acquire properties and condemn
buildings, relocate residents, clear
sites, and sell the land to a new
developer at a reduced price or

As the decades passed, public health
drifted away from urban planning in favor of
building medical laboratories and concentrating
on the identification and tracking of individual
disease cases.'® The American Public Health
Association (APHA), however, continued to
be highly involved in housing. It organized
the Committee on the Hygiene of Housing
(APHA-CHH) in 1937, and its president,
Charles-Edward Winslow, periodically reported
on its progress and activities in the American
Journal of Public Health.

use the land for a public purpose
such as a cultural facility or sports
arena. Federal and state dollars
were used to advance the costs of
development and to subsidize
new development.'® The funds
were used by local governments
and cities to set in motion large
scale programs that hired plan-
ners, architects, surveyors, mar-
keters, and others.

This does not mean, however,
that the actions of public health
professionals at the time should
not be scrutinized. Many public
health departments were heavily
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In 1948, the APHA-CHH developed guidelines
for inspecting housing and neighborhoods.
With the passage of the 1954 Housing Act

and its statutory mandate that blight
be documented, these guidelines
began to be used as legal justification
for urban renewal areas.

involved in urban renewal proj-
ects. These departments carried
out the house-to-house inspec-
tions that documented the extent
of blight and the range of substan-
dard housing. Health departments
had great expertise in health in-
spections, from decades of door-
to-door surveys of tuberculosis,
diphtheria, and other diseases and
from inspections of occupied
housing as set forth in Veiller’s
Law. A survey of municipal hous-
ing departments in 1911 found
that housing inspections were the
responsibility of the health depart-
ment in 59 of 88 cities.2® Only
the health department had the au-
thority or expertise to inspect
housing for the blight surveys.

In 1948, the APHA-CHH de-
veloped guidelines for inspecting
housing and neighborhoods. With
the passage of the 1954 Housing
Act and its statutory mandate that
blight be documented, these
guidelines began to be used as
legal justification for urban re-
newal areas. The methodology in-
cluded detailed inspection forms,
checklists, and procedures for tab-
ulating results. In general, the
guidelines outlined a standard of
housing that idealized suburban
single-family homes rather than
inner-city multifamily or small
one- and two-family buildings—
nearly identical to the Federal
Housing Administration standards
of the time. Minimum lot size
was 6000 square feet for a
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single-family home, something
that rarely existed in the older
neighborhoods of a city. The
guidelines discouraged families
from living in apartment buildings
and declared that buildings with
both commercial and residential
uses were inferior. Although the
guidelines did encourage access
to public transportation, jobs,
parks, and public services, they
were biased against traditional
urban neighborhoods. Signifi-
cantly, the standards did not con-
demn racial segregation in hous-
ing, only acknowledging that
some evidence suggested that
segregation was bad for health
and that there was a need for ad-
ditional study before the APHA
could develop a position on the
issue.”’

The guidelines’ criteria did not
consider the positive aspects of
urban neighborhoods, such as the
human element that made city liv-
ing tolerable. They did not incor-
porate scales indicating that resi-
dents’ families were nearby or that
children’s playmates were next
door. They did not consider that
the grocer extended credit to reg-
ular customers or that residents
attached decades of memories to
buildings. The guidelines at-
tempted only to measure indepen-
dent objective aspects of healthy
housing and neighborhoods and
did not and could not measure
emotional qualitative aspect of
healthy homes and communities.

The public health community
and the APHA were particularly
involved in the necessary early
step of declaring neighborhoods
blighted. Blight was an ambigu-
ous term and government officials
could manipulate its meaning at
will. By establishing its guidelines,
the APHA supplied a scientific
and seemingly impartial justifica-
tion for declaring a neighborhood
blighted.*® These guidelines were

widely adopted, and eventually
about one third of US cities used
either the full APHA survey
methodology or a modified ver-
sion of it (the primary reason
more cities did not use the guide-
lines was that they were expen-
sive and time consuming to fol-
low). The US Public Health
Service provided free training to
cities that wanted to use the
APHA’s methodology.>??P5%-7%)
Armed with this housing hygiene
survey instrument, the local
health department could identify
areas with large numbers of
blighted housing units and slum
neighborhoods. They produced
wall-sized maps that indicated
where there should be urban re-
newal projects.*” Cities now had a
procedure for targeting neighbor-
hoods for destruction.

DISPLACEMENT AND
RELOCATION

Many health departments were
also supposed to certify that re-
placement housing for displaced
residents was of a certain mini-
mum standard. In theory, a dis-
placed family would go to the
urban renewal project relocation
office and be offered a new home
at a rent or price comparable to
that of their current home; the
new home would then be in-
spected by the health department
and, if approved, the family would
move in. The scope of displace-
ment from urban renewal and the
clearing of land for new public
housing construction and urban
highway construction was massive
and racially biased. In 1962, it
was estimated that about 80% of
those displaced by urban renewal
were African Americans, ranging
from 60% in New York City to
100% in Baltimore, Maryland.*'

In practice, the relocation of
residents from urban renewal
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areas contributed one of the
most tragic episodes in US his-
tory. Until the World Trade Cen-
ter attacks of September 11,
2001, US cities had not been
touched by war since the burn-
ing of Atlanta, Georgia, during
the Civil War. Major US cities
were spared any large-scale di-
saster for nearly 100 years, from
the 1906 earthquake in San
Francisco, California, to Hurri-
cane Katrina in New Orleans,
Louisiana, in 2005. From
roughly 1950 to 1980, however,
major cities were decimated by
urban renewal, highway building,
and other factors. The scale of
destruction of affordable housing
in the name of urban renewal
and public housing efforts was
striking. According to housing
historian Roger Bile’s analysis,

Between 1949 and 1968, the
program razed 425,000 units
of housing but constructed only
122,000 units nationwide (the
majority of which were luxury
apartments).az(plw

The city of Gary, Indiana,
planned to relocate 40 000 resi-
dents over a 10-year period be-
ginning in the late 1950s,>3?13%)
at a time when the city’s total
population was 178 000 and fall-
ing.3* New York City’s plans
called for displacing over
500000 families, a greater num-
ber than those displaced by
Haussmann’s renovation of Paris,
France, in the 1860s.*® Housing
was torn down for highways,
urban malls, and arenas and sta-
diums. Where there was once vi-
brant, if low-income, commercial
activity, there were now office
blocks connected to expressways
for easy access. Urban residents
were treated as clutter by urban
renewal authorities, obstructing
the effort to get people in from
the suburbs. By the end of 1962,
636 cities had federal urban
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renewal projects. These were not
limited to large cities; 52% of
cities with populations of 50 000
to 100000 had ongoing projects.
The country was on track to dis-
place 4000000 people by 1972.
The urban renewal phases of
demolition and relocation moved
slowly, and conditions deterio-
rated for those still left in areas
to be cleared. Robert Caro de-
scribed the Manhattanville urban
renewal area of New York:

And in the buildings—the ruins
of buildings, the shells of build-
ings—people still lived. Visiting
those people—entering those
shells of buildings, shrinking per-
haps past the huddled wreckage
of a man that lay in the door-
way, stepping into a dim hallway
filled with the stench of urine
and vomit and, in the shadows,
a vague menace, stumbling up
unlit flights of stairs that had
steps missing, grasping for a
banister that wasn't there—was
an unnerving experience.*”?%"%

Worse, the supply of replace-
ment housing was severely lim-
ited. Urban renewal was not a
housing production program; on
the contrary, the stated goal of
the 1954 Housing Act was to re-
duce the amount of low-income
housing in a city. But only 5 years
earlier, Congress had justified pas-
sage of legislation authorizing the
US public housing program (the
Housing Act of 1949) by declar-
ing a shortage of affordable
healthy housing. Both acts, how-
ever, only allowed new public
housing construction to the extent
that existing housing was elimi-
nated, and neither came close to
full replacement levels. Together,
these acts guaranteed increased
shortages of low-income housing.

Adding to the problem was
the pervasive racial discrimina-
tion in housing at the time. Afri-
can American victims of urban
renewal had particular problems
finding replacement housing but
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received no assistance. Only
0.5% of total federal expendi-
tures for urban renewal were
spent on relocation services.
Health departments, which in
most cities had the legal respon-
sibility for certifying that alterna-
tive housing was safe and
healthy, apparently did not no-
tice that there were no families
being referred to them and that
they were not being called to in-
spect replacement housing.
There is no health literature
calling out this injustice.

Even when health depart-
ments attempted to become in-
volved in relocation, the lack of
adequate alternative housing sty-
mied their work. It was only in
1966 that, frustrated by the in-
creasingly negative effects of
urban renewal, public health pro-
fessionals began to protest. A
Massachusetts housing advocate,
Lowell Bellin, wrote in the Amer-
ican Journal of Public Health,

Objectively speaking, health de-
partments in many cities have
found themselves in the hid-
eous role of persecuting and ha-
rassing the poor. A health de-
partment that vigorously
enforces housing and sanitary
code regulations frequently
compels an identical family to
move, and then move, and then
move again, sometimes within a
few months of each move, and
the poor family repeatedly and
successively takes refuge in sub-
standard housing.>*%7"®

Finally, many public health ad-
vocates, along with medical offi-
cials, welcomed urban renewal as
opportunities for building new
hospitals, laboratories, and re-
search facilities in inner-city
neighborhoods. A. J. Harmon, ex-
ecutive director of the Kansas City
redevelopment authority, boasted,

In Kansas City, we will make a

site available near the center of
the city for a great medical and
health complex, including a
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medical school, hospitals, re-
search facilities, libraries, labo-
ratories and other related activi-
ties. It promises to be one of

the finest medical centers in the

nation.?*®70)

These new facilities were built
at the cost of the homes of people
who were displaced.

HEALTH AND COMMUNITY
EFFECTS

The effects on the mostly poor
African American victims of
urban renewal were severe.
Mindy Fullilove, surveying urban
renewal projects in Pittsburgh’s,
Pennsylvania, coined the term
“root shock” to portray the alien-
ation, estrangement, and isolation
of former residents.*® Herbert
Gans, in his work on the mostly
Italian and Jewish residents dis-
placed from the West End in
Boston, Massachusetts, portrayed
the sad habit of former residents
wandering around the sidewalks
and cold “superblocks” (a multi-
acre block without through streets
and with limited connections
with surrounding blocks) of the
replacement development (which
few original residents wanted or
could afford to live in), seeking
solace in the memory of what
once was. Marc Fried, a psychol-
ogist, described the effects thusly:

But for the majority it seems
quite precise to speak of their re-
actions as grief. These are mani-
fest in the feelings of painful loss,
the continued longing, the gen-
eral depressive tone, frequent
symptoms of psychological or so-
cial or somatic distress, the active
work required in adapting to the
altered situation, the sense of
helplessness, the occasional ex-
pressions of both direct and dis-
placed anger, and tendencies to
idealize the lost place.*! ?P1>9-160

Fifty years after San Francisco’s
Western Addition project com-
menced, the ill feelings continued.
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In July 2008, the San Francisco
Redevelopment Authority finally
called an end to the project.
What had once been the city’s
largest African American com-
munity, with a thriving mix of
stores, entertainment venues, and
other African American—
oriented establishments at the
beginning of the process in 1948,
emerged from the project as “an
area that has become known for
its violence and is home to a
number of fast-food restaurants
and empty storefronts.”*' In total,
883 businesses were closed,
4729 households were displaced
(almost none were given new re-
placement units), and 2500 Vic-
torian homes were demolished.
“They wiped out our community,
weakened our institutional base
and never carried out their
promise to bring people back,”
said Reverend Amos Brown of
the San Francisco National Asso-
ciation for the Advancement of
Colored People.** ®51)

The urban forms that replaced
these neighborhoods were prob-
lematic. The precedent for the
large-scale redevelopment of cit-
ies had been established by the
Swiss architect Le Corbusier in
his Plan Voisin for Paris.*’ In that
massive proposal, he called for
the almost complete destruction
of Paris’s Right Bank. In its place
was to be a series of high-rises
set in parks, connected to the
hinterlands by wide highways.
Inspired by this plan, redevelop-
ment in the United States pro-
duced superblocks, large sky-
scrapers set back from streets,
strong highway connections be-
tween new downtown projects
and distant suburbs, and Limited-
access retail areas,** all features
that are now known to be associ-
ated with decreased physical ac-
tivity, increased reliance on cars,
social isolation, and crime.

There were and are alterna-
tives to postwar US urban
renewal. Urban renewal, com-
bined with the destruction from
World War II, also drastically al-
tered the landscape of European
cities. But in the context of a
longstanding history of govern-
ment action to finance and build
housing for the poor and work-
ing-class populations, physical
changes to cities there were very
different. In Paris, despite Le
Corbusier’s plan, urban revital-
ization efforts concentrated on
preserving the city’s high-density,
six-story urban fabric; conse-
quently, the poor were relocated
to massive high-rise develop-
ments on the periphery. These
developments, or banlieues, that
erupted in violence in 2006
after police officers shot and
killed two teenagers. In London,
redevelopment produced some
urban displacement (gentrifica-
tion produced more) that re-
sulted in the poor being relo-
cated into high-rise developments
but also being moved to periph-
eral “housing estates” that had
better connections to public
transport, jobs, and open space
than their US counterparts.

Today, the continuation of re-
newal efforts reflects the political
realities in France, Great Britain,
and the United States. In France,
redevelopment is still heavily ad-
ministered by the central govern-
ment, in keeping with France’s
strong socialist welfare state tra-
dition. Great Britain has opted
for a public—private partnership
approach, government working
with business to revitalize inner
cities. The United States, in a po-
litical age that values deregula-
tion and a government retreat
from virtually all social services,
has vastly decreased any federal
or state funding for redevelop
beyond limited dollars for
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cleaning up brownfields (contam-
inated former industrial sites),
enterprise zones (a new revital-
ization program that stresses job
training and other services to res-
idents along with assistance to
local businesses), and tax credits
to encourage new development
in low income areas. Historically,
the United States was also
unique in that it combined the
destruction of African American
neighborhoods with pervasive
housing discrimination that tried
to prevent alternative housing for
African Americans, concentrating
and magnifying the negative ef-
fects of urban renewal.

THE OBLIGATIONS OF
PUBLIC HEALTH
PROFESSIONALS

Public health advocates played
a central role in the development
of new housing codes and can
share part of the credit for the
great improvement in health and
mortality that began in the late
19th century, a time well before
the advent of modern antibiotics,
diagnostics, and prevention. Fur-
thermore, healthy housing advo-
cates and the APHA should be
applauded for their championship
of the right to healthy housing at
time when most other segments
of society did not see a role for
government in the provision of
safe, affordable housing. How-
ever, healthy housing advocates
and the APHA created housing
and neighborhood standards that
downgraded urban living, pro-
vided a scientific basis for
condemning low-income housing
and urban neighborhoods, and
developed a detailed inspection
procedure that was easily
adapted to declare a community
blighted, establishing the neces-
sary legal conditions for vast
areas of cities to be bulldozed.
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And once urban renewal dis-
placement began, housing depart-
ments failed to live up to their
legal responsibilities to ensure
that adequate replacement
housing was provided. Health
departments did not speak up on
behalf of the constituencies they
were morally responsible for
protecting.

The ultimate accountability for
urban renewal lies far beyond
the administrative and legal re-
sponsibilities of mid—2Oth-cen-
tury health departments. Mayors
and redevelopment authorities
are ultimately responsible for
urban renewal. Public health’s in-
volvement in the redevelopment
process was limited to the early
step of identifying blight and the
later step of housing relocation.
But why did public health partici-
pate in this process at all? Cer-
tainly, since health departments
reported to city administrations,
they most likely had little choice
but to help carry out city policy.
Given the lack of power that
health departments would have
had to challenge strong city gov-
ernments determined to bulldoze
their slums, the cooperation of
health departments in urban re-
newal is not surprising. If public
health officials had resisted, they
could have placed their jobs in
jeopardy. But the fact that they
displayed no public discontent
over their role in urban renewal
suggests that they were willing
participants in the process. Why?

Public health workers may
have believed that the standards
developed by the APHA truly re-
flected conditions that needed to
be eradicated and that they were
objectively applying these stan-
dards to the blight in their cities—
—despite the fact that these regu-
lations were selectively employed
to destroy African American
communities. Perhaps because
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two generations of public health
practitioners, confronted by a dis-
connect between a day-to-day re-
sponsibility for housing inspec-
tions as mandated by Veiller’s
Law and a professional focus
that now saw disease as an indi-
vidual responsibility—a shift that
began soon after Louis Pasteur
and Robert Koch convincingly
proved that microorganisms
caused disease—felt themselves
in conflict with slum and tene-
ment dwellers. With engineers
successfully taking on public san-
itation through water supplies,
sewers, and campaigns for con-
necting indoor plumbing with
sewers, public health profession-
als turned to “personal hygiene,”
hand washing, vaccination, and
the identification of sick individu-
als.*® As pubic health became

Public health advocates played a central role
in the development of new housing codes

and can share part of the credit for the great

improvement in health and mortality that
began in the late 19th century, a time
well before the advent of modern
antibiotics, diagnostics, and prevention:.

more closely allied with the in-
creasingly professional field of
medicine, with many public
health schools founded as off-
shoots of schools of medicine, it
became less concerned about the
environmental conditions in the

46688) Eoreed contact with

slums.
a population they now believed
to be a problem (the poor were
more likely to be ill, less likely to
live in sanitary conditions, and
less likely to have their children
vaccinated) could have led to a
lack of sympathy. The connection
to social reform slipped.

Public health practitioners
therefore became less able to
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address the underlying causes of
poverty. The lack of people of
color in the public health
workforce may have resulted in a
shortage of advocates for at-risk
neighborhoods, and the profes-
sionalization of the field alien-
ated practitioners from their nat-
ural constituents, the poor. In
Chicago, Illinois, for example, tu-
berculosis was made a reportable
disease in 1908. When the
health department received a
case report, a nurse was dis-
patched to the house of the vic-
tim, who was told to not spit, to
sleep outdoors, and to avoid al-
cohol. The health department,
however, did not seem to notice
how these measures would do lit-
tle to stop the progression of ei-
ther an individual’s case or the
epidemic itself, and was frus-
trated by the lack of cooperation
it received in the tenements.
Stepping up its enforcement ef-
forts, the department took unco-
operative patients to municipal
sanitariums for education.*’

This most likely disrupted fami-
lies, and put them at economic
risk.

IMPLICATIONS FOR
THE FUTURE

Today, large-scale bulldozing
of communities is rare. Neighbor-
hood revitalization now tends to
focus on loans for housing im-
provements, redevelopment of
abandoned industrial sites, code
enforcement, and targeted infill
development (programs that seek
to use empty or underused par-
cels inside built-up areas rather
than open land at urban periph-
eries), all policies with less nega-
tive impact than traditional urban
renewal. Public health has played
a more positive role in these pro-
grams, including its key role in
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the remediation of brownfield
sites,***° lead cleanup
programs,” and healthy housing
initiatives.”® These programs
have cast public health profes-
sionals as advocates for the poor
and at-risk neighborhoods; per-
haps they have also conditioned
them to have a greater apprecia-
tion for distressed communities
and made them comfortable
speaking out for disadvantaged
people whose interests are threat-
ened. Together, these programs
make it less likely that public
health will function in the future
as it did during the urban re-
newal era.

It is too late to remedy the
consequences of urban renewal,
but there is an obligation to re-
member the lessons from that
time. There are a number of poli-
cies and programs that should be
adopted. First and foremost, pub-
lic health professionals must be
advocates for the disenfran-
chised. The failure during the
urban renewal era began when
public health did not rise to de-
fend the poor. Today, public
health is involved with at least
one major program of potential
impact on disenfranchised, at-risk
people: disaster planning and re-
locations during emergencies.
The US Immigration and Natu-
ralization Service has sometimes
used mass evacuations during
hurricanes as opportunities for
screening for illegal immi-
grants.”* The question arises
whether public health can be a
participant in such actions with-
out compromising its fundamen-
tal moral commitment to help
those least advantaged. At a min-
imum, the situation calls for a
strong public health response.
Who else has the scientific au-
thority to speak out against po-
tentially destructive government
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policies? Public health must work
in partnership with its constitu-
ents if it is to be effective.

Second, there must be an ac-
knowledgment of the role that
public health played in these de-
structive policies. The urban
planning profession went through
a self-evaluation and produced
books such as The Federal Bull-
dozer and After the Planners that
took the entire profession to
task.*>** The public health pro-
fession needs a similar assess-
ment. Urban planning practitio-
ners also established new
programs, such as the community
development corporation and
brownfields programs, that rely
heavily on community-based
boards of directors and commu-
nity-based processes to protect
poor neighborhoods from public
policies that may have a negative
impact on these communities.
The public health equivalent, the
community health center, does
tremendous work to bring medi-
cal services to underserved com-
munities. Until recently, however,
they have tended not to be in-
volved in community redevelop-
ment and planning activities.
Only a few health centers have
committed themselves to work-
ing on addressing the overall
problems of urban neighbor-
hoods. Because of their close re-
lationship with at-risk communi-
ties, they should take a lead in
protecting communities from
new threats.

In addition, with the new at-
tention to the built environment
among health professionals, the
record of the past must be incor-
porated into curricula, guidelines,
books, and study guides to pro-
mote healthy design. Only by re-
membering the past can these
mistakes be avoided in the fu-
ture. If the lack of minority

health workers did contribute to
this failure of policy, public
health must increase its efforts to
expand the diversity of its work-
force. These workers can play a
vital role in identifying and
guarding against potentially de-
structive policies. Finally, the
APHA might consider establish-
ing a new committee, charged, as
was the APHA-CHH, with exam-
ining its archives and reporting
back to the APHA membership
on its past role and recommenda-
tions for future actions.

The urban renewal program
was developed and implemented
without any input from the peo-
ple who were the objects of these
programs: the poor, often non-
White populations of so-called
blighted neighborhoods. Today,
we have accepted ways of under-
taking cooperative ventures be-
tween government, public health
professionals, and affected com-
munities. From community-based
participatory research and neigh-
borhood-based planning to
health impact assessment and in-
stitutional review boards, there
are a number of mechanisms
that incorporate community per-
spectives into health program-
ming. These ways of working
with diverse communities must
be fully integrated into research
and practice. The lessons of pub-
lic health, the APHA, and urban
renewal must be remembered as
we move forward. l
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