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A B S T R A C T  To achieve its national public health goals, the US must  improve the health of 

low-income urban populations. To contribute to this process, this study reviewed published 

reports of health promotion interventions designed to prevent heart  disease, H1V infection, 

substance abuse, and violence in US cities. The study's  objectives were to describe the 

target populations, settings, and program characteristics of these interventions and to assess 

the extent to which these programs followed accepted principles for health promotion. 

Investigators searched five computerized databases and references of selected articles for 

articles published in peer-reviewed journals between 1980 and 1995. Selected articles listed 

Dr. Freudenberg is from Hunter  College, Program in Urban Public Health, New York 
City; Ms. Silver is with the Health Research Program, Robert Wagner School of Public 
Policy, New York University, New York City; Ms. Carmona is with the Hunter College 
Center on AIDS, Drugs and Community Health, New York City; Mr. Kass is from the 
Center on Occupational and Environmental Health at Hunter  College, New York City; 
and Mr. Lancaster is with the Division of Adult  and Community Health, National Center 
for Health Promotion and Disease Prevention, and Dr. Speers is with the Office of the 
Associate Director for Science, US Centers for Disease Control and Prevention. 

Correspondence: Nicholas Freudenberg, DrPH, Hunter  College, Program in Urban 
Public Health, 425 East 25th Street, New York, NY 10010. 

The research described in this report was supported by the US Centers for Disease 
Control and Prevention. All views expressed are those of the authors and do not necessarily 
reflect the views of their institution. 

J O U R N A L  OF U R B A N  H E A L T H :  B U L L E T I N  O F T H E  N E W  Y O R K  A C A D E M Y  OF M E D I C I N E  
V O L U M E  7 7 ,  N U M B E R  3, S E P T E M B E R  2 0 0 0  4 4 3  �9 2 0 0 0  T H E  N E W  Y O R K  A C A D E M Y  OF M E D I C I N E  



4 4 4  F R E U D E N B E R G  ET A L .  

as a main goal primary prevention of one of four index conditions; were carried out within 
a US city; included sufficient information to characterize the intervention; and organized 
at least 25% of its activities within a community setting. In general, programs reached a 
diverse population of low-income city residents in a variety of settings, employed multiple 
strategies, and recognized at least some of the principles of effective health promotion. 
Most programs reported a systematic evaluation. However, many programs did not involve 
participants in planning, intervene to change underlying social causes, last more than a 
year, or tailor for the subpopulations they targeted, limiting their potential effectiveness. 
Few programs addressed the unique characteristics of urban communities. 

K E Y  W O R D S  Health Promotion, Heart Disease, HIV, Prevention, Substance Abuse, Ur- 
ban Health, Violence. 

I N T R O D U C T I O N  

In 1990, 82% of Americans lived in metropoli tan areas, defined by  the US Census 

Bureau as a city with a total populat ion of at least 50,000 inhabitants or an 

urbanized core area of at least 50,000 inhabitants with another 50,000 people 

closely integrated socially and economically with the core)  About  one-quarter  

of the US populat ion in 1990 lived within cities with populat ions  of more than 

100,000. While some of the nation's  largest cities have lost popula t ion  to the 

suburbs in the last two decades,  smaller  cities have continued to grow, and 

observers agree that, in the 21st century, the US will continue to be an urban 

nation. 2 

At  the same time, low-income populat ions  increasingly have become concen- 

trated in cities, and urban populat ions  bear a disproport ionate  burden  from 

disease and injury, such as HIV infection, tuberculosis, violence, substance abuse, 

asthma, and other conditions. 3-1~ Some recent studies suggest  that the dispar i ty  

in morbidi ty  and mortal i ty between low-income and higher  income Americans 

is growing, u-12 a dispar i ty  part icular ly apparent  among urban popula t ions)  3 If 

the US is to achieve its health goals as described in Heal thy People 2010 and 

similar documents,  14 it must  find ways  to improve  the health of urban populat ions.  

In the past  20 years, public heath professionals have launched a variety of 

interventions in noninsti tutional  communi ty  settings; some of these interventions 

were designed to improve the health of urban populations.  Unders tanding the 

specific characteristics of these programs and their accomplishments and limita- 

tions may  help to design more effective interventions in the coming decades. 

In this s tudy,  investigators reviewed reports publ ished between 1980 and 

1995 of interventions designed to prevent  heart  disease, substance abuse, HIV 

infection, and violence in US cities. These conditions were selected because they 

represent  both chronic and infectious diseases and social conditions that impose 

a substantial  burden  of morbidi ty  and mortal i ty on urban populations.  The 
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goals of the literature review were to describe the populations reached by these 

programs; characterize the methods, settings, evaluations, and obstacles encoun- 

tered in these interventions; and compare similarities and differences by health 

condition. By comparing the characteristics of these programs with general princi- 

ples of effective health promotion practice, the investigators sought to assess the 

extent to which these interventions met general professional standards. Finally, 

the study sought to provide guidance to help researchers, funders, and editors 

and writers for professional journals to report the results of interventions in a 

way that can contribute to the development of more effective interventions for 

urban populations. 

M E T H O D S  

To identify relevant studies, investigators conducted computerized searches of 

five databases (ERIC, CINAHL, MEDLINE, AIDSLINE, SOCIOF1LE) for articles 

published between 1980 and 1995 that described interventions that took place 

in US cities. Key words used in the search were the index health conditions heart 

disease, HIV, violence, and substance abuse (including alcohol, tobacco, and 

other drugs); prevention; and community. A total of 1,163 abstracts of articles 

generated by the search were reviewed to determine whether they met criteria 

for inclusion in the study; from these abstracts, 556 articles were reviewed, and 

those that met inclusion criteria were accepted. The references listed in these 

selected articles were examined to identify additional relevant studies. Through 

these processes, a total of 135 intervention studies were included in this review. 

Criteria for inclusion were publication in a peer-reviewed journal between 

1980 and 1995; primary prevention of heart disease, substance abuse, I/IV, or 

violence listed as a main goal; setling within a US city with more than 50,000 

people; a description of the intervention and/or  its evaluation that included 

sufficient information to characterize the intervention; and at least 25% of activi- 

ties (in the judgment of the reviewer) took place in a noninstitutional community 

setting. This last criterion excluded studies based solely in schools, health care 

facilities, or workplaces, settings that are affected by different dynamics and 

have been addressed more systematically in the public health literature. 

Of the 135 interventions reviewed for this report, 30 (22%) addressed heart 

disease, 59 (44%) HIV infection, 17 (13%) violence, and 29 (21%) substance abuse. 

The unit of analysis is the intervention (not the published report), and several 

interventions are described in more than one article. In some cases, supplementary 

articles did not meet all the criteria for inclusion (e.g., publication in a peer- 

reviewed journal), but helped to characterize the intervention further. A list of 
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the 189 articles reviewed to assess the 135 selected interventions is available from 

the first author. 

Reports that met the criteria for inclusion were coded, using an instrument 

developed for this project, by research assistants with graduate training in public 

health. The instrument included closed-ended questions characterizing the target 

population, objectives, sponsor, setting, strategies, and assessment of the pro- 

gram. These data were entered in a database, and descriptive profiles were 

generated using standard statistical packages. This report describes frequencies 

of variables of interest. 

This study has several limitations. It was based only on interventions described 

in peer-reviewed journals and thus represents only a small portion of the universe 

of health promotion interventions carried out in US cities. It was limited to 

categorical programs designed to prevent four specific health conditions and 

thus does not include more comprehensive health promotion programs that 

may have addressed broader social conditions. It does not include secondary 

prevention programs such as asthma control, diabetes management, or substance 

abuse treatment, interventions that may have different characteristics and differ- 

ent target populations. It does not include articles describing multisite studies 

that included both urban and nonurban populations if results were not reported 

separately for urban sites. Furthermore, since there is no single listing of all 

published reports meeting the inclusion criteria, it is possible that the search 

methods failed to identify some articles that should have been included. 

In addition, information included in this study was limited to that appearing 

in the published articles. The type of information presented and the level of 

detail varied considerably, in part because of restrictions in journal space. Since 

investigators did not correspond with the authors of the reviewed articles, it was 

not possible to ascertain whether the failure to include a description of a specific 

characteristic or outcome indicated its real absence or simply the failure to 

mention it .  Authors did not report the amount  of funding, so the impact of 

differential resources could not be assessed. This review is not a meta-analysis. 

Data were not pooled, and the wide variability in outcome measures and evalua- 

tion strategies made it impossible to assess the impact of these programs on 

health status across studies. Finally, the study did not review interventions 

described after 1995, when some investigators began to pay greater attention to 

the policy and structural factors that influence urban health, ls-16 

Despite these limitations, the interventions reviewed for this report generally 

met two important criteria: They succeeded in winning resources from public 

or private funders to carry out the interventions, and the articles describing 
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these programs were accepted by peer-reviewed journals. Moreover, the articles 

generally included what authors, reviewers, and editors deem to be significant 

accomplishments or observations. These interventions represent what two impor- 

tant stakeholders--funders and peer reviewers--judge to be best practices. Thus, 

the literature summarized in this report played a key role in shaping funding 

and research relating to health promotion in US cities in the last decade. 

These articles also describe the types of interventions (e.g., skills workshops, 

small group discussions, and community media) that constitute a significant 

portion of urban health promotion practice. Given the categorical streams of 

funding for most health promotion programs, more interventions target a single 

condition than address multiple problems. Thus, some of the findings from this 

review of categorical programs may be generalizable to other conditions affecting 

urban populations, such as lead poisoning, cancer, or infant mortality. 

R E S U L T S  

On the whole, these programs targeted lower income urban residents in larger 

cities, especially African-Americans and Hispanics. Table I summarizes data on 

target populations. Most interventions targeted several subpopulations, including 

groups of different ages, races/ethnicities, and genders. Only 5% reported specifi- 

cally targeting non-English speakers (data not shown), a growing proportion of 

the population of many US cities. Almost half the studies did not report data 

on the socioeconomic status of the target population. 

Investigators in these studies defined their target populations in different 

ways: 40% (N = 54) by geography, 37% (N = 50) by behavior or identity, 12% 

(N = 16) by ethnicity, and 11% (N = 15) by some other characteristic, such as 

gender or age. Interventions to prevent heart disease and substance abuse were 

more likely to define their target population by geography (57% and 7 6 ~  respec- 

tively, compared to 12% for HIV and 47% for violence) and HIV programs by 

behavior or identity (59% versus 3% for heart disease, 24% for substance abuse, 

and 41% for violence). It was not possible to assess systematically whether the 

targeting choices reflected epidemiological data on risk in the specific population 

of interest. 

As shown in Table II, the majority of the programs described in these reports 

were sponsored by universities, medical institutions, or health departments, 

organizations generally controlled by people livIng outside urban low-income 

communities. Interventions took place in a variety of settings, although places 

with high proportions of the most disadvantaged sectors of the population, such 

as housing projects, criminal justice agencies, or street comers, were used less 
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T A B L E  I Target  Popu la t ion  of  In t e rven t ions  

Number 
of Studies Percentage 

Characteristic (N = 135) of Studies 

Population of jurisdiction* 

>1 million 49 36 

500,001-1 million 25 19 

100,001-500,000 28 21 

50,001-100,000 5 4 

Multicity 19 14 

No data 9 7 

Aget  (years) 

0-5 11 8 

6-12 38 28 

13-21 73 54 

22-45 75 56 

46-65 52 39 

65+ 33 24 

Race/ethnicity't 

African-American 96 71 

Latino/Hispanic 71 53 

White, non-Latino 68 50 

Asian 19 14 

Pacific Islander 3 2 

Native American 7 5 

Other 19 14 

Socioeconomic status* (SES) 

Mostly below federal poverty line 12 9 

Mostly lower income ($12-25,000) 9 7 

Mix of poor and lower income 33 24 

Middle income ($25,001-60,000) 4 3 

Higher income (>$60,000) 0 0 

Other 13 9 

No data on SES 64 47 

Genderf 

Male 111 82 

Female 125 93 

*Total percentage may not equal 100 due to rounding. 
tCategories are not mutually exclusive and therefore may total more 

than 100% (i.e., many studies included both genders and many age groups 
and ethnicities). 
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T A B L E  I I I n t e r v e n t i o n  Charac te r i s t i c s  

Characteristic Number  Percentage 

Primary sponsor* 

University 45 33 

Hospital /heal th center 15 11 

Community organization 14 10 

Health department 11 8 

Social service agency 9 7 

Criminal justice agency 4 3 

Other 17 13 

No data 17 13 

Settingst- 

Community center 29 21 

Hospital /heal th center 23 17 

School/college 22 16 

Social service agency 21 16 

Media 20 15 

Street 16 12 

Church 15 11 

Health department 12 9 

Criminal justice agency 12 9 

Housing project 5 4 

Workplace 4 3 

Length of intervention 

More than 1 year 80 59 

1 year or less 43 32 

No data 12 9 

Intervention strategiest 

Skills workshops 69 51 

Small group discussions 67 50 

Community media 59 44 

Lectures 51 38 

Outreach 49 36 

Staff training 46 34 

Counseling 31 23 

Recreational activities 24 18 

Educational materials 24 18 

Peer education 23 17 

*Total percentage may not  equal 100 due to rounding. 
tCategories are not mutually exclusive and therefore 

total more than 100%. 
may 
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frequently than other types of settings. Most interventions (59%) lasted less than 

1 year. 

The programs reported using on average 4.5 different intervention strategies, 

with a range from 1 to 13. Those methods used by more than a third of the 

programs included skills workshops, small group discussions, community media, 

lectures, outreach, and staff training. Less than a quarter of the programs reported 

use of counseling, recreational activities, educational materials, or peer education. 

The mean number of intervention strategies used by programs addressing differ- 

ent health conditions did not vary considerably. 

Most interventions (80%, N = 108) were directed at the individual as the target 

of change; another 10% (N = 14) targeted community-level change, and 8% (N = 

11) targeted some other level of change. The most common type of objective was 

reductions in individual risk behavior, reported by 87% of the programs (N = 

117). Less commonly cited objectives were changes in community norms (25%, 

N = 34), changes in the community environment (18%, N = 24), changes in organi- 

zations (13%, N = 17), and changes in public policy (10%, N = 13). 

Programs differed by condition in choosing levels of objectives for change. 

As shown in Table HI, heart disease prevention programs were more likely to 

include both individual- and group-level objectives than programs for the other 

three conditions, although overall only 24% (N = 33) of the programs included 

objectives at both levels. Group-level objectives included changes in norms, social 

networks, or the community environment. 

At a conference organized by the US Centers for Disease Control and Preven- 

tion and the Society for Public Health Education, health education researchers 

developed a consensus statement of several principles of practice derived from 

previous theoretical and empirical studies of health promotion. 17 Other investiga- 

tors have identified similar principles. 18-21 These include the importance of tailor- 

T A B L E  I I I  Program Objectives by Health Condition 

Both 
Individual Group Individual 

Only Only and Group 

Health Condition N (%) N (%) N (%) 

Heart disease 15 (50) 0 (0) 11 (37) 
HW 44 (75) 1 (2) 10 (17) 
Substance abuse 14 (48) 6 (21) 7 (24) 
Violence 11 (65) 0 (0) 5 (30) 
All 84 (62) 7 (5) 33 (24) 
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ing interventions to meet the specific needs of various populations,  involving 

p rogram part icipants  in planning and implementat ion,  and using mult iple  strate- 

gies and settings. 

Table IV summarizes  the results of an assessment of the prevalence of some 

of these characteristics in the reviewed studies. While many  programs repor ted 

using more than one principle, no single characteristic was reported in more 

than two-fifths of the programs,  and several were acknowledged by less than 

one-fifth of the authors. 

Health education researchers emphasize  the importance of basing health pro-  

motion interventions on relevant behavioral  or social science theories, is In these 

studies, 59% of the authors d id  not  ment ion a specific theory or  model  that 

informed their work; 26% (N = 35) reported using social learning theories; 11% 

(N = 15) reported use of the Health Belief Model; 4% (N = 6) used empowerment  

models;  4% (N = 5) used ecological models;  and 21% (N = 28) cited various other 

types of models. Reports on violence prevent ion programs were less likely to 

mention one or more theories or models  (17%) than were reports on heart  disease 

(47~ HIV (38%), or substance abuse (38%) prevention programs.  

The interventions described in the studies were funded publ icly and privately.  

Overall,  39% of the programs (N=53)  repor ted federal funding, 19% (N=25)  

state funding, and 7% (N = 10) local funding. There were 17% (N = 23) funded 

from a foundation or corporation, 8% (N = 11 ) from their sponsoring organization, 

and 4% (N = 6) from a university. HIV prevention programs were twice as likely 

to have federal funding as the other conditions, and heart  disease and substance 

abuse prevention programs were almost  twice as likely to have state government  

TASi.E IV Use of Principles of Effective Health Promotion 

Principles Number Percentage 

Recruited leaders from community 49 

Adapted educational materials for target population 41 

Offered monetary incentives 40 

Matched clients and staff on relevant demographic characteristics 40 

Developed culturally specific activities 35 

Included participants in program planning 30 

Offered intervention at flexible hours 29 

Developed age-specific activities 27 

Included participants in assessing needs 19 

Developed gender-specific activities 15 

Included participants in program evaluation 13 

Delivered intervention in language other than English 13 

36 

30 

30 

30 

26 

22 

21 

20 

14 

11 

10 

10 
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funding as the other conditions. In all l ikelihood, these differences reflect legisla- 

t ion that distributes some funds direct ly through the federal government  and 

others through block grants to states. 

Evaluation enables program staff to improve their services and pol icymakers  

to consider insti tutionalization and replication. To assess the evaluation compo- 

nent of these studies, reviewers noted the presence or absence of various evalua- 

t ion strategies and methods.  Overall ,  82% of the studies described an evaluat ion 

of the intervention. 

As shown in Table V, the majori ty used the individual  as the unit  of analysis 

for the evaluation. The most  commonly  used evaluat ion design was a p r e /  

post intervention knowledge,  atti tude, and behavior  survey. Of the studies, 41% 

reported the use of a comparison or control group, and 13% selected part icipants 

randomly  from a defined populat ion.  Two-thirds of the programs reported testing 

results for statistical significance, but  relatively few programs reported identify- 

ing or controlling for confounding variables, using power  analysis to calculate 

T A B L E  V Evaluation Methods Reported 

Characteristic Number Percentage 

Unit of analysis 

Individual 102 76 

Community 17 13 

Organization 8 6 

Method of data collection 

Pre/post intervention surveys 47 36 

Observations 34 25 

Physiological measurements 21 16 

Focus groups 19 7 

Assessment of health service utilization 9 7 

Chart review 4 3 

Evaluation design 

Uniform data collection 70 52 

Comparison group 56 41 

Standardized instruments 46 34 

Random assignment 41 30 

Participants drawn from identified population 18 13 

Data analysis 

Tests for significance 89 66 

Control of confounding variables 48 36 

Power analysis/discussion of sample size 38 28 

Reports of confidence intervals 14 10 
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the sample size needed to ascertain whether a real effect could be detected, or 

including confidence intervals for the results. 

Finally, reviewers rated the authors' assessment of their success in achieving 

their defined objectives. As shown in Table VI, 81% of the authors (N = 109 

interventions) judged their programs to be successful or moderately successfifl, 

and 10% (N = 13) judged them unsuccessful. These ratings varied somewhat by 

condition, with violence and substance abuse prevention programs more likely 

to be rated as unsuccessful than HIV or heart disease prevention programs. 

D I S C U S S I O N  

This review of urban-based community interventions designed to prevent heart 

disease, HIV infection, substance abuse, and violence demonstrates that these 

programs reached a diverse population of low-income city residents in a variety 

of settings, employed multiple strategies, and recognized at least some of the 

principles of effective health promotion. Perhaps because the review was limited 

to peer-reviewed publications, most programs reported an evaluation that in- 

cluded some elements of a rigorous design. The diversity of experience repre- 

sented in these articles suggests that systematic syntheses of intervention litera- 

ture may yield insights that can guide practice. 

The review also revealed a number of problems. First, these programs primar- 

ily target individual change in setting objectives, selecting strategies, and evaluat- 

ing the process and impact of the intervention. Yet, cities are characterized by 

dense populations, complex social networks, and a social environment that plays 

a key role in health and disease, all these operating at the community level. Few 

of these programs reported utilizing the unique assets or addressing the unique 

problems that distinguish urban social life. 

Many observers from different disciplines have noted that urban communities 

are complex multilevel environments72-z5 yet few interventions addressed more 

than one level, and few used the ecological models 26-29 that may help to inform 

T A B L E :  V I  Authors' Assessment of Success 

Heart HIV Substance 
Disease Infection Abuse Violence All 

Condition/Level 
of Success N (%) N (%) N (%) N (%) N (%) 

Successful 25 (83) 31 (52) 16 (55) 11 (64) 83 (61) 

Moderately successful 3 (10) 16 (27) 5 (17) 2 (12) 26 (19) 
Not successful 1 (3) 4 (6) 4 (14) 4 (25) 13 (10) 

No rating 1 (3) 8 (14) 4 (14) 1 (6) 14 (10) 
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more comprehensive interventions. Almost half of the studies did not report 

the socioeconomic status of participants, limiting the ability of interventions to 

address the specific needs of their target populations as they relate to socioeco- 

nomic status or readers to generaliTe from these reports. Social and economic 

factors clearly influence the health of urban populations, including the incidence 

and prevalence of heart disease, HIV infection, substance abuse, and violence, 

yet few of these programs sought to change the policies or social conditions that 

damage health. 

Tailoring programs to subpopulations is recognized as a key principle of 

health promotion, 2~176 and urban communities typically include diverse sub- 

populations. 2 A second problem is that few of these studies described whether 

or how investigators tailored the interventions to meet the unique needs of the 

multiple ethnic/racial, age, and gender groups they reported seeking to engage. 

Failure to tailor interventions to the specific population may create difficulties 

since many of the models for health promotion programs have been developed 

for nonurban, nondisadvantaged populations. Heart disease prevention pro- 

grams, for example, were developed first in small towns that were primarily 

white and middle class, substance abuse prevention programs in middle-class 

school systems, and HIV prevention programs for middle-class gay men. Trans- 

planting these programs to urban disadvantaged populations without sufficient 

modification may compromise their effectiveness. Authors may have taken steps 

to tailor their programs, but may not have reported these efforts, again limiting 

the use of these articles for practitioners seeking to replicate the studies. 

Third, fewer than half of the authors of these studies referred to theoretical 

models from the social sciences, a finding noted elsewhere. ~7"~8 This probably 

reflects several factors, including limited communication between social science 

researchers and interventionists, especially those that choose to work in difficult 

urban environments; the limited utility of existing theories to provide real guid- 

ance to interventions; and the specific lack of theories that address the complex 

realities of promoting health in urban communities) 2 

Fourth, the interventions described in these articles generally used a limited 

number of intervention strategies; emphasized didactic, rather than interactive, 

methods; and had a relatively short duration, usually less than 1 year. Current 

understanding of the epidemiology of the target health conditions, the principles 

of adult education, and the reality of urban life suggest that more effective 

interventions include many activities, use multiple channels of communication, 

and maintain the involvement of participants for prolonged periods. 32-3s 

Fifth, these studies did not describe active involvement and oversight of 
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participants in planning, implementing, and evaluating the interventions; most 

interventions were sponsored by institutions not controlled by community resi- 

dents. Not only is participation recognized as a way of increasing the involvement 

of community residents (and therefore presumably increasing the health impact), 

it also assists program planners to tailor the program better to the unique needs 

of the target population. The combination of limited participation and limited 

tailoring may diminish the potential impact of these interventions significantly. 36 

Improving the health of low-income urban populations in the US constitutes 

a primary public health challenge for the 21st century. This review of published 

reports of interventions to prevent heart disease, HIV, substance abuse, and 

violence among urban US populations showed that these programs have reached 

a diverse cross section of urban low-income populations and have reported some 

success in achieving their defined objectives. 

At the same time, however, many have not addressed fully the unique charac- 

teristics of urban communities or the range of causes of ill health among low- 

income urban residents. The emphasis on individual behavior, the lack of atten- 

tion to socioeconomic and policy factors, and the limited duration and scope of 

many of these interventions makes it unlikely that these types of programs by 

themselves will reduce the growing disparities in health status between the 

poor, minority populations increasingly concentrated in cities and the rest of the 

population. 

By seeking to ground interventions more firmly in the realities of urban 

communities, it  may be possible to increase their effectiveness. Specific steps that 

Could help to achieve this goal include 

�9 develop multilevel interventions that target both individual and community 

change, including changes in policies and social conditions that contribute 

to adverse health outcomes; 

�9 tailor interventions to meet the unique needs of various subpopulations of 

diverse urban communities; 

�9 encourage social scientists, public health practitioners, and community resi- 

dents to collaborate to generate theories and models that can inform interven- 

tions in urban communities; 

�9 involve the participants in urban community health interventions more fully 

in planning, implementing, and evaluating programs. 

Finally, authors and editors of peer-reviewed journals should consider estab- 

lishing standardized criteria for the descriptions of interventions, target popula- 

tions, settings, and reports of process and outcome. Such standardization will 
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a l low pract i t ioners  and  po l icymakers  to m a k e  general iza t ions  that  can gu ide  

fu ture  pract ice in u rban  communi t i e s  and o ther  set t ings more  efficiently. Mode l s  

of  s tandards  for repor t ing  the results  of  clinical pract ice trials m a y  help  to gu ide  

such  an effort. 37 
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